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Typical  of  many  patients  with  congestive 
heart  failure,  he  also  suffers  from  severe 
anxiety  a psychic  factor  that  may  influence  the  character 
and  degree  of  his  symptoms,  such  as  dyspnea. 

His  apprehension  may  also  deprive  him  of  the 
emotional  calm  so  important  in  maintenance  therapy 


Aid  in  rehabilitation 

\ Specific  medical  and  environmental  meas- 
I ures  are  often  enhanced  by  the  antianxiety 
action  of  adjunctive  Libritabs  (chlordiaz- 
epoxide) . Libritabs  can  also  facilitate  treat- 
ment of  the  tense  convalescent  patient  until 
antianxiety  therapy  is  no  longer  required. 
Whereas  in  geriatrics  the  usual  daily  dosage 
is  5 mg  two  to  four  times  daily,  the  initial 
dosage  in  elderly  and  debilitated  patients 
should  be  limited  to  10  mg  or  less  per  day, 
adjusting  as  needed  and  tolerated. 

Concomitant  use  with  primary  agents 
Libritabs  is  used  concomitantly  with  certain 
specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics, 
antihypertensives,  vasodilators  and  oral 
anticoagulants,  whenever  excessive  anxiety 
or  emotional  tension  adversely  affects  the 
clinical  condition  or  response  to  therapy. 
Although  clinical  studies  have  not  estab- 
lished a cause  and  effect  relationship,  phy- 
sicians should  be  aware  that  variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  oral  anti- 
coagulants and  chlordiazepoxide  HC1. 

The  positive  power  of 

Libritabs* 

(chlordiazepoxide) 

S-mg,  10-mg,  25-mg  tablets 

ti.d./q.i.d. 

up  to  100  mg  daily 

for  severe  anxiety 
accompanying 
congestive  neart  failure 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension 
are  significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings : Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  ( e.g operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 

Supplied : Tablets  containing  5 mg,  10  mg  or  25  mg  chlordiazepoxide. 


nnriirV  Roche  Laboratories 

RUCHE  /Division  of  Hoffmann-La  Roche  Inc. 
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The  science 

of  treating 
gas  pain 

| #When  gas  is  entrapped  in  the  G.  I.  tract,  it  can 
cause  pain  severe  enough  to  mimic  that. of  peptic  ulcer,  angina  pectoris,  or 
myocardial  infarction. 2#Most  of  the  gas  symptoms  brought  to  your  attention 
will  be  due  to  gas  trapped  in  the  intestines,  not  the  stomach.^  The  source  of 
most  G.l.  gas  is  air-swallowing,  often  an  anxiety  response  of  which  the  patient 
is  unaware. 

PH  AS*,  treats 

gas  pain  sdenrificaiy 

|#Phasil  is  the  only  single-entity  simethicone  tablet  with  measured  medi- 
cation for  both  stomach  and  intestine.  Phasil’s  protected  inner  core  releases 
40  gm.  of  specially-activated  simethicone  in  the  intestines,  the  most  common 
site  of  gas  entrapment.2#Phasil  also  releases  20  mg.  of  specially-activated 
simethicone  while  in  transit  through  the  stomach,  for  immediate  dispersion  of 
any  gas  accumulated  there.^^Phasil  is  safe:  no  systemic 
effects,  no  untoward  reactions,  no  contraindications. 

Sig.:  One  Phasil  tablet  before  meals  and  at  bedtime  pro- 
vides reliable  relief  of  gas  pain,  bloating  and  distention. 

Available  in  bottles  of  1 00  tablets. 

References:  1.  Roth,  J L.  Ann  N Y Acad  Sci.  150 109.  Feb.  26,  1968  2.  Reich,  N E , and 
Fremont  R E (eds  ) Chest  Pam.  The  Macmillan  Company,  New  York,  1961,  p.  348. 
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Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


I New 

)osage  Form: 


'hewable 

rablets  500  mg 

Vlintezol 

(HIABENDAZOLE  1 MSD) 


50  easy  to  take 
everyone  in  the  family 
will  keep  to  the 
'egimen  you  prescribe 


nclude-.  fever,  facial  flush,  chills,  conjunctival  injection, 
mgioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
bottles  of  120  cc. 


MSD 


INDICATION  I DOSAGE  SCHEDULE 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZOL  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat 
7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection.  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets/50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  for 
2 to  4 
successive 
days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g (6  tablets). 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


For  more  detailed  information,  consult  your  MSD  representa 
tive  or  see  the  Direction  Circular.  Merck  Sharp  & Dohme, 
Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


t4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 

Synthroid 

(sodium  levothyroxine) 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 

(1 ) The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  less 
concern  because  of  this  factor)1; 

(2)  since  SYNTHROID  contains  only 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 

1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  <S  Clin.  Pharm.  3:270-7, 1969. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ta  (Resin) 

Less  than  25% 

27-35% 

T3  (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

Gt\oose 
dje  Stnootti 

...to  tfiyroid  replacement  tt\erapy' 


MERGING 

TRAFFIC 


TIY  DOES  SYNTHROID 
OST  LESS  THAN 
YNTHETIC  DRUGS 
ONTAINING  T3? 


KNOWLEDGE  OF  THE 
’70’s  CHALLENGES 
CUSTOMS  CONCERN- 
ING DESICCATED 
THYROID  DRUGS. 


SWITCHING  PATIENTS 
TO  SYNTHROID 
IS  EASY. 


jry  simple.  T3  costs  more  to  make 
nthetically  than  does  T4.  So  it  is 
:onomically  necessary  for  a 
nthetic  thyroid  medication 
intaining  T3  to  cost  more  than 
le  containing  T4  alone.  Synthetic 
imbinations  cost  patients  nearly 
i%  more  than  SYNTHROID1 2 3 
;cause  the  T3  costs  more  to  start 
th;  also  there  is  the  additional 
tpense  of  formulating  a tablet 
intaining  two  active  ingredients. 

American  Druggist  BLUEBOOK,  March,  1971. 


In  the  past,  desiccated  thyroid 
produced  from  animal  glands  was 
considered  “good,  and  cheap.”  We 
now  know  that  improved  products 
are  available  and  the  price 
difference  has  narrowed  to  the 
point  of  being  inconsequential. 
(SYNTHROID,  for  instance,  costs 
patients  about  a penny  a day  more 
than  brands  of  desiccated  thyroid.) 

What  does  this  additional  $3.65 
a year  buy  the  patient?  Quite  a bit  in 
terms  of  quality,  reliability  and  service. 


Switching  present  patients  to 
SYNTHROID  (or  starting  new  ones) 
is  a simple  matter.  SYNTHROID 
is  available  in  the  widest  range 
of  dosage  strengths  of  any  thyroid 
drug.  Seven  scored,  color-coded 
tablet  strengths  are  available  plus  a 
lyophilized  injectable  form  for 
emergency  or  postoperative  uses. 


PARAMETERS 

RESPONSE,  RELIABILITY,  SERVICE-COMPARISON  OF  FIVE  PARAMETERS 

DESICCATED  THYROID  U.S.P.  SYNTHROID®  (sodium  levothyroxine) 

SOURCE  OF  HORMONE 

Animal  glands  (swine,  sheep,  cows).  Hormone 
content  of  glands  and  ratio  of  T3-T4  varies  by  type  of 
animal,  season  in  which  gland  is  harvested,  and  diet 
of  animal.  123.4.5 

Synthetically  derived  pure  crystalline  hormone. 
Because  no  animal  protein  is  present,  no  objection- 
able odor  occurs  upon  aging. 

GENERAL  ASSAY  TECHNIQUE 

"Its  major  disadvantage  is  inadequate 
standardization  of  hormonal  content."8 

Unlike  desiccated  thyroid  U.S.P.,  thyroxine  does  not 
require  biologic  standardization  to  establish  its 
potency.  J 8 Crystalline  T4  is  used.  Purity  is  verified 
by  paper  chromatography.  Content  of  tablets  is 
standardized  by  weight. 

CLINICAL  RESPONSE 

"T3  and  T4  ratio  varies  according  to  gland  source. 
Fluctuations  in  response  can  occur. 

Potency  can  vary.”3 

"Sodium  levothyroxine  has  been  extensively  used 
with  satisfaction  and  is  widely  held  to  be  superior 
to  (desiccated)  thyroid.”7 

"There  are  well  documented  examples  of  patients 
who  failed  to  respond  satisfactorily  to  desiccated 
thyroid  but  subsequently  responded  to  (sodium-1) 
thyroxine.”4 * 

PREDICTABILITY 

Failure  of  thyroid  U.S.P.  treated  patients  to  show 
clinical  improvement  and/or  lack  of  correlation  in 
clinical  findings  to  thyroid  function  test  results  has 
been  frequently  discussed  in  the  literature.8  9 '<>•  1 1 ■ 
11. 13. 14  15.  16  Regardless  of  which  factor  or  factors 
accounts  for  this  phenomenon  the  fact  remains  that 
discrepancies  do  occur. 

Test  results  predictably  elevated.  . . oral  potency 
of  this  material  is  attested  to  by  a uniformly  good 
clinical  response  corroborated  by  a prompt  and 
sustained  increase  in  the  serum  PBI  levels."!6 
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desiccated  thyroid  tablets  as  determined  by  the  antigoitrogenic  assay  in 
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2 Lavietes,  P.  H.  and  Epstein,  F.  H.:  Thyroid  therapy  of  myxedema:  a 
comparison  of  various  agents  with  a note  on  the  composition  of  thyroid 
secretion  in  man,  Ann.  Intern.  Med.,  60:79-87,  1964. 

3.  Armour  Pharmaceutical  Company— discussing  Armour  Thyroid,  PROLOID, 
other  generics.  Literature  No.  21329  — 274— YZ—1—  IM  2/71. 

4 Abelson.  D.  M.:  Hypothyroidism.  Med.  Sci.,  10:442-8,  1961. 

5.  McGregor,  A.  G.:  Why  does  anybody  use  thyroid  B.  P.?,  Lancet,  1: 
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6 Hart,  F.  D.  and  Maclagen,  N.  F.:  Oral  thyroxine  in  treatment  of 
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7 Goodman,  L.  S.  and  Gilman.  A : The  Pharmacological  Basis  of 
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PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 

Thyroxine  (T4)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

T3  is  also  produced,  in  smaller 
amounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
a working  hypothesis  among 
endocrinologists  that  T4  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Braverman,  Ingbar,  and  Sterling2. 
T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
administration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


CONSIDERATE 
LONG-TERM  THERAPY 
FOR  THE  PATIENT. 


Predictable  patient  response,  of 
course,  is  more  important  than 
price.  You  do  get  complete  clinical 
response  with  the  single-entity 
synthetic,  SYNTHROID.  And,  at  a 
reasonable  cost  to  the  patient. 

In  some  short  term  situations,  T3 
drugs  can  be  useful  but,  in  long 
term  therapy,  the  smooth  road 
provided  by  SYNTHROID  may  be 
the  better  route. 

SYNTHROID,  with  its  smooth 
road  to  complete  thyroid 
replacement  therapy,  has  been 
selected  for  more  patients  in  the 
United  States  and  Canada  than  any 
other  brand  of  thyroid  medication. 


2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 

Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THI 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALER' 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage.  I 
Caution  should  be  exercised  in  j 
administering  the  drug  to  patient? 
with  cardiovascular  disease.  Rea 
the  accompanying  prescribing 
information  for  additional  data  o 
write  Flint  Laboratories. 


< dtfoose 
tt\e  Stnooiti 

...to  tfiyroid  replacement  therapy' 


FREE  TAB-MINDER  medicatic 
dispensers— color-coded  in  4 dc 
age  strengths— get  patients  off 
a good  start  and  encourage  re 
ular  habit  patterns.  Contain  fr 
4-weeks’  supply  of  SYNTHROI 
and  are  reusable  for  maintenan 
dosage. 


0.05  mg. 


0.1  mg. 


0.15  mg. 


0.2  mg. 


APPROXIMATE  DOSAGE  EQUIVALENTS* 


Animal  Gland 

CYTOMEL 

(Sodium  liothyronine) 
Synthetic  T3 

EUTHROID** 
(Liotrix) 
Synthetic  T3-T4 

THYROLAR*** 
(Liotrix) 
Synthetic  T3-T4 

Desiccated 
(Thyroid,  USP) 
Cow,  sheep  or  hog 
thyroid 

PROLOID 
(thyroglobulin) 
Frozen  hog  thyroid 

SYNTHROID 
(Sodium  levothyroxine) 
Synthetic  T4 

Unscored  5 meg. 

N.A. 

N.A. 

unscored  % gr. 

V » gr. 

0.025  mg. 

N.A. 

1/2 

Vz 

unscored  Vz  gr. 

Vz  gr. 

0.05  mg. 

25  meg. 

1 

1 

unscored  1 gr. 

1 gr. 

0.1  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

1 Vz  gr. 

0.15  mg. 

50  meg. 

2 

2 

unscored  2 gr. 

2 gr. 

0.2  mg. 

N.A. 

3 

3 

unscored  3 gr. 

3 gr. 

0.3  mg. 

N.A. 

N.A. 

N.A. 

unscored  5 gr. 

5 gr. 

0.5  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

N.A. 

Injectable  500  meg. 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replacement  therapy  for  diminished  or 
absent  thyroid  function  resulting  from  primary  or  secondary  atrophy  of  the  gland,  congenital  de- 
fect, surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  for  SYNTHROID  (sodium  levo- 
thyroxine) Tablets  include  myxedema,  hypothyroidism  without  myxedema,  hypothyroidism  in  preg 
nancy,  pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroidism,  simple  (nontoxic] 
goiter,  and  reproductive  disorders  associated  with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous  use  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is  required.  The  injection  is  also  indicated 
for  intramuscular  use  in  cases  where  the  oral  route  is  suspect  or  contraindicated  due  to  existing 
conditions  or  to  absorption  defects,  and  when  a rapid  onset  of  effect  is  not  desired. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may  cause  diarrhea  or  cramps, 
nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  apparent  for  one  to  three  weeks.  Patients  receiving  the 
drug  should  be  observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of  overdosage  appear, 
discontinue  medication  for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addison’s  Dis- 
ease (chronic  subcortical  insufficiency),  Simmonds’s  Disease  (panhypopituitarism)  or  Cushing’s 
syndrome  (hyperadrenalism),  these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  administered  with  caution  to  patients 
with  cardiovascular  disease;  development  of  chest  pains  or  other  aggravations  of  cardiovascular 
disease  requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction.  Side  effects:  The  effects  of  SYN 
THROID  (sodium  levothyroxine)  therapy  are  slow  in  being  manifested.  Side  effects,  when  they  dc 
occur,  are  secondary  to  increased  rates  of  body  metabolism;  sweating,  heart  palpitations  with  or 
without  pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been 
observed.  Myxedematous  patients  with  heart  disease  have  died  from  abrupt  increases  in  dosage  ol 
thyroid  drugs.  Careful  observation  of  the  patient  during  the  beginning  of  any  thyroid  therapy  will 
alert  the  physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  followed  by  a more  gradual  adjustment 
upward  will  result  in  a more  accurate  indication  of  the  patient’s  dosage  requirements  without  the 
appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID  (sodium  levothyroxine)  TABLE! 
is  equivalent  to  approximately  one  grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a single 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual  initial  adull 
dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every  30  days  until  proper  metabolic  bal- 
ance is  attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  measurements  about  every 
90  days.  Final  maintenance  dosage  will  usually  range  from  0. 2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be  further  increased  at  two 
month  intervals  by  0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  anc 
color-coded,  in  bottles  of  100,  500,  and  1000.  Injection:  500  meg.  lyophilized  active  ingredienl 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride  Injec 
tion,  U.S.P.,  as  a diluent.  SYNTHROID  (sodium  levothyroxine)  for  Injection  may  be  administerec 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg.  per  ml.  If  significant  im 
provement  is  not  shown  the  following  day,  a repeat  injection  of  100-200  meg.  may  be  given. 


N.A.=  Not  Available  Commercially 

♦Equivalents  shown  are  chemical,  and  do  not  take  into 
consideration  individual  patient  variables.  Clinical 
effect  is  approximate  and  should  be  monitored  when 
converting  a patient  to  SYNTHROID.  This  is  particu- 
larly important  in  patients  previously  on  desiccated 
thyroid.  In  these  patients,  lower  doses  of 
SYNTHROID  may  produce  the  same  metabolic  effect. 

♦♦Euthroid  (#1  tablet)  contains  60  meg.  of  T4  and 
15  meg.  of  T3. 

♦♦♦Thyrolar  (#1  tablet)  contains  50  meg.  of  T4  and 
12.5  meg.  of  T3. 


Iwliroiiir 

(sodium  levothyroxine) 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

Synthetic  thyroid  drugs  are  an 
improvement  over  animal  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are 
easy  to  interpret  since  they  are 
predictably  elevated  when  the 
patient  adheres  to  SYNTHROID. 
Of  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
economical  to  the  patient. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES.  INC 
Morton  Grove,  Illinois  60053 

j"  OFFER:  AA 

Free  TAB-MINDER  medication 
I dispensers  to  start  or  convert  all 
| your  hypothyroid  patients  to 
j SYNTHROID.  Free  information  to 
I physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
I titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 


Name 


Address 


I City  State  Zip 

I 


One  of 
the  familiar 
line  of 
Cordran 

flurandrenolide 

products 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information 
available  to  the 
profession  on  request. 


Oklahoma  State  Medical  Association 


Make  'Em  Shoot  Us:  Strike! 


JOURNA 


/editorial 


Now  THERE  is  a dirty  word  . . . 
‘STRIKE’ 

Although  it  contains  six  letters,  this  word 
is  more  repugnant  to  physicians  than  any 
four  letter  word  in  the  language.  Certainly 
no  moral,  ethical  human  being  would  refuse 
to  render  aid  to  the  sick,  the  injured,  the 
dying.  To  propose  such  an  outrage  would 
be  criminal. 

However,  in  suggesting  that  physicians 
go  on  strike,  I do  not  suggest  that  we  refuse 
to  care  for  our  patients.  As  a matter  of  fact, 
by  supporting  a strike  such  as  I propose,  we 
would  actually  enlarge  our  capacity  to  care 
for  patients.  We  would  salvage  hundreds 
of  hours  presently  wasted  with  inane  trivia. 
We  would  lose  nothing  not  already  lost.  And 
we  might  exchange  the  slow  painful  strangu- 
lation of  our  independence  which  is,  today, 
so  plainly  inevitable,  for  the  quick,  clean 
and  resigned  submission  to  retaliatory  bond- 
age. As  it  is  now,  we  are  participating  in 
the  plan  for  our  own  enslavement,  promot- 
ing the  abandonment  of  our  own  ethics  and 
conspiring  in  a treason  against  our  own 
profession. 

For  a beginning,  let’s  announce  that  we 
will  not  participate  in  any  peer  review  pro- 
gram that  is  compulsory,  comprised  of  non- 
physician  members  or  supervised  by  politi- 
cians and  their  appointees.  It  would  be  in- 
teresting if  not  amusing  to  view  the  proceed- 
ings of  a professional  standards  review  or- 
ganization that  included  no  professionals. 

Let’s  resign  from  the  utilization  review 
committees  in  all  our  hospitals.  It  seems  un- 
likely that  anyone  else  would  volunteer  to 
assume  the  responsibilities  and  liabilities  in- 
volved in  deciding  who  will  be  hospitalized 
and  for  how  long. 

Let’s  advise  our  patients  and  their  fiscal 
agents  that  we  will  no  longer  serve  as  in- 
termediaries; that  we  will  deal  only  with 
patients  ; that  we  will  provide  each  of  our 
patients  a list  of  diagnoses  and  an  itemized 
statement  of  charges  and  that  all  other  re- 
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ports  will  be  prepared  and  submitted  by 
them  or  their  representative;  that  we  will 
accept  only  the  amounts  charged  as  full  pay- 
ment and  that  questions  of  underpayment, 
discounts,  and  delayed  payment  will  be  ne- 
gotiated between  the  insuror  and  the  in- 
sured; that  responsibility  for  full  payment 
is  not  contingent  upon  the  patient’s  remun- 
eration by  his  fiscal  agent.  Standing  at  auc- 
tion is  for  livestock,  not  physicians. 

Let’s  inform  life  insurance  companies  that 
we  will  no  longer  respond  to  their  question- 
naires about  our  patients ; that  we  will,  upon 
proper  authorization  by  a patient  whose  ac- 
count is  current,  make  his  record  available 
for  perusal  by  the  company’s  representative, 
at  a mutually  convenient  and  designated 
time,  in  our  offices.  If  they  want  the  infor- 
mation, the  effort  should  be  theirs.  We 
should  not  take  time  to  function  as  insurance 
company  clerks. 

Let’s  affirm  our  authority  in  all  our  deal- 
ings with  hospitals,  extended  care  facilities 
and  nursing  homes;  let’s  decide  how  much 
care  each  patient  needs,  and  provide  it;  let’s 
determine  what  records  are  essential  to  the 
patient’s  care  and  prepare  them.  Let’s  stop 
attending  meetings,  completing  forms  and 
submitting  reports  just  because  some  re- 
mote committee  has  decided  it  is  necessary 
to  do  so.  It  would  be  absolutely  awesome  to 
watch  the  various  licensing,  certifying  and 
accrediting  agencies  revoke  their  blessings 
from  every  health  care  facility  in  this  coun- 
try. 

Think  of  it  . . . this  kind  of  strike  would 
be  exciting,  educational  and  rewarding.  It 
would  create  terror  in  the  hearts  of  the  bu- 
reaucrats and  generate  esprit  among  phy- 
sicians everywhere. 

Best  of  all,  such  a strike  would  promote 
the  welfare  of  our  patients,  decrease  the 
costs  of  health  care  and  prove  the  integrity 
of  our  profession. 

To  hell  with  the  blindfold.  STRIKE! 
MRJ  □ 
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Some  famous  graffito 
in  California  says,  “The 
trouble  with  our  coun- 
try is  the  apathy.”  Then 
scrawled  underneath  is, 
“Yeah,  but  who  cares?” 
Gentlemen,  we  must 
not  be  guilty  of  apathy. 
The  best  estimate  is  that 
after  the  general  elec- 
tion some  form  of  national  health  insurance 
will  be  enacted.  If  we  lose,  then  we  will  all 
end  up  working  for  the  government.  For 
those  of  us  who  want  to  work  for  the  gov- 
ernment there  is  always  the  US  Army,  but 
some  of  us  have  tried  that  involuntarily  and 
found  it  somewhat  lacking  as  a lifetime 
career. 

As  physicians  our  greatest  ambition  is  to 
be  left  alone  in  order  to  give  more  and  bet- 
ter medical  care  to  sick  people.  Given  the 
current  political  climate,  we  are  not  going 
to  be  left  alone.  We  must  enter  the  political 
arena.  The  choice  is  ours,  to  participate  and 
win,  or  be  buried  in  a morass  of  government 
regulations  and  reports. 

In  order  to  win,  it  is  imperative  that  we 
develop  a Political  War  Chest.  This  year 
for  the  first  time  each  family  can  deduct 
$100.00  in  political  contributions.  We  ex- 
pect every  doctor  in  Oklahoma  to  contribute. 
The  ideal  mechanism  for  administering  our 
War  Chest  is  the  Oklahoma  Medical  Political 
Action  Committee.  OMPAC  has  been  very 
effective  in  the  past  and  can  be  even  more 
effective.  This  contribution  may  be  the 
most  important  thing  that  we  can  do 
this  year  to  save  American  medicine. 
OMPAC  is  not  deductible  but  contributions 
to  candidates  are,  so  make  your  check  pay- 
able to  the  candidate  of  your  choice  but  send 
it  to  OMPAC  so  that  it  can  be  grouped  with 
others  to  make  an  even  greater  impact  on 
the  candidate.  Not  only  are  we  interested 
in  elections  to  U.S.  Congress,  but  our  State 
Legislature  has  never  been  fully  committed 
to  excellence  in  medical  education  in  Okla- 
homa. We,  therefore,  are  intensely  interest- 
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ed  in  these  elections  as  well. 

Other  parts  of  our  program  are: 

1.  Join  OMPAC  if  you  have  not  already 
done  so. 

2.  Each  family  can  deduct  $100.00  do- 
nated to  a campaign  this  year.  By  all  means 
do. 

3.  The  Medical  Auxiliary  has  launched  a 
statewide  political  effort.  Encourage  your 
wife  to  participate  by  having  coffees  and 
working  in  campaign  headquarters  of  your 
legislative  candidates. 

4.  Be  sure  your  family,  office  staff  and 
friends  are  registered  to  vote. 

5.  National  estimates  are  that  approxi- 
mately 10%  of  the  population  is  dissatisfied 
with  their  medical  care.  Unfortunately,  these 
10%  are  the  ones  who  write  their  congress- 
men and  senators.  If  we  could  get  each  doc- 
tor in  the  OSMA  to  encourage  only  10  satis- 
fied patients  to  write  letters  to  congress,  we 
could  flood  their  mail  with  23,000  letters  ex- 
tolling the  virtues  of  the  present  system  of 
free  enterprise  medicine.  The  patients,  after 
all,  have  the  biggest  stake  in  preserving  a 
private  personalized  health  service.  All  of 
us  have  patients  who  are  pleased  with  their 
doctor,  so  it  is  up  to  us  to  supply  them  with 
the  names  and  addresses  of  Congressmen 
and  instill  in  them  the  desire  to  write  ask- 
ing that  the  Federal  Government  preserve 
private  personalized  health  care. 

6.  As  the  political  year  develops,  we  will 
ask  the  members  to  organize  their  letter 
waiting  potential  to  support  or  not  support 
specific  bills  in  the  State  Legislature  and 
Congress. 

7.  If  we  can  develop  a War  Chest  with 
enough  potential,  it  should  increase  tremend- 
ously the  effectiveness  of  our  legislative 
committee  and  in  turn  the  effectiveness  of 
our  lobby  at  the  State  Capitol. 

When  I play  golf,  I hit  the  ball  hard  as  I 
can.  Sometimes  I get  a fantastic  drive  that 
even  Arnold  Palmer  would  be  proud  to  claim 
as  his  own.  Alas,  sometimes  I miss  it  com- 
pletely and  the  only  satisfaction  is  knowing 
that  I tried  as  hard  as  I could. 

When  the  coming  battle  over  medical  care 
in  the  United  States  is  over,  I want  to  be  cer- 
tain that  I have  tried  as  hard  as  I could.  □ 
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Fetal  Monitoring 


For  the  Community  Hospital 


WARREN  M.  CROSBY,  MD 

Fetal  monitoring  systems  have  emerged 
from  the  research  laboratory  and 
can  note  p7'ovide  the  protection  of  ea7’ly 
learning  of  fetal  distress  during 
labor  similar  to  that  enjoyed  by 
ca7'diac  patients  in  coronary 
care  unit. 


INTRODUCTION 

The  AVAILABILITY  of  methods  and 
equipment  for  continuous  monitoring  of  vital 
physiologic  parameters  in  the  human  sub- 
ject has  resulted  in  improved  care  for  pa- 
tients with  acute  myocardial  infarction,  a 
variety  of  surgical  conditions  and  certain 
types  of  cardio-pulmonary  distress  in  new- 
born infants  and  adults.  The  proliferation 
of  coronary,  pulmonary,  surgical  and  new- 
born intensive  care  units  in  community  hos- 
pitals attests  to  the  acceptance  of  such  early 
warning  systems  by  the  medical  profession 
and  lay  public  alike.  If  continuous  monitor- 
ing can  be  shown  to  improve  maternal  and 
fetal  care,  fetal  monitoring  systems  should 
be  made  available  in  hospitals  that  care  for 
patients  in  the  most  hazardous  period  of  life 
. . . the  time  of  being  born. 

Recent  improvements  in  equipment  have 
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brought  fetal  monitoring  systems  within 
reach  of  the  community  hospital,  both  in 
terms  of  cost  and  ease  of  application.  The 
purpose  of  this  communication  is  to  evalu- 
ate available  fetal  monitoring  systems  and 
to  discuss  their  usefulness  in  the  community 
hospital. 

METHODS 

Monitoring  systems  are  designed  to  meas- 
ure continuously  one  or  more  physiologic 
parameters  so  that  deviations  from  normal 
can  be  detected  immediately.  Monitoring 
the  fetus  presents  problems  not  encountered 
in  the  adult:  the  only  vital  physiologic 
parameter  that  can  be  measured  with  ease 
and  accuracy  is  cardiac  activity.  (Fetal 
capillary  blood  can  be  sampled  during  labor, 
and  pH  and  blood  gas  tensions  estimated. 
This  technique  is  being  used  more  frequent- 
ly, but  is  still  considered  primarily  a research 
procedure.  Similarly,  probes  for  direct  in- 
sertion into  fetal  tissues  to  measure  gas  ten- 
sions or  record  the  electroencephalogram 
during  labor  have  yet  to  emerge  from  the 
research  laboratory.)  The  fetal  heart  ac- 
celerates or  decelerates  in  response  to  many 
stimuli,  and  the  rate  recorded  is  the  sum 
total  of  these  influences.  No  one  has  de- 
scribed wave  form  changes  in  electrocar- 
diograms that  are  characteristic  of  fetal  dis- 
tress. Therefore  observation  of  the  fetal 
electrocardiogram  during  labor  does  not 
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provide  early  warning  of  fetal  deterioration. 
The  response  of  the  fetal  heart  rate  to  uter- 
ine contractions,  however,  does  provide  such 
a warning.  When  the  fetus  is  in  good  con- 
dition, the  reduction  in  blood  flow  to  the 
placenta  during  each  contraction  is  well  tol- 
erated, and  the  fetal  heart  rate  does  not 
change.  But  if  the  fetus  has  become  as- 
phyxiated because  of  maternal  or  placental 
disease,  the  reduction  in  placental  blood  flow 
during  a contraction  will  be  accompanied 
by  further  asphyxia.  The  resultant  myo- 
cardial anoxia  slows  the  fetal  heart  rate. 
Fetal  monitoring  devices  take  advantage  of 
this  relationship  between  the  fetal  heart  rate 
and  uterine  contractions  in  the  compromised 
fetus.  Commercially  available  fetal  monitor- 
ing systems  have  two  inputs,  the  fetal  heart 
signal  and  uterine  pressure: 

A.  Fetal  Signal.  The  fetal  heart  signal 
may  be  acquired  by  (1)  direct  electrocardio- 
graph leads,  (2)  ultrasound  or  (3)  sensitive 
microphone.  Because  the  fetal  signal  is  not 
useful  by  itself  (one  could  do  almost  as  well 
with  a stethoscope),  it  is  translated  into  an 
instantaneous  fetal  heart  rate  by  computer- 
like circuitry  within  the  monitor.  The  elec- 
trocardiographic lead  is  clipped  onto  the 
fetal  scalp  with  special  forceps  designed  for 
the  purpose.  Use  of  direct  fetal  electrocar- 
diography requires  that  the  membranes  be 
ruptured,  that  the  cervix  be  over  two  cen- 
timeters dilated  and  the  presenting  part  en- 
gaged. Ultrasonic  transducers  produce  a 
quality  recording  of  fetal  heart  rate  nearly 
as  good  as  the  scalp  electrode.  These  trans- 
ducers send  out  a beam  of  low-energy  ultra- 
sound (sonar)  that  rebounds  off  various 
tissue  interfaces  within  the  body.  If  the 
beam  rebounds  from  a moving  surface  such 
as  the  fetal  ventricle,  the  frequency  of  the 
sound  is  changed,  much  as  the  frequency  of 
a train  whistle  is  changed  by  the  train  ap- 
proaching or  receding  from  a listener  (Dop- 
pler principle).  Electronic  circuitry  in  the 
monitor  filters  out  signals  that  return  with 
their  frequency  unaltered;  those  signals  re- 
turning with  a higher  or  lower  frequency 
are  recognized  as  “motion”  signals  which 
usually  represent  the  fetal  heart.  A micro- 
phone picks  up  sounds  emanating  from  the 
uterus,  the  abdomen  and  the  bedclothes.  As 


Fig.  l 


recorded  by  the  microphone,  fetal  heart 
sounds  are  often  contaminated  by  extran- 
eous noise  from  fetal  movement,  maternal 
changes  in  position  or  the  movement  of  at- 
tendants in  the  room.  However  the  fetal 
heart  signals  are  acquired,  they  are  trans- 
lated into  electrical  impulses  which  are 
channeled  through  noise  filters  to  the  rate 
meter  which  records  the  fetal  heart  rate  on 
the  print  out  paper.  (Fig.  1)  The  signal- 
to-noise  ratio  is  highest  (most  satisfactory) 
with  direct  fetal  electrocardiography  and 
lowest  with  the  microphone. 

B.  Uterine  Pressure.  Fetal  heart  rate 
changes  vary  widely  during  labor.  Slow  or 
rapid  rates  are  generally  of  little  prognostic 
value  unless  they  can  be  related  to  uterine 
contractions  or  changes  in  uterine  pres- 
sure. Uterine  pressure  may  be  obtained  by 
direct  catheterization  of  the  uterine  cavity 
by  rupturing  the  membranes  and  sliding  a 
catheter  past  the  presenting  part  or  by  trans- 
abdominal needle  puncture  of  the  amniotic 
sac.  (The  latter  is  rarely  done.)  External 
devices — tocodynamometers — provide  an  es- 
timate of  internal  uterine  pressure  by  meas- 
uring the  indentability  of  the  uterus  as  it 
moves  anteriorly  during  a contraction.  These 
devices  provide  an  estimate  of  uterine  pres- 
sure but  results  are  not  as  reliable  or  as  ac- 
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curate  as  those  obtained  through  direct  ca- 
theterization. They  have  the  distinct  ad- 
vantage of  not  requiring  rupture  of  the 
membranes  or  internal  manipulation.  Uter- 
ine pressure  is  recorded  on  paper  simul- 
taneously with  the  fetal  heart  rate.  In  this 
way,  the  monitor  provides  a measure  of  the 
uterine  pressure  stimulus  and  the  response 
of  the  fetus  to  that  stimulus.  The  type  of 
heart  rate  response  to  the  stimulus  of  labor 
is  an  indication  of  the  fetal  condition. 

Most  monitoring  systems  provide  both  ex- 
ternal and  internal  methods  for  measuring 
fetal  heart  rate  and  uterine  pressure.  The 
external  system  will  find  the  more  frequent 
use,  but  the  results  are  quite  variable  and 
occasionally  impossible  to  interpret.  The 
internal  system  is  less  flexible,  and  because 
it  requires  the  rupture  of  membranes,  can 
be  used  only  when  labor  is  being  induced  or 
is  in  progress.  The  record  from  the  internal 
system  is  less  variable  and  easier  to  inter- 
pret, and  this  is  of  vital  importance  when 
the  recording  from  external  devices  is  not 
satisfactory.  It  is  appropriate,  therefore,  to 
accept  the  additional  costs  involved  in  pro- 
viding both  systems. 

The  fetal  heart  rate  and  uterine  pressure 
are  recorded  on  graph  paper.  Most  monitor- 
ing systems  accomplish  this  by  means  of  a 
strip  chart  recorder  which  draws  a line  on 
the  graph  at  the  appropriate  heart  rate  and 
pressure.  There  is  some  variation  between 
the  various  available  monitor  systems,  but 
each  has  a fetal  heart  rate  recording  chart 
with  a simultaneous  recording  of  intrauter- 
ine pressure. 

INTERPRETATION 

In  most  cases,  the  recording  will  show 
little  variation  in  fetal  heart  rate  (FHR) 
during  labor.  If  the  FHR  record  remains 
straight,  the  fetus  will  not  be  asphyxiated 
at  birth.1  Various  patterns  of  change  in 
FHR  may  be  observed  during  labor.  There 
is  lack  of  agreement  as  to  the  exact  meaning 
of  some  of  the  observed  patterns.  However 
there  is  some  consensus  about  the  following 
patterns : 

A.  Early  deceleration.  (“Head  compres- 
sion pattern,”  Fig.  1A)  : Characterized  by 
a fall  in  fetal  heart  rate  that  coincides  with 
the  onset  of  the  contraction  and  returns  to 


the  original  rate  within  15  seconds  of  the 
end  of  the  contraction.  The  pattern  is  of 
uniform  shape  and  reflects  the  shape  of  the 
uterine  contraction  curve.  It  can  be  elimi- 
nated by  administration  of  atropine,  im- 
plying that  it  is  related  to  an  increase  in 
fetal  vagal  tone  during  contractions.  Even 
with  marked  bradycardia  (FHR  below  90/ 
min.)  at  the  peak  of  the  uterine  contraction, 
the  fetus  is  rarely  adversely  affected  when 
the  rate  returns  to  baseline  levels  by  the 
end  of  the  contraction.2 

B.  Variable  deceleration  (“Umbilical 
cord  compression  pattern,”  Fig.  1C)  : This 
pattern  is  of  variable  shape,  not  reflecting 
the  shape  of  the  associated  uterine  pressure 
curve.  The  onset  may  occur  at  any  time  dur- 
ing the  contraction,  but  the  rate  does  not 
return  to  normal  until  after  the  uterine  con- 
traction is  over.  This  pattern  has  been  ob- 
served in  conjunction  with  umbilical  cord 
compression  in  experiments  on  fetal  goats3 
and  in  human  patients  with  cord  prolapse.4 
That  one  cannot  see  or  feel  the  cord  on  vag- 
inal examination  does  not  mean  that  com- 
pression has  not  occurred.  The  compression 
may  have  occurred  within  the  uterus  beyond 
the  reach  of  the  examiner.  Unfortunately, 
not  all  fetuses  with  cord  compression  have 
this  pattern  during  labor,  nor  is  every  fetus 
demonstrating  this  pattern  born  with  as- 
phyxia. But  when  more  than  30%  of  con- 
tractions are  associated  with  variable  decel- 
eration, there  is  a significant  increase  in  the 
risk  of  fetal  asphyxia  at  birth.5 

C.  Late  deceleration  (“Uteroplacental  in- 
sufficiency pattern,”  Fig.  IB)  : This  pattern, 
like  that  of  early  deceleration,  is  of  uniform 
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shape  and  reflects  the  shape  of  the  associat- 
ed uterine  pressure  curve,  but  usually  has 
its  onset  15-20  seconds  after  the  onset  of 
the  contraction,  and  bradycardia  always  per- 
sists well  beyond  the  end  of  the  uterine  con- 
traction when  it  returns  to  the  baseline. 

Late  deceleration  patterns  are  most  fre- 
quently observed  with  maternal  diseases 
characterized  by  reduced  uteroplacental 
blood  flow  (diabetes,  hypertension,  toxemia, 
maternal  hypotension) . The  pattern  is  not 
abolished  by  atropine,  suggesting  that  it  is 
produced  by  both  myocardial  and  central 
nervous  system  depression.  When  “severe” 
late  decelerations  are  observed  in  associa- 
tion with  30%  or  more  of  uterine  contrac- 
tions and  the  pattern  persists  for  30  minutes 
or  longer,  significant  asphyxia  occurs  in 
80%  of  fetuses.2  “Severe  deceleration”  is 
defined  as  a drop  in  fetal  heart  rate  of  over 
50  beats  per  minute  for  longer  than  60 
seconds. 

TREATMENT 

When  the  fetal  heart  rate  recording  dem- 
onstrates more  than  the  normal  5-15  beats 
per  minute  variation,  interpretation  of  the 
abnormal  pattern  is  required.  Early  decel- 
erations that  return  to  baseline  within  15-20 
seconds  of  the  end  of  a contraction  are  be- 
nign. Treatment  is  not  necessary.  Variable 
deceleration  and  late  deceleration  are  often 
associated  with  fetal  distress.  Most  authori- 
ties suggest  that  these  patterns  will  not  be 
accompanied  by  life-threatening  asphyxia  if 
delivery  or  elimination  of  the  abnormal  pat- 
tern occurs  within  30  minutes  of  its  first 
appearance.  If  the  pattern  is  not  eliminated, 
asphyxia  deepens  and  the  fetus  may  die  if 
not  delivered  within  30-60  minutes.  When 
variable  or  late  deceleration  is  first  recog- 
nized, the  physician  should  notify  the  ob- 
stetrical staff  to  prepare  for  cesarean  sec- 
tion, a process  that  takes  25-40  minutes  in 
most  hospitals.  While  preparations  are  be- 
ing made,  the  patient  is  put  in  the  left  lat- 
eral recumbent  position,  and  oxygen  is  ad- 
ministered by  mask.  If  30%  of  the  contrac- 
tions are  associated  with  “severe”  decelera- 
tions and  these  are  not  eliminated  within 
30  minutes  by  repositioning  and  oxygen  ad- 
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ministration,  cesarean  delivery  should  be 
performed.  Variable  deceleration  patterns 
often  respond  to  these  simple  measures,  and 
cesarean  section  may  be  avoided  even  though 
marked  bradycardia  was  present  initially. 
Severe  late  deceleration  is  a more  ominous 
pattern ; reposition  and  oxygen  administra- 
tion are  less  often  followed  by  improvement 
in  the  pattern.  The  expected  fetal  mortality 
in  such  situations  is  high;  cesarean  section 
often  will  be  necessary. 

DISCUSSION 

The  use  of  fetal  monitoring  of  the  type 
described  may  permit  earlier  and  more  ac- 
curate detection  of  fetal  distress  and  ap- 
propriate therapy.  HonG  has  shown  that 
normal  non-monitored  patients  with  fetuses 
of  1500  grams  or  more  had  an  intrapartum 
death  rate  of  2.3/1000,  as  compared  with  a 
rate  of  1.6/1000  among  high-risk  patients 
that  were  monitored.  The  expected  intra- 
partum death  rate  in  high  risk  patients  on 
his  service  is  several  fold  higher  than  the 
normal  group.  Saling  reported  a decrease 
in  perinatal  mortality  from  eight  percent 
among  non-monitored  high-risk  patients  to 
two  percent  with  the  use  of  the  monitor.7 
These  figures  have  not  been  subjected  to 
statistical  analysis  because  of  lack  of  suit- 
able controls.  However,  it  is  possible  that 
the  major  beneficial  effect  of  fetal  monitor- 
ing is  not  the  precision  of  diagnosis  and 
treatment  of  fetal  distress  but  the  generally 
improved  maternal  care  resulting  when  the 
presence  of  a monitor  focuses  greater  atten- 
tion of  the  obstetrical  staff  on  the  patient. 
Another  effect  of  fetal  monitoring  is  a re- 
duction in  the  number  of  cesarean  sections 
performed  for  fetal  distress.4  This  unexpect- 
ed finding  is  attributed  to  the  fact  that  the 
isolated  observation  of  a fetal  heart  rate 
below  90  beats  per  minute  has  long  been 
used  as  an  indication  of  fetal  distress  that 
is  best  treated  by  emergency  cesarean  sec- 
tion. Experience  with  continuously  moni- 
tored patients  has  shown  that  isolated  in- 
stances of  bradycardia  are  seen  often  in  the 
absence  of  fetal  asphyxia.2 

Although  a large  controlled  study  to  pro- 
vide statistical  proof  of  an  improved  peri- 
natal mortality  may  never  be  done,8  most 
experienced  observers  believe  that  fetal  mon- 

Oklahoma  State  Medical  Association 


itoring  is  beneficial  and  cite  the  following 
advantages : 

1.  Fetal  distress  is  detected  earlier  and 
with  greater  accuracy  than  with  other 
methods. 

2.  Abnormal  labor  patterns  may  be  de- 
tected and  treated  before  the  clinical  diag- 
nosis is  made  apparent  by  cessation  of  the 
progress  of  labor. 

3.  Unnecessary  cesarean  section  for  fetal 
distress  suggested  by  a single  and  benign 
instance  of  fetal  bradycardia  may  be  avoid- 
ed. 

4.  The  obstetrical  staff,  both  nurses  and 
physicians,  pay  more  attention  to  monitored 
patients. 

5.  The  patient  and  her  husband  are  us- 
ually reassured  by  the  use  of  the  monitor. 

The  monitor  has  also  been  said  to  have 
the  following  disadvantages: 

1.  There  have  been  reports  of  areas  of 
necrosis  of  the  fetal  scalp  by  the  scalp 
electrode. 

2.  Perforation  of  the  uterus  by  the  in- 
trauterine catheter.9 

3.  Equipment  failure. 

4.  Poor  patient  and  physician  accept- 
ance because  of  difficulty  introducing  the 
scalp  electrode  or  the  intrauterine  catheter. 

Is  the  monitor  a useful  and  important  in- 
strument that  every  obstetrical  unit  should 
have,  or  is  it  a new-fangled  gadget  that  will 
pass  quickly  from  the  scene?  The  monitor 
will  not  save  lives  by  itself.  It  may  do  more 
harm  than  good  if  the  machine  is  left  to 
“monitor”  the  labor  while  the  nurse  retires 
to  the  coffee  shop.  It  does  permit  detection 
of  fetal  distress  and  abnormal  labor  earlier 
and  with  greater  accuracy  than  clinical 
methods. 

Fetal  monitoring  is  of  most  use  in  the 
high-risk  patient.  Such  high  risk  situations 
include  maternal  diabetes,  heart  disease,  hy- 
pertension and  toxemia,  post  maturity  be- 
yond 42  weeks,  premature  labor,  elective  in- 
duction of  labor,  Rh  isoimmunization  and 
elderly  primigravidas.  Mothers  with  many 
of  these  conditions  know  they  have  a great- 
er chance  of  losing  their  baby  during  labor, 
and  they  appreciate  that  additional  precau- 
tions are  being  taken  to  insure  the  best  pos- 
sible outcome.  Other  higher  risk  factors 
that  arise  during  labor  are  delayed  progress 
because  of  hypotonic  or  hypertonic  uterine 
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inertia,  contracted  pelvis  or  abnormal  pres- 
entation of  the  fetus.  (Breech  presentation 
is  not  a contraindication — the  “scalp  elec- 
trode” fits  on  the  buttocks  equally  well.) 

As  monitors  are  included  in  the  labor 
suite,  additional  uses  have  been  found  for 
them.  Nurses  are  often  given  the  responsi- 
bility of  “watching  the  patient”  during  the 
induction  of  labor.  Most  do  not  relisih  this 
responsibility  and  welcome  the  monitor  as 
a better  means  of  following  the  progress  of 
the  induction.  At  least  one  hospital  has  re- 
ported a reduction  in  the  use  of  intramuscu- 
lar oxytocin  or  sparteine  sulfate  and  an  in- 
crease in  the  safer  use  of  intravenous  dilute 
oxytocin  because  the  fetal  monitor  was  used 
in  each  induction  of  labor.10 

Other  reports  of  fetal  monitoring  have 
shown  that  in  extremely  high  risk  situations 
(severe  diabetes,  chronic  hypertensive  dis- 
orders, severe  Rh  isoimmunization,  etc.)  the 
external  monitor  may  be  used  to  test  the 
ability  of  the  fetus  to  withstand  forthcoming 
labor.  An  “oxytocin  challenge  test”  is  be- 
gun by  recording  the  uterine  activity  and 
fetal  heart  rate  by  external  devices  for  30 
minutes  prior  to  the  test.  At  the  conclusion 
of  this  baseline  period,  dilute  oxytocin  (2.5 
IU/1000  ml  5%  glucose  in  water)  is  begun 
intravenously,  and  the  dosage  increased  un- 
til five  minute  uterine  contractions  of  30 
mm  Hg  or  above  are  produced  for  30 
minutes.  If  late  or  variable  decelerations 
occur  with  more  than  30%  of  these  contrac- 
tions, the  fetus  is  unlikely  to  survive  normal 
or  induced  labor.  A cesarean  section  is  ad- 
vised.5 

But  most  obsterical  patients  are  not  “high 
risk.”  Are  there  any  advantages  to  these 
patients  of  having  a fetal  monitor  available 
for  them?  Approximately  five  percent  of 
otherwise  normal  patients  will  develop  an 
abnormality  of  labor.11  An  additional  one 
percent  will  have  meconium  stained  amniotic 
fluid,  and  a few  more  (the  number  is  difficult 
to  estimate  with  accuracy)  will  be  discov- 
ered to  have  an  unexpected  fetal  bradycardia 
during  labor.  In  other  words,  it  is  not  un- 
common for  a “normal”  patient  to  become 
a “high  risk”  patient  during  labor.  If  the 
monitor  is  useful  for  high  risk  situations, 
an  excellent  case  can  be  made  for  its  avail- 
ability for  all  obstetrical  patients. 

The  greatest  deterrent  to  the  use  of  the 
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fetal  monitor  in  the  community  hospital  is 
the  lack  of  someone  sufficiently  trained  in 
the  interpretation  of  abnormal  patterns.  A 
similar  problem  was  present  when  electro- 
cardiographic diagnosis,  and  later  coronary 
care  monitoring,  was  introduced.  These 
problems  were  solved  by  more  widespread 
training  in  electrocardiography  and  by  the 
development  of  long  distance  data  transmis- 
sion by  telephone.  It  is  unlikely,  nor  is  it 
to  be  expected,  that  every  physician  who  ac- 
cepts obstetrical  patients  will  devote  the 
time  and  energy  necessary  to  develop  ex- 
pertise in  the  technical  interpretation  of  ab- 
normal FHR  patterns  during  labor.  The  en- 
tire output  of  the  fetal  monitor  can  be  trans- 
mitted by  telephone  to  a center  where  trained 
personnel  are  available.  In  Oklahoma,  tele- 
phone transmission  of  electrocardiograph 
signals  to  regional  centers  for  coronary  care 
monitoring  was  introduced  in  1969,  and  will 
become  a self-sustaining  service  for  many 
community  hospitals  this  summer.  A simi- 
lar service  for  intermittent  consultation  for 
fetal  monitoring  is  feasible  today.  The  Uni- 
versity of  Oklahoma  Health  Sciences  Center 
will  be  able  to  provide  such  service  in  the 
near  future. 

SUMMARY  AND  CONCLUSIONS 

Fetal  monitoring  has  been  reviewed  from 
the  standpoint  of  equipment  requirements 
and  usefulness  in  the  community  hospital. 
There  remains  some  question  as  to  the  exact 
meanings  of  some  of  the  patterns  produced 
by  the  monitor,  and  hence  a similar  lack  of 


agreement  as  to  the  most  appropriate  treat- 
ment. The  patterns  associated  with  the 
greatest  fetal  risk  are  late  or  variable  de- 
celeration patterns  in  which  more  than  30% 
of  contractions  are  associated  with  decelera- 
tions of  greater  than  50  beats  per  minute 
for  longer  than  60  seconds.  Under  these 
circumstances,  preparations  should  be  made 
for  cesarean  section.  If  treatment,  consist- 
ing of  positioning  the  patient  in  the  left 
lateral  recumbent  position  and  oxygen  ad- 
ministration, does  not  abolish  the  decelera- 
tion patterns  within  30  minutes,  cesarean 
section  is  suggested.  There  is  good  accept- 
ance of  fetal  monitoring,  particularly  with 
external  transducers,  by  both  patients  and 
staff.  The  greatest  deterrent  to  use  of  fetal 
monitoring  by  community  hospitals  is  lack 
of  someone  trained  in  pattern  interpretation. 
Telephone  data  transmission  to  a regional 
center  for  consultation  is  suggested  as  a so- 
lution to  this  problem.  □ 
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The  Use  of  Adrenal  Corticosteroids 
in  the  Management  of  Meningitis 


VICTOR  B.  ABELLO,  MD 
HARRIS  D.  RILEY,  Jr.,  MD 

Adrenal  corticosteroids  have  not  yet 
found  their  definite  -place  in  the 
management  of  meningitis.  We  have 
reported  here  two  cases  believed  to 
have  benefited  from  its  use. 

Although  mortality  rates  from 

purulent  and  tuberculous  meningitis  have 
been  markedly  reduced  in  recent  years  fol- 
lowing the  advent  of  antibiotic  therapy,  a 
significant  number  of  patients  with  these 
diseases  are  left  with  serious  neurological 
sequelae.1-12' 13' 15'19' 36' 46' 47' 51- 52  One  of  these  is 
adhesions  within  the  arachnoid  space  and 
subsequent  obstructive  hydrocephalus  secon- 
dary to  post-inflammatory  fibrosis  at  the  base 
of  the  brain.  Since  adrenal  steroids  have  a 
lytic  influence  on  inflammatory  exudates,  it  is 
reasonable  to  assume  that  their  use  in  se- 
lected cases  of  meningitis  may  prevent  this 
complication.  It  is  the  purpose  of  this  re- 
port to  present  two  patients  with  meningitis 
in  whom  the  use  of  adrenal  steroids  appeared 
instrumental  in  preventing  the  development 
and  in  the  treatment  of  obstructive  hydro- 
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cephalus,  and  to  review  various  aspects  of 
this  complication  of  meningitis. 

CASE  REPORTS 

Case  1 : 

S.  D.,  an  8-month-old  white  female,  was 
in  good  health  until  one  month  prior  to 
admission  when  she  developed  bilateral 
otitis  media.  Despite  treatment  with  peni- 
cillin she  continued  to  exhibit  low  grade 
fever,  irritability,  anorexia,  occasional  vom- 
iting, and  cough.  Four  days  prior  to  admis- 
sion a chest  roentgenogram  revealed  a hilar 
infiltrate,  and  a tuberculin  skin  test  with 
PPD  (0.0001  mg)  was  strongly  positive. 
There  were  no  known  exposures  to  tuber- 
culosis. Skin  testing  of  other  family  mem- 
bers revealed  that  her  father  had  a positive 
tuberculin  skin  test  but  his  chest  roentgeno- 
gram was  normal.  Two  days  prior  to  her 
admission  to  Children’s  Memorial  Hospital, 
the  patient  developed  nuchal  rigidity. 

Past  history  revealed  that  she  had  been 
the  product  of  a full-term,  uncomplicated 
pregnancy,  labor  and  delivery.  She  had  re- 
ceived DPT  and  poliomyelitis  immuniza- 
tions. Psychomotor  development  had  been 
within  normal  limits  and  she  had  experi- 
enced no  significant  illnesses.  Physical  ex- 
amination revealed  an  acutely  ill  8-month- 
old  infant.  Temperature  was  102. 6°F  (R), 
pulse  160/min  and  respirations  40/min. 
The  head  circumference  measured  45.1  cm. 
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The  pupils  were  equal  in  size  and  reacted 
normally  to  light.  Extraocular  movements 
and  funduseopic  findings  were  also  normal. 
There  was  marked  nuchal  rigidity  and  Ker- 
nig  and  Brudzinski  signs  were  present. 
Muscle  stretch  reflexes  were  hyperactive 
and  symmetrical.  The  remainder  of  the 
general  physical  and  neurological  findings 
was  unremarkable. 

Laboratory  tests  showed  a normal  urine, 
hemoglobin  9.5  gm/100  ml.  Leukocyte  count 
was  17,300/cu  mm  with  a normal  differ- 
ential. Histoplasmin  and  coccidiodin  skin 
tests  were  negative.  Because  of  the  marked- 
ly positive  reaction  to  intermediate  test 
strength  PPD  which  had  been  performed 
previously,  the  tuberculin  skin  test  was  not 
repeated.  Examination  of  the  cerebrospinal 
fluid  revealed  thick,  xanthochromic  spinal 
fluid  under  increased  pressure  with  47 
lymphocytes/cu  mm  and  142  red  cells/cu  mm ; 
a protein  level  greater  than  7,000  mg/100 
ml  and  a glucose  level  of  33  mg/100  ml  with 
a blood  glucose  level  of  50  mg/100  ml.  Cul- 
tures of  the  spinal  fluid,  including  those  for 
acid  fast  bacilli,  were  subsequently  reported 
to  be  negative.  A roentgenogram  of  the 
chest  showed  hilar  and  parenchymal  infil- 
tration. Roentgenograms  of  the  skull  and 
mastoid  showed  no  abnormalities. 

The  initial  diagnostic  impression  was  that 
the  patient  had  tuberculous  meningitis,  and 
she  was  started  on  a program  of  isoniazid 
(INH)  150  mg/day,  and  para-aminosalicylic 
acid  4 gm/day  given  orally  and  strepto- 
mycin 1 gm/day  intramuscularly.  In  addi- 
tion, she  was  given  50  mg  of  pyridoxine 
daily. 

During  the  three  days  following  admis- 
sion, her  level  of  consciousness  continued  to 
deteriorate ; she  developed  both  generalized 
and  focal  seizures  and  became  semi-coma- 
tose. 

A second  examination  of  the  cerebrospinal 
fluid  performed  six  days  after  admission  re- 
vealed no  significant  change  in  the  protein 
content.  At  this  time,  it  was  decided  to  ini- 
tiate therapy  with  adrenal  steroids  in  an 
attempt  to  reduce  the  inflammatory  reaction 
in  the  meninges  and  thereby  to  prevent  the 
possible  development  of  arachnoidal  adhes- 
ions. From  the  eighth  to  the  eighteenth  day 
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Figure  1.  Course  of  a child  with  tuberculous  menin- 
gitis showing  the  decrease  in  CSF  protein  in  relation 
to  therapy. 


of  hospitalization,  the  patient  was  given 
prednisolone  at  a dose  of  2.5  mg  every  other 
day,  intrathecally.  During  this  time  the  pa- 
tient slowly  began  to  improve  as  manifested 
by  diminution  in  lethargy,  vomiting  and 
signs  of  meningeal  irritation.  Subsequently, 
prednisolone  was  administered  parenterally 
and  continued  for  170  days  along  with  spe- 
cific antituberculous  chemotherapy.  Spinal 
fluid  examinations  carried  out  at  regular  in- 
tervals showed  a progressive  decrease  in  the 
level  of  spinal  fluid  protein  as  illustrated  in 
Figure  1.  The  decrease  in  protein  levels  was 
accompanied  by  a rise  of  spinal  fluid  sugar 
content  to  normal  values.  The  patient’s  gen- 
eral condition  began  to  improve  and  signs 
of  meningeal  irritation  decreased  in  sever- 
ity. Within  two  weeks  following  admission, 
she  had  become  afebrile  and  considerably 
more  alert.  Measurements  of  the  head  cir- 
cumference at  regular  intervals  revealed  a 
normal  rate  of  growth.  She  continued  to 
improve  and  three  months  following  admis- 
sion (11  months  of  age),  she  began  to  stand. 
One  month  later,  she  began  to  talk. 

At  the  time  of  discharge  from  the  hos- 
pital, 5.5  months  after  admission,  the  phys- 
ical, ophthalmological  and  audiometric  ex- 
aminations revealed  no  abnormalities.  Since 
her  discharge,  she  has  been  followed  at  regu- 
lar intervals  in  the  Pediatric  Outpatient 
Clinic.  Her  psychomotor  development  has 
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remained  within  normal  limits.  An  electro- 
encephalogram done  approximately  one  year 
after  the  onset  of  her  disease  showed  mild 
generalized  slowing  for  her  age.  At  two 
years  and  ten  months  of  age,  the  Cattell  In- 
telligence Scale  revealed  a mental  age  of 
two  years  and  two  months.  The  patient’s 
verbal  abilities  were  considered  appropriate 
for  her  chronological  age.  A slight  difficulty 
with  visual-motor  tasks  was  considered  not 
to  be  unusual  for  a young  child  who  had 
been  hospitalized  for  such  a prolonged  pe- 
riod of  time. 

Case  2 : 

D.  A.  W.,  a 5-month-old  white  female, 
was  in  good  health  until  four  days  prior  to 
admission  to  the  Children’s  Memorial  Hos- 
pital when  she  developed  fever  and  became 
anorexic,  lethargic  and  had  repeated  epi- 
sodes of  generalized  clonic  convulsions.  Past 
history  revealed  that  she  had  been  the  prod- 
uct of  a full-term,  uncomplicated  pregnancy, 
labor  and  delivery.  She  had  received  two 
DPT  and  poliomyelitis  immunizations.  Early 
milestones  of  psychomotor  development  had 
been  reached  at  an  average  age. 

On  admission  to  the  hospital,  the  patient 
was  semi-comatose  and  exhibited  intermit- 
tent, clonic  convulsions.  The  anterior  fon- 
tanelle  was  tense  and  bulging.  The  neck  was 
stiff  and  Kernig  and  Brudzinski  signs  were 
present.  The  eyes  were  fixed  and  deviated 
to  the  right  and  the  pupils  were  equal  and 
reacted  slowly  to  light.  Funduseopic  find- 
ings were  normal.  The  remainder  of  the 
general  physical  and  neurological  findings 
was  also  normal. 

Laboratory  studies  on  admission  revealed 
a normal  urine,  a hemoglobin  of  9.0  gm/100 
ml,  a white  blood  cell  count  of  41,000/cu  mm 
with  82%  polymorphonuclear  cells  and  18% 
lymphocytes.  Serum  electrolytes  were  as 
follows:  sodium,  137  mEq/liter,  potassium, 
5.4  mEq/liter,  carbon  dioxide,  18.3  mEq/ 
liter  and  chloride,  101  mEq/liter.  Tuber- 
culin and  histoplasmin  skin  tests  were  neg- 
ative. 

Examination  of  the  cerebrospinal  fluid 
showed  purulent  fluid  containing  1,020  leu- 
kocytes/cu  mm  with  320  polymorphonuclear 
cells/cu  mm  and  700  lymphocytes/cu  mm; 
a protein  level  too  high  to  read,  and  a glu- 
cose level  of  less  than  10  mg/100  ml;  gram 


stain  revealed  gram-negative  pleomorphic 
organisms  and  cultures  grew  Hemophilus 
influenzae. 

Initially  she  was  treated  with  penicillin, 
4.0  million  units  per  day,  chloramphenicol 
700  mg/day  and  sodium  sulfadiazine  700 
mg/day,  all  administered  intravenously. 
Penicillin  was  discontinued  on  the  fourth 
hospital  day  when  the  causative  organism 
was  identified  in  the  cultures  obtained  on 
admission.  Although  fever  subsided  on  the 
second  hospital  day,  she  continued  to  exhibit 
intermittent  clonic  convulsions,  conjugate 
deviation  of  the  eyes  to  the  right  and  vom- 
iting of  “coffee  ground’’  material.  Subdural 
punctures  done  on  the  second  and  seventh 
hospital  day,  yielded  four  drops  of  thick 
yellow  purulent  fluid  from  the  left  side.  At 
this  time,  the  patient  began  taking  small 
amounts  of  fluids  orally,  but  continued 
to  assume  an  opisthotonic  position  with 
nuchal  rigidity  and  was  unaware  of  all 
but  painful  stimuli.  On  the  thirteenth 
hospital  day,  a third  subdural  aspiration  on 
the  left  yielded  three  milliliters  of  clear,  xan- 
thochromic fluid.  Serial  measurements  of 
the  head  circumference  revealed  an  abnorm- 
al increase  of  about  two  millimeters  per  day 
or  a total  of  3.0  cm  since  admission.  A ven- 
tricular puncture  done  on  the  fourteenth 
day  yielded  xanthochromic  fluid  with  a pro- 
tein content  of  2,300  mg/100  ml  and  a lum- 
bar puncture  yielded  only  a small  amount  of 
clear  fluid  with  a protein  content  of  42  mg/ 
100  ml.  Based  on  these  findings,  it  was  as- 
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sumed  that  the  patient  had  developed  a sub- 
arachnoid block  and  for  this  reason  predni- 
solone, 4 mg  day,  intramuscularly  was  be- 
gun. Following  the  initiation  of  steroid 
therapy,  the  signs  of  meningeal  irritation 
gradually  disappeared  and  the  patient  be- 
came aware  of  and  responsive  to  environ- 
mental stimuli.  While  on  prednisolone  ther- 
apy, the  protein  content  of  the  ventricular 
fluid  decreased  progessively  from  2,300  mg/ 
100  ml  on  the  thirteenth  hospital  day  to  20 
mg/100  ml  on  the  twenty-ninth  hospital  day. 
Spinal  fluid  dynamics  and  sugar  content  also 
returned  to  normal.  Concommitantly  with 
a fall  in  the  protein  content  in  the  ventricular 
fluid,  the  head  circumference  began  to  de- 
crease. The  serial  changes  in  head  circum- 
ference, ventricular  and  spinal  fluids  are 
shown  in  Table  1. 

The  patient  continued  to  improve  and  at 
the  time  of  discharge,  46  days  after  admis- 
sion, examination  revealed  a normal  6 month 
old  infant  who  was  able  to  hold  her  head  up, 
to  roll  over,  and  who  attempted  to  sit  up.  Her 
head  circumference  was  40.6  cm  and  her 
weight  was  14  lbs.,  12  oz. 

Follow-up  examination  at  seven  months 
of  age  revealed  a normal  infant  who  was 
able  to  sit  without  support.  Head  circum- 
ference was  40.5  cm.  Shortly  thereafter  her 
family  moved  from  this  community  and  the 
child  has  been  lost  to  follow-up.  Informa- 
tion from  the  local  physician  indicates  that 
she  is  asymptomatic  and  that  she  has  con- 
tinued to  develop  normally. 

DISCUSSION 

Prior  to  the  development  of  antibacterial 


therapy,  tuberculous  meningitis  was  al- 
most invariably  fatal  and  purulent  menin- 
gitis was  accompanied  by  a high  death 
rate.1'5  Despite  the  availability  of  effective 
therapeutic  agents,  the  mortality  rate  of  tu- 
berculous meningitis  is  still  significant  and 
the  incidence  of  neurological  and  mental 
sequelae  among  survivors  is  quite  high.47 
Although  the  incidence  of  death  and  serious 
sequelae  is  lower  than  that  of  tuberculous 
meningitis,  the  rates  following  purulent 
meningitis  are  still  quite  significant  and 
have  not  changed  significantly  in  the  past 
two  decades.46  A large  number  of  survivors 
of  meningitis  demonstrate  neurosensory 
sequelae  of  varying  degrees  of  severity.  One 
of  the  most  serious  of  these  is  obstructive 
hydrocephalus. 

The  incidence  of  neurologic  sequelae  fol- 
lowing tuberculous  and  purulent  meningitis 
varies  widely  according  to  different  work- 
ers.6'19 While  some  of  the  more  serious  se- 
quelae are  easily  recognized  at  the  time  of 
discharge  from  the  hospital,  others  can  be 
found  in  careful  follow-up  of  the  patients 
months  or  even  years  later.  Many  factors 
determine  the  frequency  and  type  of  se- 
quelae: Duration  of  follow-up,  age  of  the 
child  when  examined,  sensitivity  of  the  tests 
employed,  and  other  factors.48 

The  mortality  rate  of  tuberculous  menin- 
gitis ranges  from  10  to  50%  in  different 
series  of  treated  cases.47-51  The  incidence  of 
neurologic  sequelae  in  survivors  varies  great- 
ly and  depends  on  many  factors,  especially 
the  stage  of  the  illness  when  therapy  start- 
ed. Todd  and  Neville15  reported  that  24% 
of  the  survivors  of  tuberculous  meningitis 
had  major  neurological  defects.  Of  25  pa- 
tients at  the  Children’s  Memorial  Hospital, 
University  of  Oklahoma  Health  Sciences 


Table  I. 

SERIAL  CHANGES  IN  SPINAL  AND  VENTRICULAR  FLUIDS  AND  HEAD  CIRCUMFERENCE 
IN  A CHILD  WITH  H.  INFLUENZAE  MENINGITIS 


Hospital 

Day 

Source  of 
Specimen 

Description 
of  Fluid 

WBC/CMM 

Protein 
mg/ 1(H)  ml 

Sugar 
mg/ 
100  ml 

Culture 

Head 

Circumference 

cm. 

1 

Lumbar 

Purulent 

1,020 

7,000 

10 

H.  influenzae  36.5 

13 

Ventricular 

Xanthochromic 

830 

2,300 

43 

Sterile 

40.5 

14 

Lumbar 

Clear 

16 

42 

— 

Sterile 

41.0 

17 

Ventricular 

Xanthochromic 

3,060 

392 

— 

Sterile 

42.0 

22 

Lumbar 

Clear 

6 

35 

54 

Sterile 

40.0 

22 

Ventricular 

Xanthochromic 

255 

QNS 

QNS 

Sterile 

40.0 

27 

Lumbar 

Clear 

2 

15 

QNS 

Sterile 

40.0 

30 

Ventricular 

Clear 

7 

20 

60 

Sterile 

40.5 

38 

Lumbar 

Clear 

20 

20 

56 

Sterile 

40.5 
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Center  surviving  tuberculous  meningitis 
over  a 20  year  period,  13  had  neurologic  se- 
quelae of  varying  severity,  including  four 
with  obstructive  hydrocephalus.51  In  a re- 
view of  the  cases  of  tuberculous  meningitis 
seen  at  Bellvue  Hospital,  Lincoln19  found  an 
incidence  of  hydrocephalus  of  16%. 

Despite  the  best  available  antimicrobial 
and  supportive  therapy  the  mortality  in 
acute  purulent  meningitis  in  children  is  be- 
tween 8 and  15%. 36  It  is  even  higher  in  the 
neonatal  period,  ranging  from  50  to  90%. 46 
Belsey  et  al36  reported  that  serious  neuro- 
logic sequelae  develop  in  10-20%  of  sur- 
vivors of  purulent  meningitis.  Weike  et  al52 
reported  on  the  outcome  of  194  patients  (ex- 
cluding neonates)  with  acute  purulent  men- 
ingitis. Of  this  number,  11.9%  died  and 
9.4%  had  neurologic  sequelae.  The  mortal- 
ity was  significantly  greater  in  infants  one 
month  to  one  year  of  age  at  the  time  of  on- 
set than  in  those  older  than  one  year — 19.3% 
as  compared  to  5.7%.  However,  the  inci- 
dence of  neurologic  sequelae  in  these  two 
age  groups  was  not  statistically  significant. 
As  in  other  studies,  the  incidence  of  neuro- 
logic sequelae  was  highest  after  pneumococ- 
cal meningitis  (19.4%),  intermediate  after 
H.  influenzae  meningitis  (11.7%)  and  low- 
est after  meningococcal  meningitis  (4.2%) 
and  meningitis  of  unknown  etiology  (3.1%), 
respectively.  Of  60  patients  surviving  H. 
influenzae  meningitis,  seven  had  neurologic 
sequelae,  including  one  with  hydrocephalus. 
A recent  summary  of  follow-up  studies  of 
post-meningitic  children  concluded  that  over 
18%  suffer  from  lasting  sequelae,  7%  are 
mentally  retarded  and  others  manifest  neu- 
rologic signs  such  as  deafness,  hemiplegia 
and  speech  disorders.49  In  general,  neuro- 
logic sequelae  occur  more  frequently  in  chil- 
dren who  develop  meningitis  during  the 
neonatal  period  and  during  the  first  few 
years  of  life.56 

The  incidence  of  hydrocephalus  following 
bacterial  meningitis  in  several  series  of 
treated  patients  during  the  past  20  years 
has  varied  considerably.17' 58-61  The  incidence 
in  766  cases  was  approximately  2%,  but  in 
one  series61  was  3.8%.  In  contrast  to  older 
children,  31%  of  55  survivors  of  neonatal 
meningitis  developed  overt  hydrocephalus.62 

Lawrence,20' 21  reported  that  23%  of  182 
unselected  and  untreated  cases  of  hydro- 


cephalus were  secondary  to  central  nervous 
system  infections. 

Since  introduced  as  therapeutic  agents  in 
1949,  substantial  interest  has  arisen  in  the 
use  of  adrenal  corticosteroids  as  a supple- 
ment to  antimicrobial  therapy  in  serious  in- 
fections. The  use  of  steroids  in  acute  men- 
ingitis has  been  proposed  on  the  basis  of 
several  experimental  studies,41' 42  by  clinical 
experience  in  tuberculous  meningitis23-26' 35 
and  by  the  numerous  reports  of  its  beneficial 
effect  in  individual  patients  or  in  uncon- 
trolled series  of  patients.32'33'54  In  purulent 
meningitis  their  use  has  been  postulated  as 
a means  of  treating  circulatory  collapse,  re- 
ducing cerebral  edema  and  of  lessening 
residual  neurologic  drainage  by  decreasing 
inflammation  and  fibrosis. 

It  is  postulated  that  hydrocephalus  sec- 
ondary to  inflammatory  arachnoiditis  pro- 
ducing obstruction  to  the  CSF  circulation 
would  have  developed  in  the  two  children 
described  in  this  report  without  the  use  of 
adrenal  corticosteroid  therapy.  Obviously 
this  belief  is  only  speculative  because  of  the 
small  number  of  cases  and  the  lack  of  con- 
trols receiving  adrenal  steroids  or  receiving 
other  types  of  therapy  aimed  at  abolishing 
or  preventing  the  CSF  obstruction.  It  seems 
quite  likely  that  Patient  1 (S.D.)  with  tu- 
berculous meningitis  would  have  developed 
obstruction  to  the  flow  of  CSF  and  subse- 
quently, obstructive  hydrocephalus,  because 
of  the  marked  elevation  of  the  protein  con- 
tent of  the  CSF  (greater  than  7000  mg/100 
ml)  at  the  time  she  was  first  seen.  Follow- 
ing the  institution  of  adrenal  steroid  ther- 
apy, there  was  a prompt  and  sustained  de- 
crease in  the  protein  content  of  the  CSF. 
Of  course,  the  question  can  be  raised  as 
to  whether  the  protein  content  would 
have  decreased  in  such  a fashion  as  a result 
of  the  antituberculous  chemotherapy  rather 
than  from  the  effect  of  the  steroids.  How- 
ever, such  has  not  been  the  finding  expect- 
ed in  our  clinic.  In  a large  series  of  cases 
of  tuberculous  meningitis  followed  in  this 
clinic  which  did  not  receive  steroid  therapy, 
there  was  a striking  tendency  for  the  pro- 
tein content  of  the  CSF  to  continue  to  rise 
for  several  days  (average  two  weeks)  after 
the  initiation  of  anti-tuberculous  therapy.51 
Ghosh  et  al50  reported  in  a controlled  study 
a more  rapid  lowering  of  the  CSF  protein 
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content  in  patients  with  tuberculous  men- 
ingitis who  received  steroids  and  antimi- 
crobics  than  in  those  who  received  anti- 
tuberculous chemotherapy  alone.  Patient  2 
(D.A.W.)  with  H.  influenzae  meningitis 
clearly  had  a subarachnoid  block  as  shown 
by  the  presence,  on  the  thirteenth  hospital 
day,  of  a markedly  elevated  protein  content 
in  the  ventricular  fluid  and  an  essentially 
normal  content  in  CSF  removed  from  the 
lumbar  area.  Following  the  institution  of 
adrenal  steroid  therapy,  there  was  a dra- 
matic lowering  of  the  protein  content  to 
normal  levels  in  a period  of  16  days,  a se- 
quence which  would  not  have  been  expected 
from  our  experience.  Furthermore,  the  rate 
of  increase  of  head  circumference  promptly 
slowed. 

In  our  two  patients,  the  regimen  includ- 
ed prednisolone  2.5  mg  intrathecally  every 
other  day  for  five  times  followed  by  3.8  mg 
intramuscularly  in  Case  1 and  4 mg  intra- 
muscularly in  Case  2.  In  our  first  patient, 
because  of  the  slow  decrease  in  spinal  fluid 
protein,  prednisolone  was  continued  for  the 
entire  period  of  hospitalization  (170  days). 
In  the  second  case  in  which  the  protein  levels 
in  the  spinal  fluid  returned  to  normal  and 
the  patient  improved  in  four  weeks,  pred- 
nisolone was  progressively  tapered  and  dis- 
continued after  16  days  use. 

Although  the  exact  mechanism  of  action 
has  not  been  established,  it  is  well  known 
that  cerebral  edema  and  increased  intra- 
cranial pressure  due  to  various  causes  often 
respond  favorably  to  the  administration  of 
corticosteroids.39’ 40  The  anti-inflammatory 
effect  of  steroids  is  also  well  documented.41’ 42 
As  anti-inflammatory  agents,  they  inhibit  not 
only  capillary  dilatation,  fibrin  deposition, 
migration  of  phagocytes  and  phagocytic  ac- 
tivity but  also  the  late  manifestations  of  in- 
flammation such  as  capillary  and  fibroblast 
proliferation,  deposition  of  collagen  and 
scar  formation.  This  anti-inflammatory  ac- 
tion of  steroids  and  their  effect  on  tubercul- 
ous and  other  exudates  at  the  base  of  the 
brain  has  been  seen  in  experimental  animals 
and  at  autopsy  in  patients  with  meningitis 
who  had  received  steroid  therapy.  In  addi- 
tion, non-hormonal  enzymes  and  PPD  have 
been  used  in  the  past  in  patients  with  men- 
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ingitis  in  an  attempt  to  prevent  the  forma- 
tion of  or  to  lyse  adhesions  and  fibrin  at  the 
base  of  the  brain  which  ultimately  lead  to 
mechanical  block  and  hydrocephalus.14’ 22 
This  property  has  been  utilized  in  patients 
with  meningitis  when  eminent  signs  of  block 
appear.  Clinically,  this  is  evident  when  the 
spinal  fluid  pressure  is  low  or  when  there  is 
no  rise  in  cerebrospinal  fluid  pressure  with 
jugular  compression  in  association  with  a 
high  or  rising  spinal  fluid  protein  (above 
300  mg/100  ml). 

However,  there  is  no  general  agreement 
concerning  the  use  of  adrenal  steroids  as  a 
therapeutic  adjunct  in  either  purulent  or 
tuberculous  meningitis.  Two  controlled 
studies  of  the  use  of  steroids  in  purulent 
meningitis  have  demonstrated  no  benefits 
in  reduction  of  the  incidence  of  deaths,  im- 
mediate or  long-term  neurologic  sequelae.37’ 38 
Belsey  et  al36  demonstrated  a lower  incidence 
of  sequelae  in  a group  treated  with  dexame- 
thasone  but  point  out  that  some  of  their  re- 
sults may  be  due  to  differences  in  the  two 
groups  at  the  outset.  In  a controlled  study 
of  patients  with  tuberculous  meningitis, 
Ghosh  et  al50  observed  no  difference  in  mor- 
tality or  the  incidence  of  neurologic  sequelae 
in  the  steroid  treated  groups.  On  the  other 
hand,  Smith53  states  that  corticosteroids 
should  always  be  used  when  the  diagnosis 
of  tuberculous  meningitis  is  reasonably  sure. 
Several  authors  have  reported  their  experi- 
ence with  adrenal  steroids  in  the  treatment 
of  tuberculous  meningitis.23'25  Clinical  ben- 
efits and  marked  improvement  in  laboratory 
values  have  been  observed  as  early  as  a few 
days  after  starting  corticosteroid  therapy 
as  manifested  by  improvement  of  the  sen- 
sorium  in  comatose  patients,  and  a decrease 
in  the  spinal  fluid  protein  content  and  a re- 
turn to  normal  values  usually  within  two 
months.  Untoward  effects  of  steroids  in- 
clude activation  of  pulmonary  tuberculosis 
or  other  infections  and  peptic  ulcers  in  an 
already  stressed  patient.  Meningeal  infec- 
tion, if  steroids  are  administered  intra- 
thecally, has  also  been  reported.43  It  should 
be  emphasized  that  steroids  are  only  an  ad- 
juvant to  specific  chemotherapy  in  tuber- 
culous meningitis.  The  rebound  phenome- 
non, which  other  authors  have  reported  after 
discontinuing  steroids  in  tuberculous  infec- 
tions, was  not  observed  in  our  patient.  The 
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exact  mechanism  of  the  reappearance  of  neu- 
rologic, pulmonary,  or  other  manifestations 
of  tuberculosis  after  discontinuing  steroids 
is  unknown.  An  incidence  of  10%  to  20% 
has  been  reported  in  the  literature.44' 45 

Although  corticosteroids  have  been  rec- 
ommended as  adjuncts  in  the  treatment  of 
a variety  of  acute  infections,53  their  routine 
use  in  patients  with  acute  bacterial  menin- 
gitis has  not  proved  superior  to  the  admin- 
istration of  antibiotics  alone. 

SUMMARY 

This  report  describes  the  findings  in  two 
children  with  tuberculous  and  influenzal 
meningitis  respectively  in  whom  the  use  of 
corticosteroids  was  considered  effective  in 


preventing  and/or  treating  obstructive  hy- 
drochephalus.  The  literature  regarding  the 
use  of  these  agents  as  adjuncts  in  the  treat- 
ment of  bacterial  meningitis  is  reviewed. 
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MEDICAL-LEGAL  INSTITUTE 

JULY  21st-22nd  ARROWHEAD  STATE  LODGE,  LAKE  EUFAULA 

A two-day  medical-legal  institute  of  interest  to  both  phy- 
sicians and  attorneys  is  being  jointly  sponsored  by  the  OSMA 
and  the  Oklahoma  Bar  Association.  Scheduled  for  the  beauti- 
ful Arrowhead  State  Lodge  on  Lake  Eufaula,  the  meeting  will 
cover  such  topics  as  Professional  Corporations,  Workmen’s 
Compensation,  the  Uniform  Consumer  Credit  Code  as  it  Applies 
to  Professionals,  Food  and  Drug  Administration  Rules  and  Reg- 
ulations, Privileged  Communications,  and  an  Explanation  of 
the  New  Medical  Examiner’s  Law  in  Oklahoma. 

A cocktail  party  is  scheduled  for  Friday  evening  and  a 
buffet  dinner  Saturday  night. 

The  meeting  has  been  planned  by  the  joint  Medical-Legal 
Relations  Committee  of  the  OSMA  and  OBA.  Registration  fee 
for  the  two-day  meeting  is  $40  to  cover  the  cost  of  course  ma- 
terials, the  cocktail  party  Friday  and  one  ticket  to  the  dinner 
Saturday  evening. 

Advanced  registration  should  be  directed  to  the  Oklahoma 
State  Medical  Association,  Attention  Ed  Kelsay,  601  N.  W.  Ex- 
pressway, Oklahoma  City,  Oklahoma  73118.  □ 
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Silver  Nitrate  Cream  Treatment  in  Burns, 
Some  Interesting  and  Unanticipated  Findings 


DAVID  WILLIAM  FOERSTER,  MD 

The  use  of  0.5%  silver  nitrate  cream 
in  hospitalized  burns  is  presented  along 
with  unanticipated  findings  including 
the  conversion  of  the  burn  scar 
eschar  into  a soft,  pliable  homo  graft-like 
membrane.  Reduction  of  burn  mortality 
to  4%  is  noted  in  this  article. 

The  USE  OF  0.5%  silver  nitrate  solution 
in  the  treatment  of  burns  is  now  well  estab- 
lished following  the  pioneering  work  of  Doc- 
tor Moyer  and  associates  at  Barnes  Hospital 
in  the  early  sixties.  The  use  of  a solution, 
however,  had  a certain  inherent  disadvant- 
age as  the  patient  was  required  to  lie  continu- 
ally in  large  quantities  of  wet,  soggy  band- 
ages. In  1968,  an  article  was  written  by  Mc- 
Donald and  Piper  concerning  the  use  of  a 
silver  nitrate  cream  for  outpatient  use.  Fol- 
lowing this  theme,  I concocted  a new  cream 
utilizing  a proven  dermatological  base,  “Vel- 
vachol,”  manufactured  by  the  Texas  Pharma- 
ceutical Company,  and  silver  nitrate  crystals 
dissolved  to  a concentration  of  0.5%.  This 
was  to  be  used  exclusively  on  inpatient  burn 
cases.  At  the  present  time,  my  colleagues 
and  I in  Oklahoma  City  have  used  this  cream 
in  52  hospitalized  burn  cases,  with  from  ten 
percent  to  eighty-five  percent  body  surface 
involvement.  The  mortality  rate  has  been 
4%  to  date.  The  oldest  patient  treated  was 
eighty-four  years  of  age  (who  survived  a 
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Fig.  1.  Five  year  old  male  covered  with  special 
burn  cream.  He  was  fourteen  days  post  eighty-five 
percent  total  body  surface  burn. 


twenty-five  percent  body  surface  burn)  and 
the  youngest  was  twenty-two  months. 

The  cream  is  quite  sticky  and  tenacious; 
therefore,  we  now  dilute  the  “Velvachol”  to 
90%  by  adding  10%  water.  It  is  applied 
two  to  three  times  daily  to  the  burned  areas 
and  before  each  new  application  the  old 
cream  is  gently  scraped  away  with  tongue 
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Fig.  2.  Closer  view  of  burned  child  in  Fig.  1. 
Cream  has  been  scraped  away  in  abdomen  to  reveal 
eschar. 


blades.  This  has  a debriding  action  as  well 
as  a cleansing  action.  Unlike  “Sulfamylon,” 
the  cream  is  quite  soothing  and  does  not  burn 
or  sting. 

An  interesting  and  unanticipated  finding 
concerning  the  use  of  this  cream  was  ap- 
parent from  the  first  treated  patients.  In 
the  presence  of  burn  eschars  so  thick  that  no 
underlying  epithelialization  was  possible,  the 
eschar  remained  soft,  pliable  and  adherent, 
functioning  in  the  manner  of  a homograft. 
This  could  be  stripped  away  weeks  or  even 
months  later  and  the  underlying  raw  area 
grafted  at  the  optimum  time  for  surgery. 

The  following  case  is  presented  to  illus- 


David  W.  Foerster,  MD,  graduated  from 
the  University  of  Oklahoma  College  of  Medi- 
cine in  1958  and  has  since  been  certified  by 
the  American  Board  of  Plastic  and  Recon- 
structive Surgery.  He  is  a member  of  the 
American  Society  of  Plastic  and  Reconstruc- 
tive Surgeons  and  the  Alpha  Omega  Alpha. 


Fig.  3.  Dark  area  in  upper  chest  is  granulating  tis- 
sue following  removal  of  eschar  surgery  sixty  days 
post  bum.  Light  grey  areas  are  residual  eschar  func- 
tioning as  a homograft. 

trate  this  phenomenon : Fig.  1 shows  a five- 
vear-old  male  burned  over  eighty-five  per- 


Fig.  4.  Seventy-five  days  post  burn.  Membrane- 
like eschar  is  being  stripped  away  in  preparation  for 
mesh  grafting. 
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Fig.  5.  Two  years  post  burn.  Axillary  contractures 
have  been  released  and  grafted. 


cent  total  body  surface  by  flaming  gasoline. 
He  is  fourteen  days  post  burn  and  is  covered 
from  head  to  toe  with  the  special  burn  cream. 
Fig.  2 shows  a closer  view  with  the  cream 
scraped  away  over  a portion  of  the  abdomen 
revealing  the  underlying  greyish,  soft  es- 


char. Fig.  3 shows  the  patient  in  surgery 
for  the  first  time,  sixty  days  after  the  burn. 
The  greyish  eschar  over  most  of  the  body  is 
apparent.  A sizable  patch  has  been  stripped 
away  in  the  upper  chest  area  revealing 
granulating  tissue  suitable  for  grafting. 
This  child  received  only  one  unit  of  blood 
and  no  antibiotics  since  the  time  of  his  ini- 
tial injury.  He  was  40%  healed  (from 
eighty-five  percent  to  approximately  forty- 
five  percent  total  body  surface  involvement) 
at  this  time.  Mesh  grafts  were  taken  from 
healed  burn  areas  and  were  used  to  cover 
the  chest  granulations.  Fig.  4 is  taken  at 
surgery  seventy-five  days  post  burn.  The 
soft,  pliable,  membrane-like  eschar  is  being 
lifted  from  the  abdomen  in  preparation  for 
further  grafting.  At  no  time  was  it  neces- 
sary to  use  homografts  on  this  patient  and 
he  recovered  in  a satisfactory  manner,  be- 
ing discharged  after  141  days  in  the  hos- 
pital. Fig.  5 shows  the  patient  two  years 
post  burn  following  reconstructive  surgery 
for  soar  contractures. 


SUMMARY 


The  use  of  special  0.5%  silver  nitrate  burn 
cream  is  discussed.  An  unanticipated  bene- 
fit of  conversion  of  the  eschar  to  a soft,  pli- 
able homograft-like  membrane  is  noted.  □ 
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I Need 
Your  Help! 


The  important  activities  of  your  association  are  carried  out  through  appointed  councils  and  committees 
—all  members  of  the  OSMA  are  encouraged  to  contribute  to  the  organization  by  volunteering  for  service 
during  the  1972-73  fiscal  year.  Indicate  your  interest  by  checking  one  or  more  of  the  following  areas 
of  interest,  sign  and  mail  to:  President  S.  R.  McCampbell,  MD,  OSMA,  601  NW  Expressway,  Oklahoma 
City,  Oklahoma  73118. 
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NEW  FOR  ULCER 

LIQUID 


IR  M 
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GREATER  NEUTRALIZING  IMPACT 


1 m. 


□ more  neutralizing  action  per 

dard  antacids 


□ without  the  acid  rebound 
associated  with  calcium  carbonate 

□ pleasant  tasting  / rapidly  effective 
non-constipating  / non-laxating 


- *• 

mSm  i 


LIQUID 


aluminum  and  magnesium  hydroxides  plus  simethicone 


a.... 


NEW  HIGH  POTENCY  ANTACID 
FOR  RELIEF  OF  ULCER  PAIN 


s 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


/lany  women  still  believe  that  a 
:iouche  is  a cure-all  for  vaginal 
ecretionsand  malodor.  Mother 
alls  daughter  and  the  myth  is 
lerpetuated. 

Other  cosmetic  products  are  not 
nuch  better.  Though  they  may  be 
iffective  in  some  minor  infections, 
hey  cannot  touch  the  real  medical 
)roblem,  which  very  often  is 
richomonal  vaginitis. 

Medicine’s  most  effective 
cure  fortrichomonal 
vaginitis  is  Flagyl® 
(metronidazole). 

It  is  also  pleasantly 


feminine  because  it  provides  the 
simplicity  of  oral  medication  . . . 
frees  women  from  the  unpleasant 
mess  and  bother  of  douches. 

When  the  problem  is  trichomonal 
vaginitis  . . . remember  Flagyl.  It 
cures  trichomoniasis  with  an 
unmatched  high  degree  of 
effectiveness. 

Flagyl  is  indicated  forthe  treat- 
ment of  trichomoniasis  in  both  male 
and  female  patients  and  the  sexual 
partners  of  patients  with  a recurrence 
of  the  infection  provided  tricho- 
monads  have  been  demonstrated 
by  wet  smear  or  culture. 


Flagyl" 

/ brand  of  . . . , \ 

(metronidazole) 


pation,  a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and 
stomatitis  possibly  associated  with  a 
sudden  overgrowth  of  Monilia,  exacer- 
bation of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia, 
dizziness,  vertigo,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains,  confu- 
sion, irritability,  depression,  insomnia, 
mild  erythematous  eruptions,  “weak- 
ness," urticaria,  flushing,  dryness  of  the 
mouth,  vagina  or  vulva,  pruritus,  dysuria, 
cystitis,  a sense  of  pelvic  pressure,  dys- 
pareunia,  fever,  polyuria,  incontinence, 
decrease  of  libido,  nasal  congestion, 
proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the 
drug.  Patients  receiving  Flagyl  may  ex- 
perience abdominal  distress,  nausea, 
vomiting  or  headache  if  alcoholic  bev- 
erages are  consumed.  The  taste  of  alco- 
holic beverages  may  also  be  modified. 
Flattening  of  the  T wave  maybe  seen  in 
EKG  tracings. 

Dosage  and  Administration 
For  Trichomoniasis.  In  the  Female:  One 
250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated 
if  required  in  especially  stubborn  cases; 
in  such  patients  an  interval  of  four  to 
six  weeks  between  courses  and  total 
and  differential  leukocyte  counts  be- 
fore, during,  and  after  treatment  are 
recommended.  Vaginal  inserts  of  500 
mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  in- 
serts are  used,  one  500-mg.  insert  is 


placed  high  in  the  vaginal  vault  each 
day  for  ten  days  and  the  oral  dosage  is 
reduced  to  two  250-mg.  tablets  daily 
during  the  ten-day  course  of  treatment. 
Do  not  use  the  vaginal  inserts  as  the 
sole  form  of  therapy.  In  the  Male:  Pre- 
scribe Flagyl  only  when  trichomonads 
are  demonstrated  in  the  urogenital 
tract,  one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day  pe- 
riod when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment  of  his 
female  partner. 

For  Amebiasis.  Adults:  For  acute  intes- 
tinal amebiasis,  750  mg.  orally  three 
times  daily  for  5 to  10  days.  For  amebic 
liver  abscess,  500  to  750  mg.  orally  three 
times  daily  for  5 to  10  days. 

Children:  35  to  50  mg./ kg.  of  body 
weight/24  hours,  divided  into  three 
doses,  orally  tor  ten  days. 

Dosage  forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 


Flagyl  (metronidazole) 


rrr— 7)  Manufactured  by  SEARLE  & CO. 

I I San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
P.  O.  Box  5110,  Chicago,  Illinois  60680 
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Indications:  For  the  treatment  of  trich- 
omoniasis in  both  male  and  female 
patients  and  the  sexual  partners  of  pa- 
tients with  a recurrence  of  the  infection 
provided  trichomonads  have  been  dem- 
onstrated by  wet  smear  or  culture.  The 
oral  form  is  indicated  also  for  intestinal 
amebiasis  and  amebic  liver  abscess. 


Contraindications:  Evidence  or  history 
of  blood  dyscrasia,  active  organic  dis- 
ease of  the  CNS,  the  first  trimester  of 
pregnancy  and  a history  of  hypersensi- 
tivity to  metronidazole. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of  preg- 
nancy and  restrict  to  those  pregnant 
patients  not  cured  by  topical  measures. 
Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It 
is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are  recom- 
mended before  and  after  treatment  with 
the  drug,  especially  if  a second  course 
is  rtecessary.  Avoid  alcoholic  beverages 
during  Flagyl  therapy  because  abdom- 
inal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  Ex- 
acerbation of  moniliasis  may  occur.  In 
amebic  liver  abscess,  aspirate  pus  dur- 
ing metronidazole  therapy. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping,  consti- 


Each capsule  contains  50  mg.  of  Dyrenium® 

(brand  of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 


CAN  STOP 

POTASSIUM  DEPLETION 
BEFORE  IT  STARTS 

WITH  NO  SACRIFICE 
OF  THIAZIDE 
EFFECTIVENESS 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR 

indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  Ever,  the  nephrotic  syndrome; 
steroid-induced  and  idiopathic  edema;  edema  resistant  to 
other  diuretic  therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in 
progressive  renal  or  hepatic  dysfunction  or  developing 
hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or 
without  ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has  been 
reported  in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall. 

Rarely,  cases  have  been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  confirmed  renal 
insufficiency  (e.g.,  elderly  or  diabetics).  If  hyperkalemia 
develops,  substitute  a thiazide  alone.  If  spironolactone  is 
used  concomitantly  with  ‘Dyazide’,  check  serum  potassium 
frequently — both  can  cause  potassium  retention  and  some- 
times hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  electrolytes  were 
not  properly  monitored).  Observe  patients  on  ‘Dyazide’ 
regularly  for  possible  blood  dyscrasias,  liver  damage  or 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis, 


and  aplastic  anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  barrier  and 
appear  in  breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse  reactions 
that  have  occurred  in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 
cirrhotics  with  splenomegaly.  Antihypertensive  effects  may 
be  enhanced  in  postsympathectomy  patients.  The  following 
may  occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible  metabolic 
acidosis,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients.  Con- 
comitant use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry'  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis, 
and  xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK&F  CO. 

Carolina,  RR.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


IN  EDEMA- IN  HYPERTENSION 


GUIDANCE  CENTER  PROGRAM 

In  keeping  with  the  public  health  philos- 
ophy of  early  detection,  prevention,  and  re- 
mediation, the  State  Health  Department  has 
developed  and  helps  support  fifty-three  child 
and  family  community  guidance  centers  pro- 
viding direct  mental  health  services  in  forty- 
nine  counties.  If  no  direct  guidance  center 
services  are  available  in  a county,  citizens 
from  adjoining  areas  may  be  referred  to  the 
closest  center  for  assistance. 

The  centers  are  usually  located  in  county 
health  department  buildings.  Appointments 
or  referrals  can  be  made  by  calling  the  coun- 
ty health  department.  Although  most  re- 
ferrals are  made  by  school  officials  or  phy- 
sicians, they  are  accepted  from  any  source. 

Families  and/or  children  and  youth  with 
learning,  developmental,  behavioral,  emo- 
tional, drug,  speech,  language,  and  hearing 
problems  can  be  referred.  Under  the  direc- 
tion of  county  health  department  medical 
directors,  the  multi-disciplinary  staff  of 
psychologists,  social  workers,  child  develop- 
ment specialists,  and  speech  and  hearing 
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specialists  handle  the  referrals.  Pediatri- 
cians and  psychiatrists  serve  as  consultants 
in  many  centers.  Backup  neurological  serv- 
ices are  available  through  the  Child  Study 
Centers  in  Oklahoma  City  and  Tulsa. 

The  services  provided  include  diagnostic 
evaluations;  group  and  individual  psycho- 
logical counseling;  speech  and  hearing  serv- 
ices; consultation  with  school  officials,  phy- 
sicians and  other  community  agencies ; and 
community  education. 

Over  12,000  clients  will  receive  care  dur- 
ing fiscal  year  1972.  Most  of  these  will  be 
youngsters  within  the  age  range  of  five  to 
fourteen.  □ 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  MAY,  1972 


Disease 

May,  1972 

May,  1971 

April,  1972 

Total  to  Date 
1972  1971 

Amebiasis 

2 

11 

4 

14 

31 

Brucellosis 

1 

— 

2 

3 

3 

Chickenpox 

13 

31 

22 

123 

152 

Encephalitis,  infect. 

1 

— 

— 

3 

8 

Gonorrhea 

1047 

515 

797 

4150 

2808 

Hepatitis,  infect.  & serum 

122 

62 

46 

330 

298 

Leptospirosis 

— 

1 

— 

1 

1 

Malaria 

1 

7 

— 

2 

48 

Meningococcal  infections 

— 

— 

3 

6 

4 

Meningitis,  aseptic 

— 

— 

1 

7 

10 

Mumps 

43 

28 

11 

143 

171 

Rabies  in  animals 

36 

32 

79 

178 

212 

Rheumatic  fever 

6 

4 

5 

19 

12 

Rocky  Mt.  spotted  fever 

4 

4 

2 

7 

6 

Rubella 

16 

6 

13 

31 

43 

Rubella,  congenital  syn. 

— 

— 

— 

— 

— 

Rubeola 

1 

83 

6 

8 

760 

Salmonellosis 

18 

18 

18 

55 

62 

Shigellosis 

10 

7 

3 

27 

35 

Syphilis 

151 

112 

67 

492 

559 

Tetanus 

— 

— 

— 

— 

— 

Tuberculosis,  new  active 

32 

33 

30 

124 

132 

Tularemia 

2 

1 

1 

4 

3 

Typhoid  fever 

— 

2 

1 

1 

2 

Whooping  cough 

— 

1 

2 

7 

7 
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Oklahoma  Resolution 

Oklahoma’s  resolution  regarding 
Physician-Patient  Relationships  was 
rejected  by  the  AMA  House  of  Del- 
egates during  its  San  Francisco 
meeting.  The  recommendation  that 
the  resolution  “not  be  adopted’’ 
came  from  the  reference  committee 
that  studied  Resolution  92. 

In  its  report  the  reference  com- 
mittee stated,  “Resolution  92  calls 
on  physicians  to  terminate  all  rela- 
tionships between  physicians  and 
third  parties  and  to  deal  only  with 
patients.  It  also  calls  for  continued 
development  of  peer  review  mech- 
anisms for  the  protection  of  both 
patients  and  physicians. 

“Your  reference  committee  rec- 
ognizes and  sympathizes  with  the 
frustration  which  can  result  from 
dealings  with  some  third  parties. 
However,  it  also  feels  that  a con- 
demnation of  all  third  parties  be- 
cause of  such  frustrations  would 
place  the  association  in  the  same 
position  as  those  who  condemn  the 
entire  medical  profession  because 
of  the  actions  of  a few. 

“It  also  recognizes  that  many  phy- 
sicians do  not  fully  share  the  opin- 
ion voiced  in  the  resolution,  and  that 
this  association  not  only  upholds  the 
right  of  physicians  to  determine  their 
system  of  reimbursement  so  long  as 
it  exploits  neither  patient  nor  phy- 
sician, but  is  also  supporting  legis- 
lation to  assist  in  the  purchase  of 
health  insurance.” 

Before  making  its  motion  that  the 
resolution  not  be  adopted  the  com- 
mittee pointed  out  that  there  were 
two  existing  policy  statements  adopt- 
ed by  the  AMA’s  House  of  Delegates 
in  regard  to  payment  for  profession- 
al services. 

The  first  was  adopted  at  the  AMA’s 
Clinical  meeting  in  1966  and  states, 

“It  is  proper  for  third  party  agen- 
cies to  make  payment  of  profession- 
al medical  fees  in  behalf  of  patients, 
with  recognition  of  the  fact  that  the 


Rejected  by  AMA 

service  of  the  physician  has  been  to 
the  patient  and  the  liability  for  pay- 
ment rests  primarily  with  the  pa- 
tient or  his  family.” 

The  second  statement  was  adopted 
two  years  later  at  the  clinical  con- 
vention in  1968  and  reads,  “Resolved, 
that  the  House  of  Delegates  of  the 
American  Medical  Association  re- 
mind all  physicians  that  as  free  men 
and  women  they  have  no  obligation 
to  accept  employment  and  remuner- 
ation under  any  conditions  other  than 
those  arrived  at  by  agreement  be- 
tween the  physician  and  the  recipi- 
ent of  his  services.” 

The  resolution  was  originally 
adopted  by  the  OSMA  House  of  Del- 
egates in  May  with  instructions  that 
it  was  to  be  forwarded  to  the  AMA. 
It  was  necessary  to  rewrite  the  reso- 
lution so  that  it  could  conform  to 
AMA  standards.  As  introduced  at 
the  AMA,  the  resolution  read  as  fol- 
lows: 

“The  physicians  of  this  nation,  rec- 
ognizing their  duty  to  support  any 
program  that  will  increase  the  qual- 
ity of  care  and  provide  more  and 
better  care  for  their  patients,  have 
for  many  years  developed,  support- 
ed and  cooperated  with  prepaid 
health  care  programs.  As  physi- 
cians, we  now  recognize  that  many 
of  our  efforts  have  in  fact  resulted 
in  a deterioration  of  the  quality  of 
care  for  our  patients  and  in  regula- 
tions and  controls  making  it  vir- 
tually impossible  to  continue  to  pro- 
tect our  patients. 

“The  beginning  of  the  deteriora- 
tion in  quality  of  care  coincides 
with  the  entry  of  the  third  party  be- 
tween the  physician  and  his  patient 
and  has  resulted  in  the  development 
of  controls  in  which  unskilled  agents 
of  third  parties,  in  many  instances 
file  clerks,  have  been  making  med- 
ical decisions  that  in  some  instances 
superseded  those  of  the  physician 
and  certainly  interfere  with  the  phy- 


sician’s right  to  make  unencumbered 
decisions. 

“The  physicians  of  this  nation  rec- 
ognize their  duty  to  resist  and  op- 
pose any  program  or  programs  that 
will  now  or  in  the  future  result  in 
less  or  poorer  care  for  their  patients, 
and  also  those  resulting  in  the  loss 
of  historical  and  traditional  doctor- 
patient  relationships.  In  order  to 
preserve  the  quality  of  care  that  the 
physicians  of  this  country  have  de- 
veloped, certain  basic  decisions  must 
now  be  made;  therefore  be  it 

“RESOLVED,  That  the  physicians 
of  this  nation  be  encouraged  to  at 
once  notify  their  patients  that  all  re- 
lationships between  physicians  and 
third  parties  will  cease,  except  in 
cases  of  state  Medicaid  programs 
of  a vendor  type,  and  that  a basic 
contractual  agreement  exists  be- 
tween the  patient  and  his  physician, 
the  physician  being  responsible  to 
the  patient,  the  patient  being  respon- 
sible to  the  physician,  and  that  in 
the  patient’s  best  interest  no  third 
party  will  be  allowed  to  come  be- 
tween a patient  and  his  doctor  and 
no  direct  or  indirect  relationship  be- 
tween a physician  and  any  third 
party  will  be  recognized;  and  be  it 
further 

“ RESOLVED , That  the  physicians 
of  this  nation,  in  association  with 
each  other,  continue  to  develop  peer 
review  mechanisms  that  will  protect 
the  quality  of  medical  care  rendered 
to  patients  and  further  protect  the 
physicians  from  encroachment  or 
intimidation  by  any  third  party.”  Q 

Paregoric  Declared 
To  Be  Abused  Drug 

The  Federal  Drug  Administration 
has  removed  the  exemption  for  pare- 
goric from  prescription  dispensing 
requirements  of  the  Food,  Drug  and 
Cosmetic  Act.  After  June  2nd,  pare- 
goric was  restricted  to  prescription 
sales  only.  The  agency  stated  that 
this  action  was  necessary  because 
of  the  documented  abuse  potential 
of  the  product. 

Paregoric  is  defined  as  a “cam- 
phorated tencture  of  opium  and  other 
products  containing  more  than  100 
milligrams  of  opium  per  100  milli- 
liters or  per  100  grams.” 
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AMA  Acts  on  Third 
Party  Interference 

The  AMA’s  House  of  Delegates 
during  its  San  Francisco  meeting 
adopted  a substitute  resolution  re- 
garding a claims  processing  pro- 
cedure utilized  in  certain  group 
health  insurance  policies  sold  by  the 
Aetna  Life  and  Casualty  Company. 
Under  these  policies,  Aetna  agrees 
to  pay  all  or  a specified  percentage 
of  physician  charges  up  to  a level 
determined  to  be  the  “prevailing 
fee”  for  the  service.  The  prevail- 
ing fee  was  to  be  obtained  from 
data  in  Aetna’s  file. 

A conflict  arose  when  the  company 
began  using  a new  series  of  form 
letters  to  inform  patients  that  their 
entire  physician’s  fee  would  not  be 
paid.  Three  resolutions  were  of- 
fered by  various  states  chastising 
Aetna  for  the  wording  of  the  letter 
and  for  interfering  in  the  physician- 
patient  relationship. 

The  substitute  resolution  as  adopt- 
ed by  the  House  of  Delegates  is  as 
follows: 

RESOLVED,  That,  in  contracts 
where  benefits  include  physician’s 
fees,  the  AMA  make  it  unequivocal- 
ly clear  that  management,  labor  and 
third  party  carriers  shall  consult  with 
duly  constituted  representatives  of 
organized  medicine  before  determin- 
ing “usual,  customary  and  reason- 
able” fees;  and  be  it  further 

RESOLVED,  That  wherever  peer 
review  mechanisms  exist,  it  is  essen- 
tial that  third  parties  make  use  of 
them  as  a primary  method  of  resolv- 
ing differences  prior  to  threats  of 
litigation;  and,  in  turn,  that  peer  re- 
view mechanisms  be  utilized  when 
disputes  exist  between  patient,  phy- 
sicians and  third  parties  referable 
to  the  quality  of  medical  care  ren- 
dered, professional  fees  or  the  med- 
ical necessity  for  hospitalization; 
and  correspondingly  that  the  med- 
ical profession  continue  to  actively 
support  the  development  of  peer  re- 
view mechanisms  where  they  do  not 
exist;  and  be  it  further 

RESOLVED,  That  the  medical  pro- 
fession will  not  condone  or  tolerate 
action  on  the  part  of  any  third  party 
that  would  encourage  or  promulgate 
litigation  in  the  settlement  of  any 


such  dispute;  and  be  it  further 

RESOLVED,  That  all  medical  in- 
surance carriers  in  health  plans  be 
informed  of  this  policy;  and  be  it  fur- 
ther 

RESOLVED,  That  the  Council  on 
Medical  Service  meet  with  represen- 
tatives of  Aetna  Life  and  Casualty 
Insurance  Company  to  satisfactorily 
resolve  the  current  problem;  and  be 
it  further 

Resolved,  That  the  AMA  remind 
physicians  that  they  have  the  right 
to  enter  into  prior  agreement  with 
patients  regarding  the  fee  for  serv- 
ices to  be  rendered. 

Training  Course  Set 
For  Hospital  ER  Nurses 

A four-day  training  course  for  hos- 
pital emergency  department  nurses 
will  be  held  in  Tulsa  September 
24th-27th,  1972.  The  course  is  being 
sponsored  by  the  American  Acad- 
emy of  Orthopedic  Surgeons  in  co- 
operation with  the  Oklahoma  Com- 
mittee on  Trauma  of  the  American 
College  of  Surgeons. 

The  course  of  lectures  and  audio- 
visual demonstrations  will  be  spon- 
sored by  the  Academy’s  Commit- 
tee on  Injuries  at  the  Camelot  Inn 
and  St.  Francis  Hospital  in  Tulsa. 

Covered  will  be  all  phases  of  med- 
ical care  rendered  in  the  emergency 
department  to  ill  and  injured  per- 
sons. Lecturers  will  discuss  in  depth 
the  enlarging  responsibilities  of 
emergency  room  nurses.  Topics  will 
include  Cardiopulmonary  Resuscita- 
tion, Techniques  of  Intravenous 
Fluids  and  Blood  Administration, 
Drug  Abuse,  Treatment  of  the  Un- 
conscious Patient,  Handling  Psychi- 
atric Disturbances,  and  the  Legal 
and  Religious  Aspects  of  Emergency 
Care. 

Chairman  of  the  course  is  John  H. 
Smith,  Jr.,  MD,  of  Tulsa.  He  is  a 
member  of  the  subcommittee  on 
Emergency  Room  Care  of  the  Amer- 
ican Academy  of  Orthopedic  Sur- 
geons and  a member  of  the  Ameri- 
can College  of  Surgeon’s  Committee 
on  Trauma  for  Oklahoma.  He  served 
for  two  years  as  co-chairman  of  St. 
Francis  Hospital’s  Disaster-Trauma 
Committee. 

For  information  and  registration 
form,  interested  persons  should  con- 


tact John  H.  Smith,  Jr.,  MD,  Suite 
706,  6465  South  Yale  Avenue,  Tulsa, 
Oklahoma  74136.  Q 

Physician  Delays  Cause 
Financial  Problems 

Physicians  are  probably  the  busiest 
people  in  the  world.  With  increas- 
ing demands  on  their  time,  the  fam- 
ily doctor  may  be  tempted  to  put 
off  doing  things  which  may  seem  to 
him  of  relative  unimportance. 

One  of  these  seemingly  irrelevant 
items,  too  often  shunted  aside  by 
many  Oklahoma  physicians  is  the 
simple,  and  actually  quite  important, 
task  of  signing  death  certificates. 

State  law  requires  that  medical 
certification  will  be  completed  and 
signed  within  24  hours  after  death 
by  a physician,  except  when  an  au- 
topsy is  pending.  In  that  case,  the 
words,  “autopsy  pending”  can  be 
written  on  the  certificate  and 
amended  after  the  autopsy  is  com- 
pleted. 

Often  survivors  are  unable  to  meet 
financial  obligations  until  the  cer- 
tificate has  been  certified  by  the 
State  Health  Department.  Bank  ac- 
counts are  tied  up,  insurance  com- 
panies cannot  settle  claims  and  es- 
tates cannot  be  finalized  until  this 
is  done. 

Signing  the  form  takes  only  a mat- 
ter of  seconds.  The  funeral  director 
fills  in  the  personal  data,  turns  the 
form  over  to  the  physician  to  indi- 
cate the  cause  of  death,  then,  when 
the  physician  returns  it  to  him,  he 
sends  it  to  the  local  registrar.  Ac- 
cording to  statutes,  this  process  is 
supposed  to  be  completed  within  72 
hours. 

Numerous  complaints  have  been 
received  by  health  department  of- 
ficials concerning  delays  in  com- 
pleting certification.  Some  physi- 
cians have  held  up  the  process  for 
as  long  as  months. 

Forming  the  habit  of  taking  a few 
minutes  to  handle  this  matter  may 
help  to  make  the  event  of  death  a 
little  less  burdensome  to  the  family. 
It  will  also  simplify  the  jobs  of  the 
funeral  director,  the  registrar  as 
as  well  as  health  department  per- 
sonnel. R.  LeRoy  Carptenter,  MD. 
State  Health  Commissioner. 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 


Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Buildings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 


PSYCHIATRY 
Joseph  L.  Knapp,  MD 
Jackson  H.  Speegle,  MD 
Fred  H.  Jordan,  MD 
Joseph  H.  Lindsay,  MD 
Jack  R.  Tomlinson,  MD 

1353  N.  Westmoreland  ★ Dallas,  Texas  ★ 331  -8331 
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"Medicare 

Misconceptions" 

Pamphlet  Under  Study 

The  Illinois  State  Medical  Society 
in  response  to  numerous  requests  by 
its  members  has  published  a pam- 
phlet entitled  “Medicare  Miscon- 
ceptions.” The  purpose  of  the  pam- 
phlet is  to  explain  to  doctor’s  pa- 
tients what  Medicare  does  and  does 
not  pay  for.  Illinois  has  given  all 
other  states  permission  to  reprint 
the  pamphlet  for  distribution,  a possi- 
bility which  is  now  being  studied  by 
the  OSMA  Public  Relations  Com- 
mittee. 

The  Public  Relations  Committee 
does  not  have  budgeted  funds  for  a 
printing  job  of  this  magnitude  and 
is  examining  the  possibility  of  print- 
ing the  brochure  and  then  offering 
it  to  physicians  on  a cost  basis  for 
distribution  to  their  patients.  The 
pamphlet  is  an  eight  page  fold  out 
which  will  probably  cost  no  more 
than  four  cents  to  five  cents  each. 
The  more  physicians  that  order  them . 
the  cheaper  they  will  be  to  print 
with  a corresponding  drop  in  pur- 
chase price. 

The  brochure  discusses  hospital 
benefits,  nursing  home  care,  and  the 
doctor’s  bill  plan.  In  each  case  it 
points  out  those  things  that  are  not 
covered  by  Medicare.  As  an  ex- 
ample it  states,  “To  help  cover  your 
doctor  bills  you  may  also  buy  sup- 
plementary Part  B Insurance 
through  the  government  by  paying 
a monthly  premium.  Except  for  the 
first  $50  a year,  Part  B pays  80  per- 
cent of  what  Medicare  allows  for 
doctors’  bills  (not  necessarily  80  per- 
cent of  the  doctor’s  usual  fees).  YOU 
pay  the  remaining  20  percent.  Part 
B does  not  pay  for:  ROUTINE 

PHYSICAL  EXAMINATIONS,  VAC- 
CINE SHOTS  (unless  directly  re- 
lated to  injuries,  such  as  anti-tetanus 
shots),  EXAMINATIONS  FOR  - OR 
FITTING  OF-  EYE  GLASSES  OR 
HEARING  AIDS,  FALSE  TEETH  or 
dental  expenses  (unless  dental  sur- 
gery is  required  due  to  accident  or 
disease). 

The  brochure  also  points  out  that 
Medicare  bills  once  paid  without 
question  are  now  being  denied  and 
states,  “whether  or  not  your  bill  is 


paid  is  determined  by  insurance 
firms  under  government  directive.” 

The  purpose  of  the  brochure  is  to 
dispel  the  misconceptions  about  Med- 
icare in  the  minds  of  many  patients. 
If  it  is  determined  that  the  bro- 
chure can  be  printed  economically, 
all  members  of  the  association  will 
be  given  an  opportunity  to  order 
copies  for  distribution  to  their  own 
patients. 

Keiffer  Davis 
Receives  Physician's 
Award  For  1971 

Kieffer  Davis,  MD,  Chief  Medical 
Director  of  the  Phillips  Petroleum 
Company  in  Bartlesville,  Oklahoma, 
has  been  named  as  the  1971  recipient 
of  the  Physician’s  Award  of  the 
President’s  Committee  on  Employ- 
ment of  the  Handicapped.  The  award 
will  be  presented  at  the  American 
Medical  Association’s  Congress  on 
Occupational  Health  in  Chicago  on 
September  12th,  1972. 

The  award  is  jointly  sponsored  by 
the  President’s  Committee  on  Em- 
ployment of  the  Handicapped  and 
the  AMA’s  Council  on  Occupational 
Health.  The  award  itself  is  an  il- 


lustrated scroll  with  an  appropriate 
inscription  over  the  signature  of  the 
President  of  the  United  States. 

In  order  to  be  eligible  for  the 
award  a physician  must  have  made 
“an  exceptional  contribution  to  em- 
ployment of  the  handicapped.”  Con- 
sideration is  given  to  such  things  as 
giving  of  time,  service,  facilities, 
etc.,  to  promote  public  understand- 
ing and  employment  acceptance  of 
handicapped  workers  . . . providing 
leadership  to  a program  leading  to 
employment  of  the  handicapped  . . . 
arranging  or  sponsoring  programs, 
forms,  or  expositions  . . . availability 
and  outstanding  ability  as  a speak- 
er on  the  subject  of  employment  of 
the  handicapped. 

Nominations  may  come  from  mem- 
bers of  the  Governor’s  Committee  on 
Employment  of  the  Handicapped, 
Community  Committees,  State  Med- 
ical Associations,  or  the  President’s 
Committee.  Any  group  may  recom- 
mend, through  their  governor’s  com- 
mittee, as  many  physicians  as  they 
deem  advisable  so  long  as  they  meet 
the  qualifications. 

Doctor  Davis  is  the  20th  physician 
to  receive  the  award  since  its  in- 
ception in  1952.  Q 


Alumni  Honor  Graduating  Class 


Phyllis  P.  Engles,  MD,  Durant,  pins  James  L.  Pool,  MD,  Tulsa,  gradu- 
ating class  president,  with  a wise  old  owl  guest  badge  at  the  Medical  Alumni 
Association’s  traditional  honoring  house  for  OU  College  of  Medicine  seniors. 
With  them  are  Mrs.  Pool  and  alumni  president  Robert  E.  Engles,  MD, 
Durant,  husband  of  Doctor  Phyllis  P.  Engles.  The  commencement  eve 
event  for  the  103  members  of  the  Class  of  ’72  was  held  May  27th  at  Faculty 
House. 
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DOES  THE  VERY  FINEST  ALWAYS  COST  MORE? 

Ninety-nine  times  out  of  a hundred,  you  do  pay 
more  for  the  finest  thing  in  its  field. 

But  there's  one  big  exception  . . . 

LIFE  INSURANCE  and  the  planning  it  takes. 

You  can  have  the  very  finest  agent  analyze  your 
needs  and  tailor  your  life  insurance  program— and 
it  won't  cost  you  one  penny  more. 

You  can,  in  fact,  have  the  man  from  Mass  Mutual. 


Supplement  your  OSAAA  Group  Insurance  with  this  valuable  additional  coverage 


WILSON  & WILSON,  Inc. 

General  Agent 

1470  First  Nat'l  Bldg.  - Tel.  CE  6-4681 
Oklahoma  City 


MASSACHUSETTS  MUTUAL  m 
LIFE  INSURANCE  COMPANY  & 

SPRINGFIELD.  MASSACHUSETTS  • ORGANIZED  1*51 


DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Terry  Banker  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

4010  North  Youngs  P.  O.  Box  12446 

OKLAHOMA  CITY,  OKLAHOMA  73112 
Telephone  JA  8-7755 
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Proceedings  of  the  66th  Annual  Session  of  the  House  of  Delegates 

of  the 

Oklahoma  State  Medical  Association 


I.  CALL  TO  ORDER: 

The  House  of  Delegates  convened 
its  66th  Annual  Session  in  the  Skir- 
vin  Hotel,  Oklahoma  City,  Oklahoma 
on  May  18,  1972.  The  Speaker,  Roger 

J.  Reid,  MD,  Ardmore,  called  the 
meeting  to  order  at  8:30  a.m. 

II.  INVOCATION: 

S.  N.  Stone,  MD,  Oklahoma  Citv. 
Vice-Speaker  of  the  House,  delivered 
the  Invocation. 

III.  REPORT  OF  THE  CREDEN- 
TIALS COMMITTEE: 

The  presence  of  a quorum  was  re- 
ported by  Ann  Kent,  MD,  Muskogee. 

IV.  ANNOUNCEMENTS: 

Doctor  Reid  announced  the  ap- 
pointment of  the  following  commit- 
tees to  assist  in  the  conduct  of  the 
meeting : 

Credentials  Committee 
Ann  Kent,  MD,  Muskogee,  Chairman 
Duane  E.  Brothers.  MD,  Tulsa 

A.  C.  Roberson,  MD,  Anadarko 

Sergeants  at  Arms 
Frank  Clark,  MD,  Ardmore,  Chair- 
man 

Paul  Rempel,  MD,  Enid 
Frank  C.  Lattimore,  MD,  Kingfisher 
TELLERS 

John  X.  Blender,  MD,  Cherokee, 
Chairman 

Homer  D.  Hardy,  Jr.,  MD,  Tulsa 
David  C.  Ramsay,  MD,  Ada 
Elvin  M.  Amen,  MD,  Bartlesville 
Reference  Committee  No.  I 
Ed  L.  Calhoon,  MD,  Beaver,  Chair- 
man 

William  M.  Leebron,  MD,  Elk  City 
Robert  D.  Grubb,  MD,  Tulsa 
Port  Johnson,  MD,  Muskogee 
Edwin  C.  Yeary,  MD,  Ponca  City 
Leon  Combs,  MD,  Shawnee 
Charles  H.  Price,  MD,  Miami 
Robert  R.  Hillis,  MD,  Lawton 

B.  C.  Chatham,  MD,  Chickasha 
Recording  Secretary,  Don  Blair 

Reference  Committee  No.  II 
Harlan  Thomas,  MD,  Tulsa,  Chair- 
man 

William  A.  Matthev,  MD,  Lawton 
Alfred  T.  Baker,  MD,  Durant 
Tom  S.  Gafford,  MD,  Muskogee 
Robert  L.  Alexander,  Jr.,  MD,  Ok- 
mulgee 

Kent  Braden  MD,  Ok'ahoma  City 
Flovd  F.  Miller,  MD.  Tulsa 
Thurman  Shuller,  MD,  McAlester 


M.  K.  Braly,  MD,  Woodward 
Cooper  D.  Ray,  MD,  Altus 
James  V.  Miller,  MD,  Ardmore 
Recording  Secretary,  David  Bickham 
Reference  Committee  No.  Ill 
John  A.  McIntyre,  MD,  Enid,  Chair- 
man 

C.  S.  Lewis,  Jr.,  MD,  Tulsa 
Charles  Bodine,  MD,  Oklahoma  City 
Arnold  G.  Nelson,  MD,  Midwest  City 
Scott  Hendren,  MD,  Oklahoma  City 
Roger  Haglund,  MD,  Tulsa 
David  Fried,  MD,  Hollis 
James  V.  Simmering,  MD,  Norman 
Frank  C.  Lattimore,  MD,  Kingfisher 
Bill  E.  Woodruff,  MD,  Hugo 
Recording  Secretary,  Ed  Kelsay 
Reference  Committee  No.  IV 
Francis  R.  First,  MD,  Checotah, 
Chairman 

Thomas  Rhea,  MD,  Idabel 
Ross  Deputy,  MD,  Clinton 
M.  E.  Robberson,  MD,  Wynnewood 
Francis  W.  Hollingsworth,  MD,  El 
Reno 

Paul  A.  Bischoff,  MD,  Tulsa 
John  W.  DeVore,  MD,  Oklahoma  City 
Richard  F.  Harper,  MD,  Pawhuska 
Yale  E.  Parkhurst,  MD,  Norman 
Charles  C.  Elliott,  MD,  Okemah 
Recording  Secretary,  Betty  McFar- 
land 

V.  INTRODUCTION  OF  GUESTS: 
Mrs.  E.  Cotter  Murray,  retiring 
President  of  the  Woman’s  Auxiliary 
to  the  Oklahoma  State  Medical  Asso- 
ciation; Mrs.  Port  Johnson,  Incom- 
ing President  of  the  Woman’s  Auxi'- 
iary  to  the  Oklahoma  State  Medical 
Association;  Mrs.  G.  Prentiss  Lee. 
Portland,  Oregon,  President  of  the 
Woman’s  Auxiliary  to  the  American 
Medical  Association;  William  R.  Col- 
lins, MD,  Muskogee,  Candidate  for 
Congress,  Second  Congressional  Dis- 
trict were  introduced  and  brought 
greetings  to  the  House  of  Delegates. 

Doctor  Lucien  M.  Pascucci,  OSMA 
President,  introduced  Doctor  Robert 
Bird,  Dean,  Universitv  of  Oklahoma 
College  of  Medicine,  and  presented 
him  with  an  AMA-ERF  check  in  the 
amount  of  $12,307.48. 

Doctor  Bird  reported  that  the  mon- 
ey would  be  put  to  prompt  use  to 
help  meet  the  needs  which  arise  in 
the  school.  He  also  stated  that  this 
year’s  enrol'ment  is  the  largest  in- 
crease the  medical  school  has  had. 


He  commended  the  Medical  School 
Liaison  Committee  for  the  help  they 
have  given. 

John  Blaschke,  MD,  General  Chair- 
man, OSMA  Annual  Meeting  Com- 
mittee, stated  that  the  Commit- 
tee on  Planning  suggested  that  all 
of  the  House  of  Delegates  meetings 
be  held  on  the  same  day.  He  stated 
that  the  cost  of  the  annual  meet- 
ing has  been  approximately  $22,000 
for  the  last  five  years  and  that  the 
income  of  the  annual  meeting  is  on 
the  decline. 

Doctor  Dale  Groom,  Program 
Chairman,  1972  OSMA  Annual  Meet- 
ing was  introduced  by  Doctor  Roger 
Reid. 

Doctor  Reid  introduced  Kathy 
Musson  and  Betty  McFarland  as 
the  transcribing  secretaries. 

VI.  PRESENTATION  OF  CERTIFI- 
CATE OF  APPRECIATION: 

Doctor  Malcom  Phelps  was  pre- 
sented with  a framed  certificate  is- 
sued in  his  honor  by  the  1971  House 
of  Delegates. 

VII.  REMARKS  OF  THE  SPEAKER : 

Doctor  Reid  expressed  his  appreci- 
ation to  the  OSMA  committees  and 
staff  for  their  work  during  the  past 
year.  He  also  encouraged  all  physi- 
cians to  visit  the  exhibit  areas. 

VIII.  ANNOUNCEMENTS: 

Doctor  Reid  announced  that  the 
1973  annual  meeting  will  be  held  in 
Tulsa’s  Fairmont-Mayo  Hotel  and 
Convention  Center,  April  26th-27th- 
28th. 

Doctor  Reid  stated  that  the  House 
of  Delegates  Reference  Committees 
would  meet  immediately  following 
the  opening  session. 

Doctor  Reid  also  encouraged  all 
Delegates  to  attend  the  dinner  that 
evening  to  hear  Doctor  Max  Parrott 
of  Portland,  Oregon,  Chairman  of  the 
Board  of  Trustees  of  the  American 
Medical  Association. 

IX.  APPROVAL  OF  THE  MINUTES: 

The  Speaker  asked  the  pleasure  of 

the  House  regarding  the  reading  of 
the  minutes  of  the  last  annual  meet- 
ing. 

Doctor  M.  Joe  Crosthwait  moved 
that  the  minutes  be  approved  as  pub- 
lished in  the  Journal  of  the  Oklaho- 
Continued  on  page  280 
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Physician-Employers 
Subject  To 
Occupational  Act 

Officially  known  as  Public  Law 
91-596,  the  Williams-Steiger  Occupa- 
tional Safety  and  Health  Act  of  1970 
affects  any  physician  who  employs 
one  or  more  workers.  Details  of  the 
responsibility  can  be  found  in  a 
booklet  entitled  “Handy  Reference 
Guide  to  the  Williams-Steiger  Occu- 
pational Safety  and  Health  Act  of 
1970.” 

Under  the  act,  each  employer  must 
display  a poster  supplied  by  the 
Occupational  Safety  and  Health  Ad- 
ministration (OSHAh  The  poster 
cites  provisions  of  the  law,  responsi- 
bilities of  employees  and  employers, 
and  penalties. 

Physicians  with  two  or  more  em- 
ployees, must  also  keep  a log  of  oc- 
cupational injuries  and  illnesses 
(OSHA  Form  100),  a supplementary 
record  of  injuries  and  illnesses 
(OSHA  Form  101),  and  a summary 
of  injuries  and  illnesses  (OSHA 
Form  102).  Form  102  must  be  post- 
ed where  employees  can  see  it. 

The  American  Medical  Association 
attorneys  have  said  that  employers 
are  not  required  to  submit  the  forms 
but  must  have  them  available  for 
inspection  by  the  Department  of  La- 
bor. Posters,  forms  and  information 
may  be  obtained  from  OSHA  region- 
al offices. 

The  regional  office  for  Oklahoma 
can  be  reached  by  writing  to  Depart- 
ment of  Labor,  OSHA,  Room  512, 
Petroleum  Building,  420  South  Bould- 
er, Tulsa,  Oklahoma  74103.  Q 

Drug  Abuse  Manual 
And  Film  Available 

OSMA’s  Drug  Abuse  and  Alcohol- 
ism Committee  expects  a busy  year. 
Their  “Drug  Abuse  Treatment  Man- 
ual” produced  last  year  is  still  in 
great  demand  and  their  training 
film  “What  Did  You  Take?”  is  be- 
ing circulated  among  hospital  staffs 
throughout  the  state. 

During  their  May  meeting  the 
OSMA  House  of  Delegates  instructed 
the  Alcoholism  and  Drug  Abuse  Com- 


mittee to  study  the  updating  of  the 
manual  for  possible  republication. 
A subcommittee  has  determined  that 
the  manual  should  list  all  of  the  drug 
abuse  treatment  and  counseling  serv- 
ices available  in  the  state.  The  State 
Mental  Health  Department,  under 
the  direction  of  Hayden  Donahue, 
MD,  has  been  asked  to  furnish  this 
material  to  the  OSMA  for  publica- 
tion. 

In  a separate  activity,  the  Alco- 
holism and  Drug  Abuse  Committee 
is  in  the  process  of  compiling  a 
“Drug  Abuse  Program  Directory.” 
The  directory  will  simply  be  a list- 
ing of  all  of  the  drug  abuse  informa- 
tion programs  available  in  the  state. 
It  will  list  those  statewide  activi- 
ties such  as  the  program  being  con- 
ducted by  the  Oklahoma  Department 
of  Education  and  the  “Operation 
Drug  Alert”  program  of  the  state’s 
Kiwanis  Clubs. 

The  directory  will  also  list  indi- 
viduals who  have  shown  a willing- 
ness to  present  drug  abuse  programs. 
There  are  a number  of  extremely 
knowledgeable  persons  throughout 
the  state  talking  on  the  subject.  In- 
cluded among  them  is  Ralph  Thomp- 
son. an  Oklahoma  City  attorney  who 
was  formerly  a member  of  the  Okla- 
home  House  of  Representatives  and 
for  the  candidate  for  the  Lt.  Gover- 
nor of  the  State. 

The  compilation  and  publication  of 
such  a directory  of  drug  informa- 
tion programs  will  mark  the  first 
time  such  an  endeavor  has  been  un- 
dertaken in  this  state.  No  single 
agency  has  previously  attempted  to 
gather  all  of  the  information  into 
one  publication. 

The  distribution  of  a training  film 
specifically  designed  to  teach  phy- 
sicians how  to  handle  drug  abuse 
cases  is  another  operation  of  the 
OSMA’s  Alcoholism  and  Drug  Abuse 
Committee.  Entitled  “What  Did  You 
Take?,”  the  film  has  been  made 
available  to  all  medical  societies, 
hospital  staffs,  and  other  medical 
organizations  interested  in  the  care 
and  treatment  of  the  drug  abusing 
patient. 

The  film  was  prepared  in  coopera- 
tion with  the  New  York  Medical  So- 
ciety and  was  purchased  by  the 
OSMA  through  a donation  from  the 


Hoffman  - LaRoche  Pharmaceutical 
Company.  The  donation  came  from 
the  company’s  Roche  Laboratory 
Division,  manufacturer  of  two  of  the 
most  widely  used  items  in  drug 
overdosed  treatment,  the  tranquil- 
izers Librium  and  Valium. 

The  film  itself  is  available  from 
the  OSMA  office  for  showing.  It  in- 
structs physicians  in  the  emergency 
treatment  of  overdoses  of  heroin, 
barbiturates,  amphetamines,  and 
LSD.  It  is  designed  for  professional 
audiences  only,  however  it  has  been 
shown  to  a few  medically  oriented 
lay  audiences  in  the  state. 

Anyone  wishing  to  obtain  copies 
of  the  Drug  Abuse  Treatment  Manu- 
al or  seeking  a showing  date  for  the 
film  should  contact  Ed  Kelsay,  As- 
sociate Executive  Director  at  the 
OSMA  office  in  Oklahoma  City.  Q 

Polio  Sunday  To  Be 
September  10th 

A recent  study  of  pre-school  Okla- 
homa children  indicated  that  almost 
one-third  of  the  group  did  not  have 
adequate  polio  immunity.  To  coun- 
ter this  possible  threat  a massive 
statewide  immunization  program  is 
scheduled  for  Sunday,  September 
10th. 

To  be  known  as  “Polio  Sunday” 
the  program  is  being  jointly  spon- 
sored by  the  OSMA  and  the  Okla- 
homa State  Health  Department.  Im- 
petus is  added  to  the  program  since 
there  have  been  several  outbreaks 
of  polio  in  the  Southern  part  of  the 
United  States  and  in  Mexico. 

Kiwanis  Clubs  from  throughout 
Oklahoma  have  expressed  their  will- 
ingness to  furnish  the  lay  manpower 
necessary  for  the  immunization  sta- 
tions. In  addition,  WKY  Television 
has  agreed  to  conduct  an  intensive 
public  relations  campaign. 

Every  physician  and  registered 
nurse  in  the  state  will  be  contacted 
and  asked  to  voluntarily  help  man 
the  immunization  stations.  The 
OSMA  House  of  Delegates  at  its  an- 
nual meeting  in  May  approved  the 
statewide  polio  campaign  and  adopt- 
ed a resolution  urging  all  members 
to  participate. 
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DEATHS 


ROBERT  L.  ALEXANDER,  MD 
1910-1972 

Robert  L.  Alexander,  MD,  father  of  Robert  L.  Alexander, 
MD,  and  Thomas  C.  Alexander,  MD,  all  three  Okmulgee  phy- 
sicians, died  May  23rd,  1972.  One  of  five  members  of  a medical 
family  who  have  practiced  in  the  Okmulgee  area,  Doctor  Alex- 
ander was  born  in  Okmulgee  and  established  his  practice  with 
his  late  father  there  in  1935. 

A graduate  of  the  University  of  Oklahoma  College  of  Med- 
icine, his  practice  was  uninterrupted  except  for  his  service  in 
the  Army  Medical  Corps  during  World  War  II. 

BERT  E.  THRONE,  MD 
1920-1972 

Bert  E.  Throne,  MD,  51,  Tulsa  allergist,  died  May  29th, 
1972.  A native  of  Chanute,  Kansas,  Doctor  Throne  was  grad- 
uated from  the  University  of  Oklahoma  College  of  Medicine  in 
1950.  A former  gynecologist,  Doctor  Throne  established  his  prac- 
tice in  Tulsa  in  1955. 

WILLIAM  A.  MORTON,  MD 
1908-1972 

William  A.  Morton,  MD,  a Tulsa  physician  for  the  past  35 
years,  died  May  31st,  1972.  A native  of  Richmond,  Virginia,  Doc- 
tor Morton  was  graduated  from  Meharry  Medical  College  in 
1936.  Following  his  internship  in  Kansas  City,  Missouri,  he  es- 
tablished his  practice  in  Tulsa,  specializing  in  internal  med- 
icine. 


Medical  Society 
Conducting  PR  Program 

Members  of  the  Kingfisher  County 
Medical  Society  are  in  the  process 
of  conducting  their  own  Public  Re- 
lations Program  . . . and  meeting 
with  great  success.  The  program 
started  about  three  months  ago 
when  all  of  the  members  of  the 
Kingfisher  County  Society  declared, 
in  a published  statement  in  the  news- 
paper, that  they  would  no  longer 
take  assignments  from  third  par- 
ties. Since  that  time  they  have 
worked  closely  with  the  Kingfisher 
Free  Press  on  a continuing  infor- 
mational program  for  the  area. 

The  most  recent  evidence  of  their 
program  came  in  the  form  of  a 
28  column  inch  editorial  in  the  Mon- 
day, June  26th,  issue  of  the  King- 
fisher Free  Press.  Written  by  Jay 
Landis  Fleming,  the  newspaper’s 
editor,  the  editorial  was  entitled 
“Who  Needs  It?”  and  very  succinct- 
ly stated  the  case  against  govern- 
ment interference  in  the  practice  of 
medicine. 

A copy  of  the  editorial  was  for- 
warded to  OSMA  President,  Stanley 
R.  McCampbell,  MD,  by  Ray  V.  Mc- 
Intrye,  MD,  of  Kingfisher.  Doctor 
McCampbell  immediately  instructed 
the  OSMA  staff  to  see  that  the  edi- 
torial received  the  widest  possible 
distribution  to  other  Oklahoma  news- 
papers. Permission  to  distribute 
the  editorial  was  received  from  C.  S. 
Hubbard,  Publisher  of  the  King- 
fisher paper,  and  it  was  immedi- 
ately distributed  to  over  200  other 
Oklahoma  papers  for  their  consid- 
eration. 

Mr.  Fleming  started  his  editorial 
by  stating,  “In  the  light  of  govern- 
ment failure  in  the  fields  of  wel- 
fare, housing  and  agriculture,  it  is 
difficult  to  foresee  success  of  any 
plan  of  national  health  care,  with 
the  federal  government  intervening 
in  such  a personal  and  individual 
manner  as  health  care.  Senator  Ed- 
ward Kennedy  and  others  who  are 
pushing  this  gigantic  scheme  say 
emphatically  that  there  is  a health 
crisis  in  this  country.  Your  family 
doctors  say  there  is  no  such  thing.” 

He  went  on  to  say,  “The  average 
person  knows  that  inefficiency, 


wastefulness  and  incompetence  al- 
ways become  a part  of  any  mas- 
sive government  attempt  to  provide 
for  human  needs  . . . this  has  been 
demonstrated  over  and  over  again 
in  many  different  fields,  and  it 
would  be  no  different  in  the  field  of 
providing  health  care.” 

After  pointing  out  how  Medicare 
has  proved  to  be  prohibitively  ex- 
pensive and  a bureaucratic  night- 
mare, and  noting  that  the  so-called 
shortage  of  doctors  did  not  seem  to 
exist  until  after  Medicare,  Mr.  Flem- 
ing closed  his  editorial  by  asking, 
“Who  would  pay  for  an  extended 
system  of  cradle  to  the  grave  na- 
tional health  care?  You  would,  and 
your  employer  would.  No  one  has 
been  able  to  estimate  exactly  what 
the  cost  would  be,  but,  from  the 
experience  with  Medicare  and  Medi- 
caid, one  can  be  sure  that  it  will 
be  far  more  than  the  estimate. 
Millions  would  pay  $1,000.00  or  more 
a year  in  Social  Security  taxes  alone, 
before  any  regular  income  tax. 

“The  advocates  of  national  health 
care  base  their  premise  on  three 
things.  One  is  that  there  is  a short- 
age of  doctors,  with  less  than  be- 
fore, and  this  isn’t  true.  Another  is 


the  rising  cost  of  doctor’s  fees  and 
this  has  happened  only  at  the  same 
rate  of  other  costs  and  of  salaries. 
But  the  third  premise,  that  govern- 
ment could  do  the  job  better  and 
more  economically,  is  something 
that  most  people  just  plain  don’t 
believe.” 

"Dear  Doctor"  Letters 
Sent  By  AMA-ERF 

The  American  Medical  Associa- 
tion’s Education  and  Research  Foun- 
dation has  long  been  the  answer  to 
the  criticism  that  organized  medi- 
cine does  not  help  the  needy  or  dis- 
advantaged student  interested  in 
medical  school.  In  1971  alone  122 
U.  S.  and  Canadian  medical  schools 
received  grants  amounting  to  $1,- 
108,247  . . . and  that  was  only  part 
of  the  picture. 

The  “Dear  Doctor”  letter  that  was 
sent  to  all  physicians  throughout  the 
United  States  came  from  John  M. 
Chenault,  MD.  President  of  the 
AMA-ERF.  In  it  Doctor  Chenault 
pointed  out  that  in  1971  the  founda- 
tion guaranteed  2,415  loans  in  be- 
half of  medical  students,  interns  and 
residents  for  a total  of  $3,132,500. 
Since  the  inception  of  the  loan  guar- 
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antee  program  in  1967,  46.064  loans 
to  medical  students,  interns  and  res- 
idents have  been  guaranteed  amount- 
ing to  nearly  $52,000,000. 

In  1971  nearly  24,000  United  States 
physicians  contributed  over  $660.- 
000.00  to  the  program.  The  AMA 
Woman’s  Auxiliary  added  $555,000.00, 
$301,000.00  came  from  bequests,  pri- 
vate foundations  added  $189,000.00, 
business  and  industry  contributed 
$65,000.00,  and  medical  organizations 
contributed  $61,000.00. 

Of  the  24,000  physicians,  over  1.500 
contributed  $100.00  or  more. 

In  his  letter  Doctor  Chenault  said, 
“Once  again  we  are  inviting  you  to 
participate  in  AMA-ERF  programs 
—if,  in  1972,  the  American  Medical 
Association  Education  and  Research 
Foundation  is  to  exceed  its  1971  con- 
tributions to  medical  education,  ex- 
pand its  loan  guaranteed  program 
an  opportunity  loan  guarantee  pro- 
gram to  disadvantaged,  needy  stu- 
dents, as  well  as  becoming  involved 
in  the  variety  of  other  worthwhile 
programs  designed  to  improve  the 
quality  and  availability  of  medical 
services  to  all  segments  of  our  pop- 
ulation.” 

One  new  program  launched  in 
1971  was  an  interest  free  loan  to 
be  made  to  disadvantaged  and  needy 
students  during  their  four  years  of 
medical  school.  Due  to  limited 
funds,  the  program  is  only  opera- 
tional in  California,  and  will  soon 
be  expanded  to  Illinois  and  New 
York,  as  funds  permit.  As  this  fund 
grows,  the  program  will  be  expand- 
ed further. 

Ada  Site  of  Medical 
Environment  Workshop 

Day  to  day  safety  problems  for 
hospital  and  nursing  home  person- 
nel will  be  the  subject  of  a one-day 
workshop  on  “Safety  in  the  Medical 
Environment,”  in  Ada,  Tuesday,  July 
18th.  Conditions  such  as  tornadoes, 
floods,  fire,  bomb  threats,  and  acci- 
dent prone  patients  shall  be  dis- 
cussed. 

An  effective  safety  program  for 
hospitals  and  nursing  homes  is  an 
essential  complement  to  the  exper- 
tise provided  by  health  care  profes- 


sionals in  giving  comprehensive  pa- 
tient care.  Sponsoring  the  workshop 
jointly  to  improve  hospital  safety 
are  the  Ada  City  Fire  Department, 
the  Oklahoma  State  Bureau  of  In- 
vestigation, the  Ada  Continuing  Ed- 
ucation Center  at  Valley  View  Hos- 
pital, the  Oklahoma  Regional  Medi- 
cal Program,  and  the  United  States 
Air  Force  School  of  Health  Care 
Sciences  at  Sheppard  Air  Force  Base 
in  Texas. 

Representatives  of  these  sponsors 
are  conducting  three  simultaneous 
sessions  centering  on  hazards  en- 
countered with  electrical  equipment, 
safety  and  patient  care,  and  the  ad- 
ministrative aspects  of  fire  preven- 
tion, bomb  threats  and  natural  dis- 
asters. 

Combining  films,  lectures  and 
demonstrations,  the  instructors  ma- 
jor purpose  in  the  workshop  is  to 
encourage  hospital  and  nursing 
homes  to  develop  and  continually 
update  a comprehensive  safety  plan, 
one  that  utilizes  preventive  meas- 
ures and  also  provides  for  unplanned 
emergencies. 

Persons  wishing  to  attend  the 
workshop  should  contact  Billy  Frank 
Turner,  Ada  CEC,  Valley  View  Hos- 
pita,  1300  East  6th,  Ada  74820,  phone 
405/332-2323.  □ 


Oklahoma  State  Medical  Assn. 

601  N.W.  Expressway 
Oklahoma  City,  Okla.  73118 
Gentlemen: 

Until  very  recently,  it  was  believed 
Paraquat  poisoning  meant  sure  death 
to  humans. 

The  enclosed  abstract  points  out 
that,  in  at  least  one  instance,  this 
was  not  true.  Since  Paraquat  use  is 
widespread  in  Oklahoma,  used  in 
particularly  large  amounts  in  cotton 
defoliation,  this  information  might 
be  of  interest  to  many  Oklahoma 
physicians. 

Yours  very  truly, 

Robert  l.  McAlister 
Staff  Assistant 
Pesticides  Program 


72-0504.  Fisher,  H.  K.;  Humphries, 
M. ; Bails,  R.  (Div.  of  Respiratory 
Disease,  Harborview  Medical  Cen- 
ter, 325  Ninth  Ave.,  Seattle,  WA 
98104).  Paraquat  poisoning.  Re- 
covery from  renal  and  pulmonary 
damage.  Ann.  Inter.  Med.,  75(5): 
731-736;  1971.  (23  references) 

A 49-year-old  man  swallowed  ap- 
proximately 10  ml  of  Paraquat  Dual 
(the  dimethyl  sulfate)  and  developed 
acute  renal  failure.  Six  days  after 
the  occurrence  he  was  admitted  to 
the  hospital  and  treated  with  intra- 
venous fluids  and  mannitol  to  in- 
crease urine  flow,  clear  the  solute, 
excrete  the  Paraquat,  and,  as  a re- 
sult, the  serum  creatinine  fell  from 
11.6  to  1.2  mg/100  ml.  Peritoneal  di- 
alysis was  not  as  effective  in  remov- 
ing Paraqual  as  urinary  excretion. 
As  a consequence  of  the  poisoning, 
pleural  effusions  developed,  but  pul- 
monary function  tests  showed  no  sig- 
nificant abnormality  and  by  the  time 
of  discharge,  the  effusions  had  sub- 
sided. This  patient  demonstrated 
that,  in  spite  of  acute  renal  failure 
and  pulmonary  injury,  one  can  re- 
cover from  Paraquat  poisoning. 
Oxygen  therapy  should  not  be  uti- 
lized until  the  Paraquat  is  complete- 
ly removed  from  the  body,  for  fear 
of  increased  risk  of  lung  injury.  Q 

Abbreviations  Save 
Space  But 
Create  Confusion 

In  this  age  of  instant  everything, 
the  urge  to  abbreviate  names  is 
causing  a great  deal  of  confusion. 
In  an  attempt  to  keep  track  of  the 
flood  of  abbreviations  that  flow 
across  his  desk,  one  California  doc- 
tor kept  a log  of  those  he  noticed  in 
a three-month  period. 

He  found  that  he  must  now  be 
able  to  instantly  know  and  recog- 
nize all  of  the  abbreviations,  but  he 
was  taught  none  of  them  in  medical 
school. 

During  World  War  II,  and  there 
after,  abbreviation  experts  took 
great  delight  in  seeing  if  they  could 
abbreviate  a multiple  word  name 
into  one  word.  This  apparently  be- 
came too  much  of  a challenge,  so 
now  they  simply  throw  all  of  the 
initials  together  and  you  come  up 
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with  such  interesting  things  as 
osha,  fehb,  or  oasdhi. 

Following  is  a list  of  about  45  ab- 
breviations that  are  currently  being 
used,  a few  that  are  peculiar  to  Okla- 
homa have  been  thrown  in  for  good 
measure. 

AAMC  — Association  of  American 
Medical  Colleges 

AHA  - American  Heart  Association 
and  American  Hospital  Associa- 
tion 

AMP  AC  — American  Medical  Politi- 
cal Action  Committee 
APHA — American  Public  Health  As- 
sociation 

ASHA— American  Social  Health  As- 
sociation 

BHI— Bureau  of  Health  Insurance  a 
Division  of  SSA 

CDC — Center  for  Disease  Control 
CHAP— Certified  Hospital  Admissions 
Program 

CHP— Community  Health  Planning 
CHS — Community  Health  Service 
CMIT— Current  Medical  Information 
and  Terminology 

CPT— Current  Procedural  Terminol- 
ogy 

DBS — Division  of  Biologic  Standards 
— MIH 

DHEW— Department  of  Health  Edu- 
cation and  Welfare 
DISRS  — Oklahoma  Department  of 
Institutions,  Social  and  Rehabili- 
tative Services  (Formerly  Depart- 
ment of  Public  Welfare) 

ECFMG — Education  Council  for  For- 
eign Medical  Graduates 
FEHB— Federal  Employee’s  Health 
Benefits  Program 

FLEX— Federation  Licensing  Exam 
(created  by  Federation  of  State 
Medical  Boards,  offered  in  30 
states  and  acceptable  in  those 
states) 

FMG — Foreign  Medical  Graduate 
HCC— Health  Care  Corporation 
HEW— Department  of  Health  Educa- 
tion and  Welfare 

HIBAC — Health  Insurance  Benefits 
Advisory  Council  (advises  HEW 
Secretary) 

HMO— Health  Maintenance  Organi- 
zation 

HRF— Health  Related  Facility  (same 
as  ICF) 

HSC— Health  Service  Corps  (provides 
in  these  and  areas  where  scarce) 


ICF  — Intermediate  Care  Facility 
(same  as  HRF) 

JCAH — Joint  Commission  of  Accre- 
ditation of  Hospitals 
MHT— Multiphasic  Health  Testing 
NIH— National  Institutes  of  Health 
NHI— National  Health  Insurance 
NHSC  — National  Health  Service 
Corps  (HEW) 

NCI— National  Cancer  Institute 
OASDHI— Old  Age,  Survivors,  Disa- 
bility and  Health  Insurance 
OMB— Office  of  Management  and 
Budget 

OMPAC— Oklahoma  Medical  Politi- 
cal Action  Committee 

Mrs.  Forester  Installed 
As  AMA  Vice-President 


I MM 

MRS.  VIRGIL  RAY  FORESTER 

Mrs.  Virgil  Ray  Forester,  Okla- 
homa City,  was  installed  as  a Vice- 
President  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association 
during  its  50th  Anniversary  Conven- 
tion held  in  San  Francisco,  Califor- 
nia, June  18th-22nd.  In  the  AMA 
Auxiliary,  Mrs.  Forester  will  have 
charge  of  the  twelve  southern  states. 

Mrs.  Forester  is  a Past-President 
of  the  Oklahoma  County  Medical 
Auxiliary,  a Past -President  and  Hon- 
orary Member  of  the  Woman’s  Aux- 
iliary to  the  Oklahoma  State  Medical 


OSHA  — Occupational  Safety  and 
Health  Act 

PES  — Professional  Exam  Service 
(new  testing  service  for  compe- 
tence in  health  care  and  health 
related  fields) 

PSRO  — Professional  Standards  Re- 
view Organization 
RMP— Regional  Medical  Program 
RVS — Relative  Value  Scale 
SMA — Sequential  Multiple  Analysis 
SSA — Social  Security  Administration 
UBT— Unincorporated  Business  Tax 
UCR— Usual  Customary  and  Reason- 
able 

UHI— Universal  Health  Insurance 
UR— Utilization  Review 


Association,  as  well  as  being  a Past- 
President  of  the  Woman’s  Auxiliary 
to  the  Southern  Medical  Association. 

As  county  president,  Mrs.  Forester 
established  the  GEMS  program,  the 
yearly  AMA-ERF  Celebration,  Med- 
icine and  Religion  and  the  Volunteer 
Friendly  Visiting  Program.  Several 
seminars  in  Volunteer  Friendly  Vis- 
iting were  presented  for  the  com- 
munity during  this  particular  year. 

She  is  an  honorary  member  and 
National  Chairman  of  the  Advisory 
Board  of  the  woman’s  Auxiliary  to 
the  Student  American  Medical  Asso- 
ciation and  serves  as  local  sponsor 
to  the  Association  of  Interns  and 
Residents  Wives.  She  has  been  a 
liaison  for  the  national  group  and  is 
state  liaison  for  WA-SAMA  at  pres- 
ent. Mrs.  Forester  was  the  6th  Re- 
gional Advisor  serving  in  this  ca- 
pacity during  WA-SAMA  Regional 
Convention  held  in  Oklahoma  City. 

Mrs.  Forester  will  begin  her  tenth 
year  as  a member  of  the  Executive 
Board  of  the  AMA  Auxiliary.  She 
served  four  years  as  a chairman  in 
the  fields  of  Safety,  Home  Centered 
Health  Care  Services  and  Philan- 
thropy, four  years  as  a director  and 
one  year  as  historian  for  the  organ- 
ization. 

During  the  1972  Annual  Meeting  of 
the  Oklahoma  State  Medical  Associ- 
ation, Mrs.  Forester  served  a Con- 
vention chairman  for  the  woman’s 
auxiliary. 

She  is  the  wife  of  Virgil  Ray  For- 
ester, MD,  a specialist  in  internal 
medicine  and  gastroenterology.  □ 


Journal  / July  1972  / Volume  65 


279 


news 

Proceedings  — 

Continued  from  page  275 

ma  State  Medical  Association.  The 
motion  was  seconded  and  it  carried. 

X.  RECESS  FOR  CAUCUS  OF 
TRUSTEE  DISTRICTS: 

Doctor  Reid  announced  the  House 
would  recess  for  ten  minutes  for  all 
Trustee  Districts  XI,  XII,  XIII  and 
XIV  to  caucus. 

XI.  NOMINATIONS  OF  OFFICERS: 
The  House  was  declared  open  for 

the  nominations  for  the  position  of 
PRESIDENT-ELECT  (One-year  term 
of  office). 

C.  Riley  Strong,  MD,  El  Reno, 
was  nominated  by  Francis  W.  Hol- 
lingsworth, MD,  El  Reno. 
Nominations  were  declared  closed. 
Nominations  were  declared  open 
for  the  position  of  VICE-PRESI- 
DENT (1-year  term  of  office). 

Robert  J.  Hogue,  Jr.,  MD,  Guth- 
rie, was  nominated  by  M.  Joe  Cros- 
thwait,  MD,  Midwest  City. 
Nominations  were  declared  closed. 
Nominations  were  declared  open 
for  the  position  of  SPEAKER  OF 
THE  HOUSE  OF  DELEGATES  (2- 
year  term) 

Roger  J.  Reid , MD.  Ardmore,  was 
nominated  by  Frank  W.  Clark,  MD, 
Ardmore. 

Nominations  were  declared  closed. 
Nominations  were  declared  open 
for  the  position  of  VICE-SPEAKER 
OF  THE  HOUSE  OF  DELEGATES 
(2-year  term) 

S.  N.  Stone,  MD,  Oklahoma  City, 
was  nominated  by  Arthur  F.  Elliott. 
MD,  Oklahoma  City. 

Nominations  were  declared  closed. 
Nominations  were  declared  open 
for  the  position  of  DELEGATE  TO 
THE  AMA,  POSITION  I (2-year 
term). 

Scott  Hendren,  MD,  Oklahoma 
City,  was  nominated  by  Arthur  F. 
Elliott,  MD,  Oklahoma  City. 
Nominations  were  declared  closed. 
Nominations  were  declared  open 
for  the  position  of  ALTERNATE 
DELEGATE  TO  THE  AMA,  POSI- 
TION I (2-year  term). 

Rex  E.  Kenyon,  MD,  Oklahoma 
City,  was  nominated  by  Arthur  F. 
Elliott,  MD,  Oklahoma  City. 
Nominations  were  declared  closed. 
Nominations  were  declared  open 
for  the  position  of  DELEGATE  TO 
THE  AMA,  POSITION  II  (2-year 
term). 


Harlan  Thomas,  MD,  Tulsa,  was 
nominated  by  Robert  M.  Shepard, 
Jr.,  MD,  Tulsa. 

Nominations  were  declared  closed. 

Nominations  were  declared  open 
for  the  position  of  ALTERNATE 
DELEGATE  TO  THE  AMA,  POSI- 
TION II  (2-year  term). 

Orange  M.  Welbom,  MD,  Ada,  was 
nominated  by  Pontotoc  County  Med- 
ical Society. 

Nominations  were  declared  closed. 

XII.  NOMINATIONS  OF  TRUSTEES 
AND  ALTERNATE  TRUSTEES: 

Nominations  were  declared  open 
for  TRUSTEE  AND  ALTERNATE 
TRUSTEE  for  the  following  Trustee 
Districts  (3-year  term  of  office): 
DISTRICT  XI: 

Reporting  on  the  Caucus  of  repre- 
sentatives from  District  XI,  the  fol- 
lowing nominations  were  made: 

Thomas  E.  Rhea,  MD,  Idabel,  was 
nominated  for  the  position  of  Trus- 
tee and  Bill  E.  Woodruff,  MD,  Hugo, 
was  nominated  for  the  position  of 
Alternate  Trustee. 

DISTRICT  XII. 

Orange  M.  Welbom,  MD,  Ada, 
nominated  Frank  W.  Clark,  MD,  Ard- 
mo:e  for  the  position  of  Trustee  and 
Clai  :nce  P.  Taylor,  MD,  Ada,  for 
the  position  of  Alternate  Trustee. 
DISTRICT  XIII. 

Paul  N.  Vann,  MD,  Lawton,  was 
nominated  for  the  position  of  Trus- 
tee and  A.  C.  Roberson,  MD,  Ana- 
darko.  was  nominated  for  the  posi- 
tion of  Alternate  Trustee. 

DISTRICT  XIV. 

Fred  W.  tellers,  MD,  Mangum,  was 
nominated  for  the  position  of  Trus- 
tee and  Lowell  N.  Templer,  MD, 
Altus,  was  nomma‘ed  for  the  position 
of  Alternate  Trustee. 

XIII.  REPORT  OF  THE  PRESI- 
DENT: 

Doctor  Lucien  M.  Pascucci  gave 
his  report  and  it  was  referred  to 
Reference  Committee  No.  I.  (A  copy 
of  the  report  is  attached  and  made 
a part  of  the  minutes.) 

XIV.  REPORT  OF  THE  BOARD  OF 
TRUSTEES: 

C.  Riley  Strong,  MD,  Chairman. 
Board  of  Trustees,  stated  that  .'11 
relevant  information  is  included  n 
the  Board  of  Trustees  Report  and  th  > 
Board’s  Supplemental  Report.  Botn 
reports  were  referred  to  Refer- 
ence Committee  No.  I.  (Copies  of  the 
reports  are  attached  and  made  a 
part  of  the  minutes.) 

XV.  REPORT  OF  THE  SECRE- 
TARY-TREASURER: 

Haven  W.  Mankin,  MD,  Secretary- 


Treasurer,  reviewed  his  report  and 
it  was  referred  to  Reference  Com- 
mittee No.  I.  (A  copy  of  the  re- 
port is  attached  and  made  a part  of 
the  minutes.) 

XVI.  COUNCIL  AND  COMMITTEE 
REPORTS: 

The  Speaker  stated  that  the  House 
of  Delegates  received  the  following 
reports  and  they  are  referred  to  the 
designated  reference  committees. 
(Copies  of  the  reports  are  attached 
and  made  a part  of  the  minutes.) 
Committee  on  Planning,  Ed  L.  Cal- 
hoon,  MD,  Chairman,  referred  to 
Reference  Committee  No.  I. 

Annual  Meeting  Committee,  John  A. 
Blaschke,  MD,  Chairman,  referred 
to  Reference  Committee  No.  II. 
Financial  Aid  to  Education  Commit- 
tee, Ed  L.  Calhoon,  MD,  Chairman, 
referred  to  Reference  Committee 
No.  I. 

Medical  School  Liaison  Committee, 
Harold  W.  Calhoon,  MD,  Chairman, 
referred  to  Reference  Committee 
No.  III. 

Constitution  and  Bylaws  Committee, 
George  H.  Garrison,  MD,  Chair- 
man, referred  to  Reference  Com- 
mittee No.  I. 

Council  on  Insurance,  C.  Alton 
Brown,  MD,  Chairman,  referred  to 
Reference  Committee  No.  IV. 
Council  on  Professional  Education, 
Robert  J.  Hogue,  Jr.,  MD,  Chair- 
man, referred  to  Reference  Com- 
mittee No.  II, 

Council  on  Professional  and  Inter- 
vocational  Relations,  Orange  M. 
Welborn,  MD,  Chairman,  referred 
to  Reference  Committee  No.  III. 
Council  on  Public  Health,  Hayden  H. 
Donahue,  MD,  Chairman,  referred 
to  Reference  Committee  No.  IV. 
Council  on  Public  Policy,  Rex  E. 
Kenyon,  MD,  Chairman,  referred 
to  Reference  Committee  No.  II. 
Council  on  Socio-Economic  Activi- 
ties, B.  C.  Chatham,  MD,  Chair- 
man, referred  to  Reference  Com- 
mittee No.  III. 

Council  on  Rural  Health,  William  C. 
McCurdy,  MD,  Chairman,  referred 
to  Reference  Committee  No.  II. 
Resolution  No.  13  Committee  of  1971, 
Howard  B.  Keith,  MD,  Chairman, 
referred  to  Reference  Committee 
No.  III. 

XVII.  INTRODUCTION  OF  RESO- 
LUTIONS: 

The  Speaker  announced  that  Reso- 
lutions Numbers  1 through  17  would 
be  introduced  by  “Title  and  Re- 
solve,” referred  to  the  appropriate 
reference  committee  and  acted  upon 
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in  the  Closing  Session  of  the  House 

of  Delegates: 

Resolution  No.  1,  entitled  “Volun- 
tary AMA  Membership”  was  intro- 
duced by  Custer  County  Medical 
Society,  and  was  referred  to  Ref- 
erence Committee  No.  I. 

Resolution  No.  2,  entitled  “Voluntary 
Medical  Society  Membership”  was 
introduced  by  Kingfisher  County 
Medical  Society,  and  was  referred 
to  Reference  Committee  No.  I. 

Resolution  No.  3,  entitled  “Voluntary 
Medical  Society  Membership”  was 
introduced  by  Logan  County  Medi- 
cal Society,  and  was  referred  to 
Reference  Committee  No.  I. 

Resolution  No.  4,  entitled  “Quality 
Medical  Care”  was  introduced  by 
Logan  County  Medical  Society,  and 
was  referred  to  Reference  Commit- 
tee No.  II. 

Resolution  No.  5,  entitled  “Quality 
Medical  Care”  was  introduced  by 
Kingfisher  County  Medical  Socie- 
ty, and  was  referred  to  Reference 
Committee  No.  II. 

Resolution  No.  6,  entitled  “Limitation 
of  Peer  Review”  was  introduced 
by  Logan  County  Medical  Society, 
and  was  referred  to  Reference 
Committee  No.  III. 

Resolution  No.  7,  entitled  “Limita- 
tion of  Peer  Review”  was  intro- 
duced by  Kingfisher  County  Medi- 
cal Society,  and  was  referred  to 
Reference  Committee  No.  III. 

Resolution  No.  8,  entitled  “Encour- 
agement of  sound  patient-physi- 
cian contract”  was  introduced  by 
Logan  County  Medical  Society,  and 
was  referred  to  Reference  Commit- 
tee No.  III. 

Resolution  No.  9,  entitled,  “Encour- 
agement of  sound  patient-physi- 
cian contract”  was  introduced  by 
Kingfisher  County  Medical  Socie- 
ty, and  was  referred  to  Reference 
Committee  No.  III. 

Resolution  No.  10,  entitled,  “Stand- 
ardization of  Student  Physical  Ex- 
amination” was  introduced  by 
Pittsburg  County  Medical  Socie- 
ty, and  was  referred  to  Reference 
Committee  No.  IV. 

Resolution  No.  11,  entitled  “Financial 
Support  for  the  Oklahoma  Health 
Science  Center”  was  introduced  by 
the  Medical  School  Liason  Com- 
mittee and  the  Oklahoma  Society  of 
Internal  Medicine,  and  was  referred 
to  Reference  Committee  No.  I. 

Resolution  No.  12,  entitled  “Direct 
Billing”  was  introduced  by  Robert 
J.  Hogue,  Jr.,  MD,  and  was  re- 


ferred to  Reference  Committee 
No.  III. 

Resolution  No.  13,  entitled  “OSMA 
Position  on  Abortion”  was  intro- 
duced by  the  OSMA  Legislative 
Committee  and  was  referred  to 
Reference  Committee  No.  II. 
Resolution  No.  14,  entitled  “Physi- 
cian-Patient Relationship”  was  in- 
troduced by  M.  Joe  Crosthwait, 
MD,  and  Arnold  G.  Nelson,  MD, 
and  was  referred  to  Reference 
Committee  No.  III. 

Resolution  No.  15,  entitled  “Training 
and  Certification  in  Nuclear  Medi- 
cine” was  introduced  by  Tulsa 
County  Medical  Society,  and  was 
referred  to  Reference  Committee 
No.  II. 

Resolution  No.  16,  entitled  “T  h e 
Budgetary  Crises  at  the  University 
of  Oklahoma  Health  Sciences  Cen- 
ter” was  introduced  by  the  Board 
of  Directors,  Oklahoma  County 
Medical  Society,  and  was  referred 
to  Reference  Committee  No.  III. 
Resolution  No.  17,  entitled  “Physi- 
cian-Patient Relationship”  was  in- 
troduced by  M.  Joe  Crosthwait, 
MD,  and  Arnold  G.  Nelson,  MD, 
and  was  referred  to  Reference 
Committee  No.  III. 

Reference  Committee  Meetings: 

The  Speaker  urged  all  members  of 
the  OSMA  to  attend  the  Reference 
Committee  Hearings,  and  announced 
the  following  meeting  areas  in  the 
Skirvin  Hotel: 

Reference  Committee  I — Executive 
Suite 

Reference  Committee  II  — Balinese 
Room 

Reference  Committee  III  — Crystal 
Room 

Reference  Committee  IV — Regency 
Room 

XVIII.  NECROLOGY  REPORT: 

The  Vice-Speaker,  S.  N.  Stone, 
MD,  read  the  Necrology  Report.  (A 
copy  of  the  report  is  attached  and 
made  a part  of  the  minutes.) 

XIX.  ADJOURNMENT  OF  OPEN- 
ING SESSION: 

The  Opening  Session  of  the  House 
of  Delegates  was  adjourned  at  10:45 
a.m. 

Necrology  Report 

W.  Julien  Bahr,  MD,  Oklahoma  City 
William  L.  Bonham,  MD,  Oklahoma 
City 

Alfred  H.  Bungardt,  Sr.,  MD,  Cordell 
James  T.  Colwick,  MD,  Durant 
Thomas  B.  Coulter,  MD,  Tulsa 
Thomas  H.  Davis,  MD,  Tulsa 
Robert  H.  Delafield,  MD,  Norman 


Davy  L.  Garrett,  MD,  Tulsa 
Robert  W.  Geyer,  Jr.,  MD,  Oklaho- 
ma City 

Virgil  R.  Hamble,  MD,  Enid 
Robert  H.  Johnson,  MD,  Tulsa 
Cecil  W.  Lemon,  MD,  Durant 
Clyde  F.  Loy,  MD,  Oklahoma  City 
Tracey  H.  McCarley,  MD,  McAlester 
Donald  W.  McCauley,  MD,  Muskogee 
Ralph  A.  McGill,  MD,  Tulsa 
Garland  Y.  McKinney,  MD,  Henry- 
etta 

James  M.  McMillan,  MD,  Vinita 
James  C.  Peden,  Sr.,  MD,  Olivette, 
Missouri 

Fred  T.  Perry,  MD,  Watonga 
Bedford  F.  Peterson,  MD,  Vinita 
James  R.  Reed,  MD,  Oklahoma  City 
Richard  A.  Storts,  MD,  Muskogee 
Irene  0.  Thomas,  MD,  Tulsa 
Roxie  A.  Weber,  MD,  Stillwater 
CLOSING  SESSION 

I.  CALL  TO  ORDER: 

The  Closing  Session  of  the  66th 
Annual  Meeting  of  the  House  of  Dele- 
gates was  called  to  order  by  the 
Speaker,  Roger  J.  Reid,  MD,  at  7:30 
p.m.,  May  18th,  1972,  in  the  Skirvin 
Hotel,  Oklahoma  City,  Oklahoma. 

II.  REPORT  OF  THE  CREDEN- 
TIALS COMMITTEE: 

Ann  Kent,  MD,  Chairman  of  the 
Credentials  Committee,  announced  a 
quorum  present. 

III.  INTRODUCTION  OF  GUESTS: 
Mr.  Ralph  Guild,  President,  OU 

Chapter  of  the  Student  AMA,  brought 
greetings  to  the  House  of  Delegates. 
He  commended  the  association  for 
the  support  received. 

Doctor  Roger  Reid  introduced  Fran- 
cis Oakes,  MD,  Oklahoma  City  Candi- 
date; House  Seat  84. 

Doctor  Reid  announced  the  Tellers: 
John  X.  Blender,  MD,  Cherokee, 
Chairman 

Homer  D.  Hardy,  Jr.,  MD,  Tulsa 
Arthur  F.  Elliott,  MD,  Oklahoma 
City 

David  C.  Ramsay,  MD,  Ada 
Elvin  M.  Amen,  MD,  Bartlesville 

IV.  REPORTS  OF  REFERENCE 
COMMITTEES: 

All  reports  considered  by  the  House 
of  Delegates  are  attached  and  ap- 
proved and  made  a part  of  these 
minutes. 

Report  of  Reference  Committee  No. 

I 

Presented  by  Ed  L.  Calhoon,  MD, 
Beaver,  Chairman. 

Mr.  Speaker,  Members  of  the 
House  of  Delegates,  your  reference 
committee  gave  careful  consideration 
to  the  items  referred  to  it  and  makes 
the  following  recommendations: 
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Item  I:  President’s  Message: 

Your  committee  recommends  ap- 
proval of  this  report  and  on  behalf 
of  the  entire  medical  association,  the 
committee  extends  its  sincere  ap- 
preciation for  the  splendid  repre- 
sentation provided  by  Doctor  Pascuc- 
ci  during  his  term  of  office.  This 
is  especially  important  since  Doctor 
Pascucci  fulfilled  his  duties  despite 
serious  illness. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Item  II:  Board  of  Trustees  Report: 

The  reference  committee  approv- 
ed the  Report  of  the  Board  of  Trus- 
tees and  it  approves  the  supplemen- 
tal report  of  the  Board  of  Trustees, 
with  the  exception  that  Doctor  Neu- 
mon  D.  Johnson,  MD.  of  Tulsa,  be  re- 
moved as  a candidate  for  Life  Mem- 
bership. 

With  reference  to  Resolution  No. 
11,  the  reference  committee  endorses 
this  resolution.  In  addition,  testimo- 
ny was  received  from  Robert  M. 
Shepard,  Jr.,  MD,  President  of  the 
Tulsa  County  Medical  Society,  re- 
garding this  resolution  and  the  issue 
of  funding  the  Oklahoma  Health  Sci- 
ences Center.  He  also  reported  on  the 
problem  of  the  state  of  Oklahoma’s 
capability  of  financing  the  Univer- 
sity of  Oklahoma  College  of  Medicine, 
a branch  school  in  Tulsa  and  a sep- 
arate College  of  Osteopathy. 

The  reference  committee  recom- 
mends that  the  House  of  Delegates 
authorize  the  President  to  immedi- 
ately issue  a memorandum  to  the  en- 
tire membership  of  the  Oklahoma 
State  Medical  Association  in  support 
of  a branch  school  of  the  Univer- 
sity of  Oklahoma  School  of  Medicine 
as  opposed  to  a college  of  osteo- 
pathy. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Item  III:  Report  of  the  Secretary- 

Treasurer: 

Your  committee  recommends  ap- 
proval of  this  report.  However,  from 
reviewing  this  report,  the  Report  of 
the  President,  the  Report  of  the  An- 
nual Meeting  Committee,  and  other 
reports  recommends  that  the  House 
of  Delegates  must  contemplate  a dues 
increase  in  1973. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  motion 
was  seconded  and  it  carried. 


Item  IV:  Report  of  the  Planning 
Committee: 

The  reference  committee  recom- 
mends that  the  Report  of  the  Plan- 
ning Committee  be  accepted,  with  the 
exception  that  the  committee  rec- 
ommends that  practicing  physicians 
be  selected  on  a geographic  (or  state- 
wide) basis  as  representatives  on  the 
medical  school  admissions  commit- 
tee. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  motion 
was  seconded  and  it  carried. 

Item  V:  Report  of  the  Constitution 

and  Bylaws  Committee: 

Your  committee  recommends  the 
acceptance  of  this  report,  pending 
our  recommendation  on  the  next 
item. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Item  VI:  Resolutions  Nos.  I,  II,  and 

III 

The  resolutions  were  combined 
in  the  committee  discussion  because 
they  all  related  to  the  question  of 
voluntary  AMA  dues  as  opposed  to 
compulsory  AMA  dues.  Much  testi- 
mony was  taken,  but  the  authors  of 
the  resolutions  were  notable  by  their 
absence.  Some  speakers  thought 
strongly  that  membership  in  the 
AMA  should  be  on  a voluntary  basis, 
while  others  pointed  out  that  in  this 
critical  era  the  AMA  should  be  made 
stronger,  not  weaker.  Regardless  of 
criticism  that  has  been  leveled 
against  certain  aspects  of  AMA  op- 
erations, the  fact  remains  that  the 
AMA  represents  the  best  single  voice 
for  the  medical  profession  in  the 
nation.  Moreover,  Oklahoma’s  three 
delegates  to  the  AMA  wield  influence 
disportionate  to  the  number  of  phy- 
sicians practicing  in  the  state.  The 
passage  of  these  resolutions  could 
cost  the  OSMA  at  least  one  delegate 
and  perhaps  two.  The  majority  of 
the  committee  feels  that  such  action 
at  this  time  is  unwarranted  and 
unwise.  The  committee’s  vote  re- 
garding these  resolutions  was  split: 
four  members  of  the  committee  voted 
against  the  resolutions,  one  voted  in 
favor  of  the  resolutions  and  one  mem- 
ber abstained.  Therefore,  your  com- 
mittee recommends  that  Resolutions 
I,  II  and  III  not  be  adopted. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  motion 
was  seconded  and  it  carried. 

Item  VII:  Financial  Aid  to  Educa- 
tion Committee: 


Your  committee  recommends  the 
approval  of  the  report. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Item  VIII:  Resolution  No.  11: 

Your  Committee  also  considered 
Resolution  No.  11  and  enthusiastical- 
ly recommends  its  adoption. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 

Mr.  Speaker,  I move  adoption  of 
this  report  as  a whole.  The  motion 
was  seconded  and  it  carried. 
Report  of  Reference  Committee  No. 

II. 

Presented  by:  Harlan  Thomas,  MD, 
Tulsa,  Chairman. 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates,  your  reference 
committee  gave  careful  considera- 
tion to  the  items  referred  to  it  and 
makes  the  following  report: 

Item  I:  Report  of  the  Annual  Meet- 
ing Committee: 

The  reference  committee  would 
like  to  commend  the  Annual  Meet- 
ing Committee  for  their  tireless  ef- 
forts in  producing  the  66th  Conven- 
tion for  Oklahoma  physicians. 

In  reference  to  the  questions  raised 
by  the  committee  chairman,  vour  ref- 
erence committee  recommends : 

1.  That  the  Oklahoma  State  Medi- 
cal Association  continue  annual  meet- 
ings in  its  present  format  and  that 
the  association  be  prepared  to  sub- 
sidize this  meeting  if  necessary. 

2.  That  the  Board  of  Trustees  ap- 
point a committee  to  work  with  the 
Oklahoma  City  Clinical  Society  and 
the  Oklahoma  Academy  of  Family 
Physicians  to  determine  the  feasibili- 
ty of  a conjoint  meeting. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  II:  Report  of  the  Council  on 

Professional  Education: 

The  committee  was  impressed  with 
the  work  of  the  Council  on  Profes 
sional  Education  and  recommends 
the  approval  of  this  report. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Item  III:  Report  of  the  Council  on 
Public  Policy: 

Mr.  Speaker,  '-our  committee  con- 
sidered this  report  by  section. 

Your  reference  committee  is  aware 
of  the  many  influences  at  the  na- 
tional level  affecting  the  practice 
of  medicine.  We  are  cognizant  of  the 
efforts  of  the  council  and  commend 
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them  for  their  diligence.  We  recom- 
mend that  the  report  of  the  council 
be  received  for  informational  pur- 
poses. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Section  2:  State  Legislative  Commit- 
tee 

Mr.  Speaker,  your  reference  com- 
mittee would  like  to  congratulate  the 
members  of  the  State  Legislative 
Committee  for  their  tremendous 
work  on  the  association’s  behalf  at 
the  State  capitol.  The  report  contains 
six  recommendations  which  we  con- 
sidered individually. 

Recommendation  1.  Your  commit- 
tee recommends  a slight  editorial 
change  “The  Legislative  Executive 
Committee  be  abolished  and  the  size 
of  the  Legislative  Committee  be  re- 
duced to  10  or  12  members  who  will 
meet  regularly  as  necessary  during 
the  legislative  session.” 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 

Recommendation  2.  We  recommend 
that  recommendation  No.  2 be  word- 
ed as  follows,  “That  the  committee 
be  authorized,  when  appropriate,  to 
invite  special  guests,  county  society 
officials  and  others,  to  participate  in 
the  deliberations  of  the  committee 
and  when  necessary  hold  meetings 
outside  Oklahoma  City  where  other 
OSMA  members  can  attend. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 

Recommendation  3.  Your  reference 
committee  recommends  the  adoption 
of  this  recommendation  as  written. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 

Recommendation  4.  Mr.  Speaker, 
your  committee  deferred  action  on 
recommendation  No.  4 in  order  that 
it  might  be  considered  with  Resolu- 
tion No.  13. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 

Recommendations  5 and  6.  Your 
committee  recommends  the  adoption 
of  these  recommendations  as  written. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  it  carried. 
Section  3:  Public  Relations  Commit- 
tee 

The  reference  committee  com- 
mends the  Public  Relations  Commit- 


tee for  their  work  throughout  the 
year  and  recommends  that  this  re- 
port be  approved. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Section  4:  Medical  Heritage  Commit- 
tee 

Your  reference  committee  is  im- 
pressed with  the  work  of  the  mem- 
bers of  this  committee  in  preserving 
the  medical  heritage  of  our  state. 
We  would  like  to  draw  special  em- 
phasis to  the  committee’s  recom- 
mendations. . . the  OSMA  House 
of  Delegates  urge  and  encourage  all 
Oklahoma  physicians  to  seek  out  and 
preserve,  as  best  they  can,  the  arti- 
facts and  manuscripts  that  best  de- 
pict the  medical  history  of  this  state. 
Members  obtaining  such  material 
should  notify  the  Medical  Heritage 
Committee  of  its  existence  and  loca- 
tion.” 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Item  IV:  Report  of  the  Council  on 

Rural  Health: 

Mr.  Speaker,  Chairman  William  C. 
McCurdy,  Jr.,  MD,  and  his  council 
members  have  done  an  outstanding 
job  in  analyzing  the  problems  in  pro- 
viding adequate  health  care  to  the 
citizens  of  rural  Oklahoma.  The  rec- 
ommendations in  his  report  are  the 
result  of  three  years  of  intensive 
study.  Your  committee  carefully  con- 
sidered these  recommendations  and 
would  urge  that  each  member  of  this 
House  of  Delegates  become  fa- 
miliar with  and  work  toward  the  im- 
plementation of  the  recommenda- 
tions. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Item  V:  Resolutions  4 and  5: 

Mr.  Speaker,  because  of  the  simi- 
larity of  Resolutions  Nos.  4 and  5,  they 
were  considered  conjointly.  Your  ref- 
erence committee  is  aware  of  the 
concern  of  Oklahoma  physicians 
about  the  expansion  of  government 
health  programs;  we  are  also  aware 
that  there  is  no  verifiable  or  demon- 
strated need  for  many  health  subsi- 
dies, however,  the  Oklahoma  State 
Medical  Association’s  Board  of  Trus- 
tees and  the  American  Medical  As- 
sociation have  supported  public  sup- 
port of  health  education  and  other 
programs  when  it  was  in  the  best  in- 
terest of  quality  medical  care  and 
have  requested  the  Oklahoma  Con- 


gressional delegation  to  endorse 
AMA’s  Medicredit  proposal.  The  re- 
solve of  Resolutions  Nos.  4 and  5 
would  be  contrary  to  previous  policies 
set  by  this  association.  We  therefore 
recommend  that  these  resolutions  not 
be  adopted. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Item  VI:  Resolution  No.  13  and  Rec- 
ommendation No.  4,  Page  8,  of  the 
Legislative  Committee  Report: 
Since  the  subject  of  the  resolu- 
tion and  the  recommendation  dealt 
with  the  OSMA’s  position  on  abortion, 
your  reference  committee  consider- 
ed these  together. 

Mr.  Speaker,  your  reference  com- 
mittee recommends  that  Resolution 
No.  13  Committee  of  1971  not  be 
adopted  and  that  the  following  rec- 
ommendations be  substituted  for 
recommendation  No.  4 of  the  Legis- 
lative Committee  Report. 

1.  That  the  OSMA  Board  of  Trus- 
tees develop  a survey  form  to  be 
submitted  to  the  association’s  mem- 
bers inquiring  of  their  attitude  on 
abortion;  that  the  survey  include  a 
question  regarding  the  specialty 
practiced  by  the  respondent  and  his 
opinion  as  to  whether  or  not  the 
Oklahoma  State  Medical  Association 
should  take  a position  on  the  abor- 
tion question. 

2.  That  the  results  of  this  survey, 
when  tabulated,  be  furnished  to 
OSMA  members,  the  legislature,  and 
the  public. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried 
as  amended. 

Item  VII:  Resolution  15: 

Mr.  Speaker,  we  recommend  the 
adoption  of  Resolution  15. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 

Mr.  Speaker,  I move  the  adoption 
of  this  report  as  a whole.  The  mo- 
tion was  seconded  and  it  carried. 
Report  of  Reference  Committee  No. 
Ill 

Presented  by  John  A.  McIntyre, 
MD,  Enid,  Chairman. 

Mr.  Speaker,  Members  of  the 
House  of  Delegates,  your  reference 
committee  gave  careful  considera- 
tion to  the  items  referred  to  it  and 
makes  the  following  recommenda- 
tions : 

Item  I:  Report  of  the  Council  on  So- 
cio-Economic Activities: 
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news 

Your  committee  recommends  ap- 
proval of  this  report  in  its  entirety. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Item  II:  Report  of  the  Council  on 
Professional  and  Intervocational 
Relations: 

Your  committee  recommends  ap- 
proval of  the  entire  report  with  the 
following  amendment:  On  page  14  un- 
der Item  II  strike  the  following,  “in 
view  of  the  possible  creation  of  a 
school  of  osteopathy  in  the  Tulsa 
area”  and  then  capitalize  “It”  to 
make  that  word  the  start  of  the  sen- 
tence. 

Your  committee  felt  that  this  refer- 
ence to  the  osteopathic  school  was 
extraneous. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Item  III:  Report  of  Medical  Center 
Liaison  Committee: 

Your  committee  recommends  ap- 
proval of  the  entire  report. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Item  IV:  Report  of  Resolution  No.  13 
Committee  of  1971: 

Your  committee  recommends  ap- 
proval of  this  report. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Item  V:  Resolutions  No.  6 and  7: 
Due  to  the  similarities  of  these  two 
resolutions,  your  committee  consid- 
ered them  both  at  the  same  time, 
and  recommends  that  they  not  be 
adopted. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Item  VI:  Resolutions  Nos.  8,  9 and  12: 
Your  committee  considered  all 
three  resolutions  together  and  rec- 
ommends that  resolution  No.  8 be 
adopted  with  the  following  amend- 
ment: The  first  resolve  should  be  re- 
written as  follows,  “Be  it  resolved 
that  the  Oklahoma  State  Medical  As- 
sociation reaffirm  its  previous  poli- 
cy of  urging  all  physicians  in  Okla- 
homa to  refuse  assignments  from 
third  party  payors  and  to  negotiate 
direct  personal  contracts  with  pa- 
tients that  will  properly  serve  their 
medical  needs.”  The  second  resolve 
should  be  retained  as  written. 

Mr.  Speaker,  I move  adoption  of 


this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Item  VII:  Resolution  No.  14: 

Your  committee  feels  that  this  res- 
olution has  merit  and  agrees  with 
the  philosophy  expressed  in  it.  How- 
ever, its  implementation  as  written 
would  create  enumerable  problems. 

Therefore,  your  committee  recom- 
mends that  the  resolution  be  ta- 
bled and  that  its  authors  be  asked 
to  redraft  it  for  future  considera- 
tion by  this  House  of  Delegates. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  adopted  as  amended. 

Item  VIII:  Resolution  No.  16: 

Your  committee  recommends  the 
adoption  of  this  resolution  with  its 
resolves  to  be  amended  as  follows: 
“NOW  THEREFORE  BE  IT  RE- 
SOLVED, that  Governor  Hall  be  com- 
mended and  supported  for  his  decla- 
ration of  intent  to  maintain  Children’s 
Memorial  Hospital  Inpatient  services 
and  maintain  Emergency  Room 
Services  at  the  Health  Sciences  Cen- 
ter, and 

BE  IT  FURTHER  RESOLVED, 
that  the  Legislature  of  the  State  of 
Oklahoma  and  its  citizens  be  encour- 
aged to  join  the  Oklahoma  State 
Medical  Association  in  support  of  the 
Health  Sciences  Center  in  this  crisis 
in  order  to  maintain  the  high  quality 
of  medical  education  and  medical 
care  that  has  been  carried  out  in 
the  past.” 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Item  IX:  Resolution  No.  17: 

Your  committee  recommends  that 
this  resolution  not  be  adopted. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 

Mr.  Speaker,  I move  adoption  of 
this  report  as  a whole.  The  motion 
was  seconded  and  it  carried. 

Report  of  Reference  Committee  No. 

IV: 

Presented  by  Francis  R.  First, 
MD,  Checotah,  Chairman. 

Mr.  Speaker,  and  members  of  the 
House  of  Delegates,  your  reference 
committee  gave  careful  consideration 
to  the  items  referred  to  it  and  makes 
the  following  report: 

Item  I:  Council  on  Insurance: 

Your  committee  recommends  the 
approval  of  this  report. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 


Item  II:  Council  on  Public  Health: 
Section  1.  Council  Activities 

A.  MAST  — Military  Assistance  to 
Safety  and  Traffic 

Your  committee  recommends  the 
approval  of  this  report. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 

B.  Emergency  Medical  Services 
Your  committee  recommends  ap- 
proval of  this  report. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 

C.  Venereal  Disease  Projects 
Your  committee  recommends  the 

approval  of  this  report. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 

D.  National  Health  Service  Corps 
Your  committee  recommends  the 

approval  of  this  report. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 

E.  Review  of  Medical  Services  in 
Correctional  Institutions 

Your  committee  recommends  the 
approval  of  this  report. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 

F.  Alcoholism  and  Intoxication 
Treatment 

Your  committee  recommends  the 
approval  of  this  report. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 

G.  Health  Education  Curriculum 
Your  committee  recommends  the 

approval  of  this  report. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  motion 
was  seconded  and  it  carried. 

Section  II.  Committee  on  Alcoholism 
and  Drug  Abuse 

Your  committee  recommends  the 
approval  of  this  report. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Section  III.  Disease  Screening 
Your  committee  recommends  the 
approval  of  this  report. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Section  IV.  Immunization  Committee 
Your  committee  recommends  the 
approval  of  this  report. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
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tion  was  seconded  and  it  carried. 
Section  V.  Committee  on  Laboratory 

Quality 

Your  committee  recommends  the 
approval  of  this  report. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 
Item  III.  Resolution  No.  10 

Your  committee  recommends  ap- 
proval of  this  resolution. 

Mr.  Speaker,  I move  adoption  of 
this  portion  of  the  report.  The  mo- 
tion was  seconded  and  it  carried. 

Mr.  Speaker,  I move  adoption  of 
the  report  as  a whole.  The  motion 
was  seconded  and  it  carried. 

Doctor  Carpenter  asked  to  make  an 
addition  to  Item  VI,  Resolution  No. 
13  and  Recommendation  No.  4 of  the 
Legislative  Report. 

Doctor  Carpenter  asked  to  make 
an  addition  to  Item  VI.  Resolution 
No.  13  and  Recommendation  No.  4 
of  the  Legislative  Report. 

Doctor  Carpenter  moved  that  a 
question  be  added  to  the  questionnaire 
requesting  the  doctor’s  opinion  on 
the  delivery  of  contraceptive  services 
to  sexually  active  minors  without 
their  parent’s  consent.  The  motion 
was  seconded  and  it  carried. 

Doctor  Robert  J.  Hogue  made  a 
motion  that  this  information  should 
not  be  made  available  to  the  legis- 
lature or  the  public  until  the  associa- 
tion takes  a stand.  The  motion  was 
seconded  but  it  was  defeated. 

Doctor  M.  Joe  Crosthwait  made  a 
motion  to  amend  paragraphs  6 and 
8 of  Item  VII,  Resolution  No.  14  as 
follows : 

WHEREAS,  this  has  resulted  in  the 
development  of  controls  in  which 
unskilled  agents  of  third  parties,  in- 
deed in  many  instances,  file  clerks, 
making  medical  decisions  for  our  pa- 
tients superceding  in  some  instances 
the  decisions  of  the  physician  and 
certainly  interfering  with  the  un- 
encumbered decision  of  the  physi- 
cian, and 

NOW  THEREFORE  BE  IT  RE- 
SOLVED, that  the  physicians  of  the 
state  be  encouraged  at  once  to  no- 
tify their  patients  that  all  relation- 
ships between  physicians  and  third 
parties  will  cease  except  for  the 
State  Medical  Care  Program  of  the 
State  Welfare  Department;  that  a ba- 
sic contractual  agreement  exists  be- 
tween the  patient  and  his  physician, 
the  physician  being  responsible  to  the 
patient,  the  patient  being  responsi- 
ble to  the  physician,  and  that  in  the 


patients’  best  interest  no  third  party 
must  be  allowed  to  come  between  a 
patient  and  his  doctor  and  no  direct 
relationship  between  a physician  and 
any  third  party  will  be  recognized, 
and  . . . 

The  motion  to  accept  the  amend- 
ments to  Resolution  14  was  second- 
ed and  it  carried. 

V.  NEW  BUSINESS 

There  was  no  new  business. 

V/.  ADJOURNMENT 

The  66th  annual  meeting  of  the 
House  of  Delegates  was  adjourned 
at  9:15  p.m. 

Recorded  by  Betty  McFarland 

Report  of  the 
PRESIDENT 
(APPROVED) 

Mr.  Speaker,  fellow  delegates  and 
physicians  and  guests.  A little  over 
one  year  ago  I took  office  and  short- 
ly thereafter  became  ill  ana  incapac- 
itated for  a period  of  two  months. 
Your  headquarters  office  staff  of  Don 
Blair,  Dave  Bickham  and  Edward 
Kelsay  conducted  our  association’s 
a 'fairs  in  an  admirable  manner. 
They  have  continued  to  serve  above 
the  call  of  duty  in  a dedicated  and 
unselfish  manner.  Mere  words  can- 
not express  to  them  my  appreciation 
and  heartfelt  thanks. 

Your  approximately  thirty  com- 
mittees have  been  functioning  in  var- 
ying degrees:  your  Beard  of  Trustees 
has  worked  overtime.  Their  delibera- 
tions have  enabled  our  society  to 
keep  pace  with  the  times.  Time 
will  not  permit  me  to  enumerate  the 
activities  of  all.  Some  deserve  to  be 
mentioned  and  my  apology  is  direct- 
ed to  those  worthy  members  of  other 
committees  who  have  also  been  dili- 
gent. 

As  you  already  heard,  your  An- 
nual Meeting  Committee  has  devel- 
oped an  exciting  format  different 
from  previous  meetings.  Your  time 
will  be  well  spent  by  attending 
as  many  functions  as  possible.  Medi- 
cine’s problems  will  be  discussed  by 
knowledgeable  people  in  their  fields. 
The  OSMA’s  program  speaks  for  it- 
self. 

The  Alcoholism  and  Drug  Abuse 
Committee,  following  a plea  by  the 
President  of  the  United  States  dur- 
ing the  past  summer,  has  con- 
ducted a campaign  largely  responsi- 
ble for  eliminating  the  amphetamine 
prescriptions  in  Oklahoma. 

The  Planning  Committee  initiated 
two  foundations,  both  now  incorporat- 


ed, one  for  Community  Medical  Care 
and  one  for  Peer  Review.  The  first 
makes  foundation  state  society  funds 
contributed  by  you  available  to 
needy  medical  students  who  agree 
to  serve  a rural  area  as  general  prac- 
titioners with  a foregiveness  fea- 
ture attached.  To  date,  several  med- 
ical students  are  recipients  of  these 
loans.  The  second  is  ready  to  be  ac- 
tivated when  and  if  the  Bennett 
Amendment  to  HR  1 is  voted  into 
law.  We  reluctantly  go  along  with 
bureaucracy’s  version  (PSRO>  of 
peer  review  but  we  hardly  have  any 
choice. 

Your  Medical  Center  Liaison  Com- 
mittee has  been  establishing  better 
communications  and  rapport  with  the 
representatives  of  the  medical  school, 
who  have  demonstrated  a desire  to 
cooperate  with  us  in  the  solution  of 
problems  of  mutual  interest.  We  as 
a state  association  now  have  an  op- 
portunity to  them  in  a serious  finan- 
cial crisis  which  has  recently  come 
to  light.  We  should  have  more  input 
into  the  affairs  of  the  medical  school. 

Your  Medical  Insurance  Review 
Committee  continues  to  labor  hard 
and  long  in  claims  review.  Their  rec- 
ommendations have  been  been  ac- 
cepted almost  100%.  The  members  of 
this  committee  and  many  others  who 
volunteer  to  serve  will  have  an  op- 
portunity to  do  so  when  ex- 
panded peer  review  becomes  a re- 
ality. 

The  Legislative  Committee  efforts 
have  been  almost  super-human.  Dave 
Bickham  and  Doctor  Barton  Carl  de- 
serve special  commendation.  Of  17 
bills  enacted  into  law,  14  were  sup- 
ported, by  our  committee,  3 oppos- 
ed. Unfortunately,  opposition  to  two 
chiropractors’  Bills  and  one  osteo- 
pathic Bill  was  unsuccessful.  An  im- 
portant lesson  has  been  learned;  we 
need  more  financial  support,  more 
lobbying  and  more  personal  effort  by 
every  physician  in  our  organiza- 
tion. 

Perhaps  the  one  event  which  has 
disturbed  many  of  us  has  been  the 
climax  to  our  feud  if  it  can  be  so 
called  with  the  Blue  Shield.  Last  De- 
cember we  withdrew  our  associa- 
tion’s official  endorsement  of  the 
Blue  Shield  plan.  Recently,  Blue 
Shield  offered  a UCR  contract  with 
a clause  giving  them  the  final  word 
in  claims  review.  We  objected  quite 
strongly  and  obtained  signatures 
from  more  than  half  of  our  members 
to  volunteer  to  serve  on  our 
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own  foundation  for  peer  review,  thus 
circumventing  at  least  for  the  pres- 
ent Blue  Shield’s  attempt  to  do 
claims  review.  This  has  resulted  in 
Blue  Shield  offering  a different  UCR 
contract.  At  a meeting  of  represent- 
atives from  each  of  our  organizations 
on  April  23rd,  in  an  effort  to  recon- 
cile differences,  nothing  was  ac- 
complished since  Blue  Shield  refused 
to  reconsider  the  composition  of  the 
Blue  Shield  Board.  It  is  difficult  for 
me  to  predict  at  this  moment  what 
will  happen  in  the  future  in  this  re- 
spect. 

Gentlemen,  your  association  is  fi- 
nancially solvent  as  you  have  heard 
from  our  treasurer.  But  there  are 
clouds  in  the  sky.  A loss  is  incurred 
at  each  annual  meeting  of  several 
thousand  dollars.  This  is  due  princi- 
pally to  the  decrease  in  number  of 
exhibitors  from  whom  much  of  our 
income  is  derived.  A better  attend- 
ance would  do  much  to  alleviate  this 
yearly  situation.  Your  state  journal 
will  experience  a rise  of  30  to  40% 
in  production  costs  due  to  an  unusu- 
al situation  of  seven  years  standing 
which  just  came  to  light  recently.  I 
would  add  that  this  has  not  resulted 
from  any  negligence  by  your  associa- 
tion. In  addition,  there  is  a real 
threat  by  the  internal  revenue  ser- 
vice to  tax  our  advertising  income. 
Inflation  rears  its  ugly  head  over  our 
association  as  well.  Changes  will 
have  to  be  considered  which  may  in- 
volve the  format  of  the  journal  and 
of  the  annual  meeting. 

It  is  my  distinct  pleasure  to  remind 
you  of  the  many  worthwhile  activi- 
ties of  the  Woman’s  Auxiliary.  Again, 
these  cannot  be  listed  in  this  report. 
We  need  their  support  and  we  can 
function  more  efficiently  with  it  than 
without  it. 

Having  been  involved  in  medicine 
in  an  official  capacity  for  the  past 
two  years,  I have  formed  opinions, 
right  or  wrong,  which  I would  like 
to  pass  on  to  you  with  your  permis- 
sion. Some  type  of  National  Health 
Legislation  will  be  passed  most  likely 
in  1973.  The  voices  of  the  employers, 
labor,  the  minority,  the  disadvantag- 
ed and  the  retired  and  those  over  65 
as  well  will  continue  to  be  heard.  If 
we  cannot,  as  a profession  do  it 
alone,  then  we  must  participate  in 
the  delivery  of  health  care  that  will 
be  in  the  best  interest  of  all  and  not 
of  the  type  that  is  being  pushed  by 


Senator  Edward  Kennedy  and  labor. 
This  will  not  necessarily  result  from 
an  increase  in  the  number  of  physi- 
cians and  paramedical  personnel. 
Too  many  factors,  principally  socio- 
economic, are  involved.  We  must  be 
ready  for  and  accept  a change  in  our 
traditional  physician-patient  relation- 
ship type  of  practice,  which  I hope 
will  never  become  extinct,  for  when 
this  happens,  the  practice  of  medi- 
cine will  become  just  a chore  rather 
than  a self-satisfying  experience.  The 
development  and  use  of  sophisticated 
electronic  systems  in  our  practice 
already  tend  to  make  medicine  more 
of  a science  and  less  of  an  art.  The 
third  party  payer  is  a fact  of  life.  At 
present,  it  is  estimated  at  75  to  80% 
of  medical  expenses  are  paid  by  third 
parties.  This  will  increase  rather  than 
decrease;  however,  in  spite  of  this, 
a proper  physician-patient  relation- 
ship can  be  sustained. 

If  I am  permitted  to  make  any 
recommendations,  I would  submit 
the  following: 

1.  Become  involved  in  politics  and 
public  relations.  This  I realize  is 
contrary  to  a physician’s  public  im- 
age and  perhaps  might  constitute  her- 
esy, but  I suspect  strongly  that  medi- 
cine as  it  now  exists  will  not  prevail 
unless  this  happens.  Give  more  con- 
sideration to  lobbying.  Support 
OMPAC. 

2.  Strengthen  your  program  for 
public  information.  We  must  present 
our  many  good  points  forcibly  and 
remove  some  of  the  tarnish  that  has 
resulted. 

3.  Be  prepared  to  accept  a greater 
financial  burden  because  if  the  above 
suggestions  are  carried  through  a 
greater  financial  sacrifice  will  be  nec- 
essary. 

In  conclusion,  may  I say  that  I am 
grateful  that  you  have  allowed  me 
to  serve  as  your  president.  I have 
enjoyed  this  past  year  and  hope  that 
I have  been  able  to  contribute  in 
some  small  measure. 

I stand  ready,  as  I am  sure  all  of 
you  are,  to  assist  our  incoming  pres- 
ident, Stanley  McCampbell,  whom  I 
assure  you  will  be  an  aggres- 
sive, capable  and  efficient  leader. 

Report  of  the 
BOARD  OF  TRUSTEES 
(APPROVED) 

Three  meetings  of  the  Board  of 
Trustees  have  been  held  since  the 
last  annual  meeting.  This  report  cov- 
ers the  significant  actions  of  these 


meetings.  Actions  taken  at  the  May 
17th  meeting  will  be  covered  in  the 
accompanying  Supplemental  Report. 

Reportable  actions  taken  at  meet- 
ings held  July  18th,  November  14th 
and  December  12th  are  summarized 
below : 

1.  The  Board  approved  an  annual 
audit  of  the  association’s  accounts  for 
the  fiscal  year  ending  May  31,  1971 
which  revealed  an  operating  surplus 
of  $13,610.  The  net  worth  of  the  as- 
sociation at  the  time  of  audit  was 
$443,484.  Copies  of  the  official  audit 
were  distributed  to  members  of  the 
House  of  Delegates. 

2.  President  Nixon  addressed  the 
American  Medical  Association  in  At- 
lantic City  in  June  . . . calling  for 
organized  medicine  to  assume  an 
even  more  active  role  in  drug  abuse 
legislation  to  further  improve  Amer- 
ica’s health  care  system,  and  to  con- 
tribute as  citizens  toward  strengthen- 
ing the  moral  health  and  character 
of  the  nation.  The  AMA  responded 
immediately  by  placing  a full  page 
ad  in  some  twenty  newspapers  across 
the  country  accepting  the  challenges 
of  the  president.  The  OSMA  delega- 
tion to  the  AMA  was  impressed  with 
the  President’s  message  and  with  the 
AMA’s  timely  response,  and  sought 
by  telephone  the  permission  of  the 
Chairman  of  the  OSMA’s  Board  of 
Trustees  to  place  the  ad  in  the  Daily 
Oklahoman  and  the  Tulsa  World.  The 
Board  of  Trustees  supported  this  ex- 
penditure retroactively. 

3.  Resolution  No.  12  at  the  1971 
annual  meeting  of  the  OSMA  called 
for  the  annual  solicitation  of  $10  con- 
tributions from  the  membership  to 
provide  a fund  to  assist  needy 
medical  students  at  OU.  The  Board 
of  Trustees  authorized  Doctor  David 
Mock,  Associate  Dean  of  Student  Af- 
fairs, to  seek  federal  matching  funds 
to  enlarge  the  resource  available  for 
student  aid.  The  solicitation  from  the 
OSMA  membership  produced  $3,500 
which,  when  matched  federally,  gen- 
erated a total  fund  of  $35,000. 

4.  The  Board  approved  three  reso- 
lutions drafted  by  the  Committee  on 
Planning  for  presentation  to  the 
House  of  Delegates  of  the  American 
Medical  Association  at  its  November 
meeting  in  New  Orleans.  They  were 
entitled:  “Equity  for  Rural  Physi- 
cians,” “Medical  School  Admissions 
Policies,”  and  “Insurance  Against 
Mental  Illness.”  All  three  received 
favorable  treatment  by  the  AMA  al- 
though slightly  amended. 
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5.  The  Board  approved  sponsor- 
ship of  a two-week  air-sea  cruise  to 
the  Mediterranean  leaving  Oklahoma 
City  on  October  1,  1972.  Last  year,  a 
tour  to  Tokyo  and  Hong  Kong  man- 
aged by  the  same  travel  agency 
INTRAV,  received  many  compli- 
ments from  OSMA  participants. 

6.  A resolution  decrying  price  dis- 
crimination by  the  federal  govern- 
ment against  rural  physicians  was 
approved  by  the  Board  and  mailed 
to  rural  county  medical  societies  for 
presentation  to  local  civic  clubs, 
farmers  groups,  etc.  for  adoption  and 
distribution  to  Oklahoma’s  Congres- 
sional Delegation.  The  resolution 
pointed  out  that  price  differentials 
against  rural  physicians  were  driving 
small  town  practitioners  to  the  cities 
and  compromising  the  ability  of 
small  communities  to  attract  new 
medical  manpower;  it  was  further 
suggested  that  the  exodus  of  doctors 
from  rural  America  could  be  re- 
versed by  providing  financial  incen- 
tive for  rural  practice. 

7.  The  Board  approved  the  work 
of  the  Foundation  for  Peer  Review 
Study  Committee  in  drafting  articles 
of  incorporation  and  bylaws  to  es- 
tablish the  Oklahoma  Foundation  for 
Peer  Review,  an  action  supported  by 
the  House  of  Delegates  on  December 
12th.  Legislation  (the  so-called  Ben- 
nett Amendment)  is  now  pend- 
ing in  Washington  which  would  re- 
quire a “Professional  Standards  Re- 
view Organization’’  in  each  state  to 
review  all  medical  care  claims 
against  the  government  for : ( 1 ) Qual- 
ity of  care;  (2)  Utilization;  and  (3) 
Proper  choice  of  medical  facility 
for  treatment  required.  The  Bennett 
Amendment  does  not  permit  a 
medical  society  per  se  to  serve  as 
a PSRO,  but  it  does  allow  a med- 
ical society  to  establish  a foun- 
dation for  this  purpose.  Under  the 
terms  of  the  OSMA  foundation,  the 
directors  of  the  foundation  are  elect- 
ed by  the  OSMA  Board  of  Trustees. 

The  OSMA  program  has  not  been 
implemented  as  yet;  however,  it 
stands  ready  as  a vehicle  of  t h e 
OSMA  to  assume  control  of  the  Ben- 
nett Amendment  when  and  if  it  be- 
comes law.  Your  Board  of  Trustees 
feels  very  strongly  that  organized 
medicine,  through  its  own  founda- 
tion, must  retain  authority  for  any 
review  or  appraisal  of  medical  ser- 
vices which  may  be  required  by  law, 
particularly  since  it  would  be  possi- 
ble under  the  terms  of  the  Bennett 


Amendment  for  a state  governmental 
agency  or  private  non-profit  organi- 
zation to  be  selected  as  the  statewide 
PSRO. 

8.  The  Board  selected  the  dates  of 
April  26,  27  and  28  for  the  1973  an- 
nual meeting  to  be  held  at  Tulsa’s 
Fairmont-Mayo  Hotel  and  the  Tulsa 
Assembly  Center.  Regarding  the  1974 
meeting  in  Oklahoma  City,  the  OSMA 
staff  prefers  to  wait  and  see  what 
develops  in  the  way  of  new  hotel 
construction. 

9.  Life  Memberships  in  the  OSMA 
were  approved  for  Ernest  Lachman, 
MD,  Oklahoma  City,  J.  B.  Eskridge, 
Jr.,  MD,  Oklahoma  City,  J.  F.  Mes- 
senbaugh,  MD,  Oklahoma  City,  and 
Leo  Lowbeer,  MD,  Tulsa.  (Other 
recommendations  for  Life  Member- 
ships may  be  included  in  the  Sup- 
plemental Report). 

10.  Fifty-Year  Club  pins  were 
awarded  to  J.  B.  Eskridge,  Jr.,  MD, 
Oklahoma  City,  Clarence  E.  Wil- 
liams, MD,  Woodward,  Emmett  0. 
Martin,  MD,  Cushing,  and  Hugh  H. 
Monroe,  MD,  Pauls  Valley. 

11.  The  Board  exempted  five  phy- 
sicians from  the  payment  of  OSMA 
dues  for  1971,  based  on  petitions 
from  county  medical  societies. 

12.  The  Board  drafted  a resolution 
endorsing  a new  medical  school  in 
Tulsa,  either  as  a branch  of  the 
University  of  Oklahoma  College  of 
Medicine  or  as  a free-standing  insti- 
tution. This  resolution  was  circulat- 
ed to  the  Governor  and  to  legislative 
leaders. 

13.  The  most  vexatious  problem 
confronting  the  Board  of  Trustees 
during  the  past  year  involved  Blue 
Shield  relations. 

On  June  13,  1971  the  Blue  Shield 
Board  amended  its  bylaws  to  estab- 
lish a consumer  majority  of 
twelve  laymen  and  nine  physicians, 
thereby  abandoning  the  traditional 
50-50  ratio  of  physicians  to  consum- 
ers. All  physician  members  of  the 
Blue  Shield  Board  voted  against  this 
action,  but  the  lay  members  outvoted 
them  in  a solid  bloc. 

The  OSMA  Board  of  Trustees  met 
on  July  18th  to  consider  this  prob- 
lem. Physician  members  of  the  Blue 
Shield  Board  attended  the  meeting. 

Following  a lengthy  discussion  of 
the  problem,  during  which  physi- 
cian members  of  the  Blue  Shield 
Board  testified  that  Blue  Shield 
management  dominated  the  Board, 
the  OSMA  Board  of  Trustees  ap- 
pointed a committee  to  meet  with 


the  Blue  Shield  Board  of  Trustees  for 
the  purpose  of  negotiating  the  follow- 
ing conditions: 

a.  Fifty  percent  of  the  Blue  Shield 
Board  of  Trustees  shall  be  practicing 
physicians. 

b.  Fifty  percent  of  the  Executive 
Committee  of  the  Blue  Shield  Board 
of  Trustees  shall  be  practicing  physi- 
cians. 

c.  Both  physicians  and  lay  mem- 
bers of  the  Blue  Shield  Board  of 
Trustees  shall  have  limited  tenure 
of  two  consecutive  terms. 

d.  The  Blue  Shield  Board  of  Trus- 
tees shall  actively  participate  in  the 
management  of  the  organization. 

e.  Any  Blue  Shield  Board  member 
who  has  resigned  shall  have  the  op- 
portunity to  become  reinstated  (to 
accommodate  Doctor  Scott  Hendren 
who  had  resigned  in  protest  to  the 
action  taken  by  Blue  Shield  on  June 
13  th). 

f.  OSMA  nominations  of  physicians 
for  appointment  to  the  Blue  Shield 
Board  of  Trustees  shall  be  honored. 

The  association’s  committee, 
chaired  by  Joe  Crosthwait,  MD,  met 
with  the  Blue  Shield  Board  on  July 
29th  and  presented  the  OSMA  Board 
of  Trustees’  demands.  The  committee 
was  then  excused  and  the  Blue  Shield 
Board  met  in  executive  session.  Phy- 
sician members  of  the  Blue  Shield 
Board  reported  that  they  were 
encouraged  that  corrective  action 
would  be  taken  by  the  Blue  Shield 
Board  at  its  next  regular  meeting  on 
October  31st.  In  fact,  the  Blue  Shield 
attorney  was  instructed  to  prepare 
the  necessary  amendments  to  the  by- 
laws to  restore  physician  representa- 
tion. 

However,  between  July  29th  and 
October  31st,  lay  members  of  the 
Blue  Shield  Board  who  were  sympa- 
thetic to  the  OSMA  requests  changed 
their  minds,  apparently  due  to  the 
persuasion  of  Blue  Shield  manage- 
ment. The  net  result  of  the  October 
31st  meeting  was  that  all  of  the  lay 
members  outvoted  the  physicians  to 
the  effect  of  maintaining  the  consu- 
mer-dominated Board. 

The  OSMA  Board  of  Trustees  met 
on  November  14th  regarding  this 
problem  and  it  was  decided  to  take 
the  matter  to  the  House  of  Delegates 
at  a special  called  meeting  on  De- 
cember 12th. 

The  Board  prepared  the  following 
recommendations  for  the  House  of 
Delegates,  all  of  which  were  adopted 
by  the  Delegates: 
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a.  Communications  with  Blue  Cross 
and  Blue  Shield: 

1.  Advise  Oklahoma  Blue  Cross  and 
Blue  Shield  that  the  association  with- 
draws its  endorsement  of  Blue  Shield 
and  will  not  endorse  Blue  Cross;  fur- 
ther, advise  them  that  the  association 
will  no  longer  have  any  official  rep- 
resentation on  either  board,  but  will 
continue  to  provide  peer  review  as 
it  does  for  any  insurance  company. 

2.  Advise  the  National  Association 
of  Blue  Shield  Plans  that  the  associa- 
tion has  withdrawn  its  support  from 
Oklahoma  Blue  Shield. 

b.  Representation  on  the  Blue  Cross- 
Blue  Shield  Boards  of  Trustees: 

1.  Advise  physician  members  of  the 
Blue  Cross  and  Blue  Shield  Boards 
of  Trustees  that  they  no  longer  rep- 
resent the  OSMA  in  any  official  ca- 
pacity, state  the  reasons  why,  and 
thank  them  for  past  services.  Tell 
them  they  may  continue  to  serve  as 
individuals. 

c.  Communications  with  Govern- 
ment: 

1.  Advise  the  Department  of  De- 
fense (CHAMPUS)  that  Blue  Shield 
is  no  longer  endorsed  by  the  associ- 
ation. 

2.  Advise  the  Civil  Service  Com- 
mission (Federal  Employees  Pro- 
gram) that  Blue  Shield  is  no  longer 
endorsed  by  the  association. 

3.  Advise  the  Insurance  Commis- 
sioner of  the  State  of  Oklahoma  that 
the  association  has  withdrawn  its  en- 
dorsement of  Blue  Shield,  and  has 
removed  its  official  representation 
from  the  Blue  Shield  Board  of  Trus- 
tees, and  that  the  Oklahoma  State 
Medical  Association  is  no  longer  re- 
sponsible for  Blue  Shield  programs 
or  the  organization’s  operation. 

d.  Communications  with  the  Profes- 
sion: 

1.  Advise  all  members  of  the  OSMA 
of  the  fact  that  the  endorsement  of 
Blue  Shield  has  been  withdrawn 
and  the  reasons  why. 
c.  Communications  with  the  Press: 
1.  Issue  a press  release. 

Following  the  adoption  of  the  above 
actions  by  the  House  of  Delegates, 
four  of  the  nine  physicians  of 
the  Blue  Shield  Board  of  Trustees  re- 
signed (a  fifth  did  not  resign  since 
his  term  was  due  to  expire  anyway). 

Subsequently.  Blue  Shield  circulat- 
ed a contract  to  state  physicians 
seeking  their  participation  in  various 
Blue  Shield  UCR  programs.  The  con- 


tract established  Blue  Shield  as  the 
peer  review  authority  on  all  ques- 
tioned claims. 

The  OSMA  President,  Doctor  Lu- 
cien  Pascucci,  contacted  all  associ- 
ation members  by  mail,  advising 
them  of  the  importance  of  the  asso- 
ciation maintaining  control  of  the 
peer  review  function.  OSMA  mem- 
bers were  furnished  a reply  card 
contract  where  they  could  give  the 
association  exclusive  peer  review  au- 
thority. At  this  writing,  about  1,400 
state  physicians  have  signed  the 
OSMA  contract  whereas  less  than 
200  have  signed  with  Blue  Shield. 

14.  The  Board  of  Trustees  reports 
the  following  breakdown  of  member- 


ship: 

Active  Members  1,993 

Active  Dues-Exempt  Members  27 
Applications  Pending  55 

Life  Members  139 

Affiliate  Members  8 

Junior  Members  100 


Total  2,322 

Recommendation: 


a.  It  is  requested  that  the  House 
of  Delegates  affirm  the  actions  of  the 
Board  of  Trustees. 

Supplemental  Report 
BOARD  OF  TRUSTEES 
(APPROVED) 

At  the  annual  meeting  of  the  Board 
of  Trustees  held  at  7:00  p.m.  on  May 
17th,  the  following  actions  were  tak- 
en: 

I.  Doctor  M.  Joe  Crosthwait  was 
elected  as  Chairman  of  the  Board 
of  Trustees  and  Doctor  Jerold  D. 
Kethley  was  elected  as  Vice-Chair- 
man, both  for  a term  of  one  year. 

II.  The  Board  approved  the  nomi- 
nations of  the  President-Elect,  Doc- 
tor McCampbell  regarding  the  Ex- 
ecutive Committee.  Doctor  McCamp- 
bell nominated  the  following  phy- 
sicians, by  elective  office,  to  serve 
on  the  Executive  Committee:  Presi- 
dent-Elect, Vice-President,  three  Del- 
egates to  the  AMA,  the  Speaker  of 
the  House  of  Delegates,  the  Chair- 
man of  the  Board,  the  Secretary - 
Treasurer  and  the  immediate  Past- 
President. 

III.  The  Board  appointed  the 
Board  of  Directors  of  the  Oklahoma 
Medical  Political  Action  Committee. 

IV.  To  fill  a vacancy  on  the  Okla- 
homa State  Board  of  Medical  Exam- 
iners, the  Board  nominated  three  phy- 
sicians, in  accordance  with  state  law, 
one  of  whom  will  be  appointed  by 


the  Governor  to  a seven-year  term: 
William  A.  Matthey,  MD,  and  Wil- 
liam C.  McCurdy,  MD,  and  Charles 
L.  Tefertiller,  MD. 

V.  The  Board  received  a report 
from  Mark  R.  Johnson,  MD,  Editor- 
in-Chief  of  The  Journal. 

Doctor  Johnson  pointed  out  that 
The  Journal  has  been  published  with- 
out interference  since  1906,  and 
through  the  years  it  has  served  as  a 
source  of  revenue  for  the  overall  ac- 
tivities of  the  association;  it  has  pro- 
vided Oklahoma  physicians  with  an 
outlet  for  sharing  their  scientific 
knowledge  with  their  colleagues,  and 
has  been  a vehicle  for  educational 
comment  on  contemporary  prob- 
lems, issues  and  achievements.  The 
Journal  has  won  two  national 
awards  for  design  and  typography. 

However,  The  Journal  is  faced  with 
increasing  pressures,  a problem 
which  has  been  reported  to  the  Board 
and  to  the  House  for  several  years. 
In  addition,  the  Editorial  Board  has 
recently  been  advised  by  its  printer 
that  additional  printing  costs  will 
amount  to  36%  a year.  Even  though 
competitive  bids  have  been  taken 
from  five  additional  printers,  the  fact 
remains  that  the  position  of  our  print- 
er is  equitable.  In  order  to  meet  this 
crisis,  and  to  preserve  The  Journal 
for  many  good  reasons,  the  Editorial 
Board  has  proposed  a number  of 
economies  which  should  help  finan- 
cially and  has  suggested  changes  in 
administrative  procedures  which 
should  improve  the  efficiency  of 
our  publication  and  its  contributing 
editors.  The  Board  of  Trustees 
agreed  with  Doctor  Johnson  that  the 
Journal  of  the  Oklahoma  State  Med- 
ical Association  should  be  preserved 
despite  its  financial  problems,  and  in 
view  of  the  changes  which  he  has 
proposed. 

Doctor  Johnson  received  a com- 
mendation from  the  Board  of  Trus- 
tees, and  The  Journal  received  the 
support  of  the  Board  as  an  important 
asset  to  the  future  of  the  OSMA. 
Moreover,  the  Trustees  suggested 
that  The  Journal  should  not  only  not 
be  discontinued  but  should  be  ex- 
panded and  diversified  and  improved 
in  the  future. 

VI.  The  Board  of  Trustees  reap- 
pointed Doctor  Robert  G.  Tompkins, 
Tulsa,  to  a term  of  three  years 
on  the  Editorial  Board. 

VII.  Doctor  Pascucci,  Doctor  Mc- 
Campbell and  Doctor  Strong  report- 
ed on  a meeting  held  April  23rd 
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with  representatives  of  the  Blue 
Shield  Board  of  Trustees  and  its 
staff.  The  meeting  was  called  at  the 
suggestion  of  two  physicians,  one  a 
former  member  of  the  Blue  Shield 
Board  and  one  a current  member. 
The  meeting  was  at  the  request  of 
Blue  Shield.  The  meeting  was  totally 
unproductive. 

The  Board  of  Trustees  passed 
a motion  to  reaffirm  the  position  tak- 
en by  the  House  of  Delegates  at  its 
December  12th  meeting  and,  further, 
the  Board  also  suggests  that  the 
OSMA  membership  should  not  sign 
separate  or  individual  contracts  with 
Oklahoma  Blue  Shield. 

VIII.  The  Board  of  Trustees  con- 
sidered the  replacement  of  two  mem- 
bers of  the  Board  of  Directors  for 
the  Oklahoma  Foundation  for  Com- 
munity Medical  Care.  The  founda- 
tion was  created  by  the  OSMA  to 
grant  loans  to  students  at  the  OU 
College  of  Medicine,  up  to  $5,000  a 
year,  provided  that  the  students 
would  practice  in  a needy  medical 
community  one  year  for  every  year 
of  help  received  from  the  founda- 
tion. The  Board  of  Directors  of  the 
foundation  is  comprised  of  ten  direc- 
tors, five  physicians  and  five  lay- 
men; one  each  needed  to  be  replaced 
on  reappointment.  The  Board  voted 
to  add  the  new  OSMA  President-Elect 
to  the  foundation’s  Board;  and  vot- 
ed to  reappoint  Mr.  William  Wise  of 
Idabel  to  a new  term  of  five  years. 

IX.  The  Board  considered  appoint- 
ments to  the  Board  of  Directors  of 
the  Oklahoma  Foundation  for  Peer 
Review.  The  Peer  Review  Founda- 
tion was  created  by  the  House  of 
Delegates  in  anticipation  of  national 
legislation  which  would  impose  a 
massive  peer  review  program  on  the 
nation’s  physicians  and,  the  founda- 
tion would  comply  with  anticipated 
legislation  by  making  it  possible  for 
physicians  to  govern  themselves  in 
the  state  of  Oklahoma. 

Since  the  foundation  is  anticipa- 
tory, it  has  not  been  activated,  there- 
fore, the  Board  of  Trustees  recom- 
mended that  no  changes  be  made  at 
this  time  in  the  foundation’s  Board. 

X.  The  Board  took  note  that  Doc- 
tor F.  Redding  Hood  is  no  longer 
eligible  to  serve  as  chairman  of  the 
Volunteer  Medical  Advisory  Commit- 
tee to  the  Selective  Service  due  to 
new  rules  and  regulations  recently 
published.  The  Board  extends  sincere 
appreciation  to  the  dedicated  service 
of  Doctor  Hood  for  a period  of  25 


years  in  this  capacity.  In  his  place, 
the  Board  has  nominated  Thomas  H. 
Henley,  MD.  of  Oklahoma  City  to 
serve  as  Chairman  of  this  important 
committee. 

XI.  The  Board  nominated  three 
candidates  for  one  position  on  the 
State  Hospital  Planning  Advisory 
Council  (Hill-Burton).  These  physi- 
cians are  A.  L.  Johnson,  MD,  El 
Reno;  Arnold  G.  Nelson,  MD,  Mid- 
west City;  and  Ed  L.  Calhoon,  MD, 
Beaver. 

XII.  The  Board  of  Trustees  ap- 
proved an  initial  appropriation  of 
$1,000  on  behalf  of  the  OU  Chapter 
of  the  Student  American  Medcal  As- 
sociation, subject  to  further  con- 
tingencies. 

XIII.  The  Board  approved  a contri- 
bution of  $250  to  the  Governor’s  Com- 
mittee on  Employment  of  the  Handi- 
capped. The  funds  will  be  used  to 
pay  the  transportation  of  the  first 
place  essayist  to  national  competition 
in  Washington,  D.C. 

XIV.  The  Board  approved  a contri- 
bution of  $200  to  the  Oklahoma  Coun- 
cil on  Economic  Education. 

XV.  The  Board  was  requested  to 
contribute  $1,000  to  the  Library  Proj- 
ect of  the  Oklahoma  Regional  Medi- 
cal Program.  This  proposal  was  re- 
ferred to  the  Council  on  Professional 
Education  for  its  investigation  and 
decision. 

XVI.  The  Board  approved  a contri- 
bution of  $200  to  the  Commission  on 
Reorganization  of  the  State  Execu- 
tive Committee. 

XVII.  Life  Membership  applica- 
tions were  approved  on  behalf  of  the 
following  individuals:  Gifford  H.  Hen- 
ry, MD,  Tulsa;  Neumon  D.  Johnson, 
MD,  Tulsa;  Clarence  E.  Williams, 
MD,  Woodward;  Roy  E.  Newman, 
MD,  formerly  of  Shattuck  and  now  of 
St.  Joseph,  Missouri  (retired);  Rus- 
sell D.  Harris,  MD,  Oklahoma  City; 
Raymond  L.  Murdoch,  MD,  Oklaho- 
ma City;  Lloyd  C.  Boatright,  MD, 
Oklahoma  City;  Dewey  Matthews, 
MD,  Tonkawa;  W.  A.  Hyde,  MD,  Du- 
rant; Violet  Sturgeon,  MD,  Norman; 
William  H.  Atkins,  MD,  Norman;  and 
Alwin  W.  Clarkson,  MD,  Idabel. 

XVIII.  The  Board  of  Trustees  ap- 
proved David  Clemans,  MD,  Bartles- 
ville, for  one-half  dues  based  on  pe- 
tition from  his  county  medical  so- 
ciety. 

XIX.  The  Board  approved  dues  ex- 
emption based  on  hardship  for  five 
physicians. 

XX.  The  Board  approved  military 


exemption  from  dues  on  behalf  of 
Neal  A.  Pickett,  Jr.,  MD,  Tulsa. 

XXL  The  Board  approved  an  affil- 
iate membership  to  L.  R.  Kirby, 
MD,  formerly  of  Enid  and  now  re- 
siding in  Anthony,  Kansas. 

XXII.  The  Board  approved  mem- 
bership in  the  Fifty  Year  Club  for 
Maurice  J.  Searle,  MD,  Tulsa,  W.  A. 
Showman,  MD,  Tulsa  and  Dewey 
Matthews,  MD,  Tonkawa. 

XXIII.  After  hearing  testimony 
from  C.  S.  Lewis,  Jr.,  MD,  Tulsa, 
the  Board  voted  to  endorse  Resolu- 
tion No.  11  to  the  House  of  Dele- 
gates. The  Board  also  accepted  all 
resolutions  submitted  after  the  30-day 
deadline  for  the  consideration  of 
the  House  of  Delegates. 

XXIV.  The  Board  heard  an  inter- 
esting report  from  Howard  B.  Keith, 
MD,  Shattuck,  Chairman  of  the 
OSMA  Medical  Insurance  Review 
Committee,  concerning  his  recent 
trip  to  Albuquerque,  New  Mexico. 
Doctor  Keith  will  express  his  views 
on  this  trip  and  other  matters  related 
to  peer  review  on  Friday,  May  19th, 
at  9:30  a.m.  to  a general  meeting 
for  the  OSMA  membership. 

EDITOR’S  REPORT: 

Board  of  Trustees 

Oklahoma  State  Medical  Association 

The  Journal  of  the  Oklahoma  State 
Medical  Association  has  been  pub- 
lished without  interruption  since  1906 
at  the  time  the  medical  societies  of 
Oklahoma  and  Indian  territories 
merged  into  the  State  Association  as 
it  exists  today. 

Through  the  years,  The  Journal  has 
continued  to  improve  and  for  a good 
many  of  these  years,  it  served  as  a 
source  of  revenue  to  the  overall  ac- 
tivities of  the  association.  Moreover, 
it  has  provided  Oklahoma  physicians 
with  an  outlet  for  sharing  their  sci- 
entific knowledge  with  their  col- 
leagues; it  has  been  a vehicle  for  edi- 
torial comment  on  contemporary 
problems,  issues  and  achievements; 
it  has  been  an  important  means  of 
disseminating  organizational  news  to 
our  members  and  readers  and  it  pro- 
vides facilities  for  ethical,  profession- 
al notices  and  announcements.  Of  con- 
siderable importance  is  the  fact  that 
the  complete  set  of  bound  volumes 
of  The  Journal,  which  is  maintained 
in  our  State  Headquarters,  represents 
the  only  chronicle  of  medicine  in 
Oklahoma  since  statehood. 

Obviously  there  are  a number  of 
good  reasons  to  continue  to  publish 
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news 

The  Journal  as  long  as  the  Oklaho- 
ma State  Medical  Association  exists. 
Your  Editorial  Board  is  proud  that 
The  Journal  has  won  two  national 
awards  for  design  and  typographical 
excellence  in  the  past  years. 

In  recent  years,  however,  The 
Journal  has  been  facing  increasing 
financial  pressures.  Competition  from 
national  publications,  a decline  in  ad- 
vertising revenues  and  various  other 
factors  have  contributed  to  these 
pressures.  This  trend  has  been  re- 
ported to  the  Board  of  Trustees  and 
House  of  Delegates  on  previous  occa- 
sions. 

Recently  the  Editorial  Board  was 
advised  that  a substantial  increase  in 
printing  costs  will  be  necessary  and 
competitive  bids  from  other  printers 
lend  emphatic  verification  to  this 
fact.  To  make  matters  worse,  the  In- 
ternal Revenue  Service  is  bent  on 
taxing  the  publications  of  non-profit 
corporations,  a situation  which  is  be- 
ing vigorously  contested  but  never- 
theless represents  a new  and  poten- 
tially crippling  financial  threat. 

Despite  these  problems,  your  Edi- 
torial Board  strongly  recommends 
to  the  Board  of  Trustees  that  publi- 
cation of  The  Journal  be  continued 
on  a monthly  basis  and  that  financial 
problems  be  dealt  with  as  they  arise. 
The  board  met  on  April  16,  1972,  and 
considered  the  financial  problems  as 
well  as  other  matters  pertaining  to 
the  continuing,  monthly  publication 
of  a top  quality  Journal.  Recommen- 
dations endorsed  by  the  board,  OSMA 
President,  OSMA  President-elect  and 
OSMA  Secretary -Treasurer  are  as 
follows; 

I.  Recommendations  pertaining  to 

fiscal  affairs: 

1.  In  order  to  meet  the  anticipated 
increase  of  36%  in  the  publication 
costs  of  The  Journal,  it  is  recom- 
mended that 

(a)  commercial  and  professional 
advertising  rates  be  raised 

(b)  physicians  be  encouraged  to  in- 
sert courtesy  as  well  as  professional 
sendee  announcements  in  The  Jour- 
nal 

(c)  a less  expensive  grade  of 
paper  be  authorized  for  the  publica- 
tion of  The  Journal 

(d)  addressee  labels  be  utilized  in 
place  of  mailing  envelopes 

(e)  in  future  planning  we  continue 
to  investigate  the  possibility  of  joint 
regional  publication  of  The  Journal 


with  sectional  inserts  for  scientific 
and  organizational  copy 

(f)  we  investigate  and  consider  for 
future  recommendations  the  feasibili- 
ty of  employing  an  assistant  business 
manager  to  help  manage  the  fiscal 
affairs  of  The  Journal,  solicit  adver- 
tising, and  otherwise  develop  recom- 
mendations designed  to  maintain  The 
Journal’s  solvency. 

II.  Recommendations  pertaining  to 
maintaining  and  improving  the 
quality  and  quantity  of  published 
material: 

1.  It  is  recommended  that  an  ex- 
pense account  be  established  which 
would  be  utilized  to  reimburse  au- 
thors and  contributors  for  postal  ex- 
penses incident  to  submission  of  man- 
uscripts and  in  order  to  provide  sten- 
ographic services  for  the  transcrip- 
tion and  preparation  of  solicited  copy. 
Although  no  definite  figure  can  be 
proposed  until  a utilization  pattern 
is  established,  minimal  support  is  es- 
timated at  approximately  $1,500  for 
the  initial  year. 

2.  In  order  to  encourage  the  sub- 
mission of  manuscripts  to  our  Jour- 
nal, it  is  recommended  that  reprints 
be  provided  for  authors  at  our  cost 
and  our  payment  for  postage  and, 
if  possible,  to  provide  each  author, 
upon  his  request,  a specified  num- 
ber of  reprints  at  no  cost  to  him. 

3.  In  an  effort  to  encourage  author- 
ship and  promote  competence  in  writ- 
ing and  manuscript  development, 
it  is  recommended  that  the  Editorial 
Board  develop  and  participate  in  a 
program  which  will  provide  training 
and  counselling  for  authors.  The  ex- 
pense of  such  a program  cannot  ac- 
curately be  assessed  at  this  time  but 
would  involve  a retainer  or  salary 
fund  in  order  to  make  available  the 
services  of  an  expert  trained  in  med- 
ical and  scientific  writing.  Such  pro- 
fessionals are  available  and  would 
agree  to  participate  in  such  a pro- 
gram. It  is  recommended  that  a fund 
of  not  less  than  $500  be  authorized 
for  the  development  and  initiation  of 
such  a program  and  that  the  expen- 
diture of  such  funds  provide  informa- 
tion relating  to  the  feasibility  and 
merit  of  continuing  the  service. 
Respectfully  submitted, 

Mark  R.  Johnson,  MD 
Editor-in-Chief 

Report  of  the 

SECRETARY-TREASURER 

(APPROVED) 

Financial  Statement 

The  association’s  fiscal  year  ends 


on  May  31st,  at  which  time  a 
complete  audit  of  all  accounts  will 
be  prepared.  In  order  to  provide  the 


Delegates  with  an  indication  of  the 
financial  status  of  the  OSMA  the  fol- 

lowing  are  reports  on  ten 

and  one- 

half  months’  operations,  in 

our  two 

basic  operational  accounts,  the  Mem- 
bership Account  and  the  Journal  Ac- 

count. 

Membership  Account 

Income: 

Membership  Dues 
Scholarship  & Loan  Fund 

$154,586 

(from  Dues) 

10,505 

AMA  Commissions 

1,549 

Interest 

4,604 

Building  Lease  Income 

3,850 

OSMA  Newsletter 

1,625 

Total  Income 

$176,719 

Expense: 

Fixed  Expenses 

$111,988 

Depreciation 
Councils  & Committees 

3,497 

Public  Policy 

2,476 

Insurance 

- 

Professional  Education 

2,321 

Socio-Economic 

- 

Public  Health 

184 

Prof.  & Intervocational 

Relations 

- 

4,981 

Student  AMA 

- 

Scholarship  & Loan  Fund 

10,505 

In  State  Travel 

3,186 

Out  State  Travel 

11,537 

Okla.  Health  Careers  Council  3,150 
Mortgage  Payments — Building  4,799 

OSMA  Newsletter 

3,308 

Total  Expense 

$156,951 

Surplus 

$19,768 

Journal  Account 

Income: 

Journal  Ads,  Sales, 

Subscriptions 

$25,899 

Subscriptions  from  dues 

3,066 

Directory  Sales  & Ads 

1,800 

Total  Income 

$30,765 

Expense: 

Journal  Expense 

$27,929 

Directory  Expense 

93 

Total  Expense 

$28,022 

Surplus 

$2,743 

With  the  surplus  in  the 

Member- 

ship  Account  of  $19,768  added  to  the 
surplus  in  The  Journal  Account,  a net 

surplus  for  the  ten  and 

one-half 

months  is  $22,511.  We  had  budgeted 
for  a surplus  of  $10,466  for  this  same 

period. 

However,  income  and 

expense 

through  May  31st  will  change  the 
surplus  amount  somewhat.  Income 
should  rise  by  $27,484  during  the  last 
month  and  one-half  (principally  be- 
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cause  of  the  outstanding  dues  in- 
come) whereas  expenses  are  expect- 
ed to  increase  by  only  $25,620.  Thus 
the  net  estimated  gain  for  the  fis- 
cal year  is  $24,375. 

Journal  advertising  is  still  on  the 
decline  due  to  cutbacks  in  advertis- 
ing expenditures  by  national  drug 
manufacturers.  Hopefully,  in  the  fu- 
ture we  should  show  some  increase 
in  national  accounts. 

Due  to  the  rise  in  printing  cost  of 
the  Journal,  our  printing  cost  will 
rise  36%  in  the  coming  year.  It  is 
not  only  conceivable  but  probable 
that  a greater  subscription  allocation 
from  dues  will  be  necessary  to  sus- 
tain the  Journal.  See  the  Board  of 
Trustees  Supplemental  Report. 

The  annual  meeting  has  not  been 
included  in  the  above  figures.  It  is 
traditionally-designed  as  a break- 
even project,  the  Annual  Meeting 
Committee  is  experiencing  declining 
interest  from  national  drug  manufac- 
turers who  are  phasing  out  their  ex- 
hibits at  state  medical  conventions. 
See  the  Report  of  the  Annual  Meeting 
Committee.  Any  loss  from  this  oper- 
ation, of  course,  must  be  deducted 
from  surplus. 

1972-1973  Budget 

The  budget  below  is  only  a guide 
to  the  financial  operations  of  the 
OSMA,  but  it  is  useful  in  apportion- 
ing income  to  the  various  expense 
categories.  The  following  budget,  for 
the  coming  fiscal  year,  is  tentatively 
submitted.  Changes  may  need  to  be 
made  by  the  Board  of  Trustees  based 
on  the  actions  taken  during  this  an- 
nual meeting. 


Income: 


Membership  Dues 

$177,000 

Scholarship  & Loan  Fund 

9,600 

Journal  Ads,  Subscriptions 

32,500 

Annual  Meeting 

17,500 

Interest 

5,500 

AMA  Commissions 

2,000 

Building  Lease  Income 

4,200 

Directory 

2,500 

Total  Income 

$250,800 

Expense: 

Fixed  Expenses 

$130,000 

Depreciation 

4,000 

Student  AMA 

1,000 

Councils  and  Committees 

Public  Policy 

3,000 

Insurance 

500 

Prof.  Education 

2,500 

Socio-Economic 

500 

Public  Health 

1,000 

Prof.  & Intervocational 

Relations 

500 

8,000 


Directory  2,500 

OSMA  Newsletter  1,500 

Scholarship  & Loan  Fund  9,660 

In  State  Travel  4,000 

Out  State  Travel  14,000 

Journal  40,000 

Annual  Meeting  21,500 

Okla.  Council  for  Health 
Careers  3,600 

Mortgage  payments  5,484 

Total  Expense  $245,184 

Surplus  $5,616 


The  low  estimated  surplus  for  the 
1972-73  fiscal  year  is  principally  due 
to  increased  production  costs  of  the 
Journal.  There  is  one  economy  con- 
tained in  the  budget,  and  another  un- 
der consideration. 

First,  the  new  budget  for  the  Stu- 
dent AMA  is  only  $1,000  as  opposed 
to  the  usual  budget  of  $4,000.  For  a 
number  of  years  the  association  has 
been  conducting  a banquet  for  the 
SAMA  members  and  their  wives.  The 
students  have  not  asked  for  the  ban- 
quet for  two  years,  and  some  phy- 
sicians question  its  value.  Thus,  the 
new  budget  eliminates  the  banquet 
but  reserves  $1,000  to  assist  the 
SAMA  chapter  in  sending  delegates 
to  their  national  convention. 

Secondly,  of  the  $2,500  allocation 
for  the  Council  on  Professional  Ed- 
ucation, $2,000  is  earmarked  for  edu- 
cational television  (scientific  broad- 
casts are  made  each  Tuesday  on 
educational  TV  . . . before  the  sta- 
tions sign  on  in  the  morning  and  af- 
ter they  sign  off  at  night).  There  is 
some  question  about  the  number  of 
physicians  who  view  these  programs, 
and  the  Council  on  Professional  Edu- 
cation will  carry  out  a survey  to  ap- 
praise the  continuation  of  this  series. 
Recommendation : 

1.  It  is  recommended  that  the  pro- 
posed budget  be  approved  pending 
any  revisions  that  the  Board  of  Trus- 
tees may  find  necessary,  due  to  ac- 
tions taken  during  this  convention  or 
to  meet  other  contingencies. 

Report  of  the 

COMMITTEE  ON  PLANNING 
(APPROVED  AS  AMENDED ) 
Committee  Members 
Ed  L.  Calhoon,  MD,  Chairman 
Stanley  R.  McCampbell,  MD 
Roger  J.  Reid,  MD 
C.  Alton  Brown,  MD 
Rex  E.  Kenyon,  MD 
Orange  M.  Welborn,  MD 
Lucien  M.  Pascucci,  MD 
C.  Riley  Strong,  MD 
B.  C.  Chatham,  MD 


Hayden  Donahue,  MD 
Robert  J.  Hogue,  Jr.,  MD 

SECTION  I 
ANNUAL  MEETING 

As  requested  by  the  Board  of  Trus- 
tees, the  Committee  on  Planning  met 
to  discuss  ways  and  means  to  im- 
prove the  association’s  annual  meet- 
ing. Representatives  of  the  Oklaho- 
ma City  Clinical  Society  were  guests 
of  our  group. 

In  particular,  the  committee  was 
asked  to  study  the  prospect  of  hold- 
ing the  meeting  earlier  in  the  spring 
and  to  take  the  business  sessions  out 
of  conflict  with  the  educational  pro- 
gram. 

The  1972  Annual  Meeting  Commit- 
tee has  fulfilled  one  of  these  requests 
by  scheduling  the  Board  of  Trustees 
meeting  on  the  evening  of  May  17th, 
and  has  arranged  the  House  of  Dele- 
gates meeting  in  order  to  permit  del- 
egates to  attend  the  educational  pro- 
gramming. 

Regarding  an  earlier  meeting,  the 
Board  of  Trustees  itself  has  sched- 
uled the  1973  meeting  for  April  26- 
27-28  in  Tulsa.  As  mentioned  in  the 
Board  of  Trustees  Report,  selection 
of  dates  for  the  1974  meeting  in  Okla- 
homa City  is  being  delayed  pending 
further  information  about  the  con- 
struction of  a new  hotel  in  downtown 
Oklahoma  City. 

An  interesting  discussion  with  rep- 
resentatives of  the  Oklahoma  City 
Clinical  Society  was  held  on  the  feas- 
ibility of  consolidating  the  two  meet- 
ings (and  perhaps  to  include  the 
annual  meeting  of  the  Oklahoma 
Academy  of  Family  Medicine). 

Clinical  Society  officials  reported 
that  the  national  Medical  Exhibitors 
Association  believes  that  the  demand 
for  technical  exhibits  far  outstrips 
the  ability  of  drug  manufacturers  to 
participate.  Therefore,  the  ME  A is 
recommending  that  smaller  meet- 
ings be  consolidated  in  order  to  per- 
mit better  programming  and  greater 
financial  participation  by  medical  ex- 
hibitors. 

While  there  was  general  agreement 
about  the  advantages  of  consolida- 
tion, certain  problems  were  also  con- 
sidered. 

First,  an  amalgamation  of  the 
OSMA  and  the  Clinical  Society,  and 
thereby  to  hold  the  meeting  in  Okla- 
homa City  every  year,  would  un- 
doubtedly meet  with  disfavor  on  the 
part  of  Tulsa  physicians.  Morever, 
the  idea  of  charging  all  OSMA  mem- 
bers dues  to  the  Clinical  Society,  or 
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a substantial  registration  fee,  was 
felt  to  be  objectionable. 

Thus,  the  matter  of  consolidation 
was  not  resolved,  but  in  the  face  or 
declining  exhibit  revenue,  further 
consideration  should  be  devoted  to 
;he  subject. 

SECTION  II 

HEALTH  IN  RURAL  OKLAHOMA 

The  Committee  on  Planning  re- 
viewed the  report,  “Health  in  Rura1 
Oklahoma”  as  prepared  by  Kelly  M. 
West.  MD.  Certain  recommendations 
emanated  from  the  discussion: 

A.  As  a preferred  method  to  solve 
the  medical  manpower  problem,  the 
committee  felt  that  regional  health 
organization  systems  should  be  de- 
veloped on  the  basis  of  medical  ser- 
vice areas.  There  should  be  core 
facilities  and  personnel  in  the  cen- 
ter of  a medical  sendee  area,  and 
this  basic  health  protection  service 
should  be  extended  to  the  periphery 
through  the  use  of  nurses,  medical 
student  preceptors,  physicians’  as- 
sistants, emergency  transportation, 
branch  or  satellite  offices,  etc. 

B.  The  medical  school  admissions 
policies  should  be  revamped  to  more 
accurately  determine  the  kind  of 
medical  doctor  which  will  be  trained 
and  to  select  students  in  ways 
which  will  most  likely  improve  the 
doctor  distribution  problem:  medi- 
cal students  should  be  removed  as 
voting  members  of  the  Admissions 
Committee.  The  reference  commit- 
tee recommends  that  the  Report  of 
the  Planning  Committee  be  accepted, 
with  the  exception  that  the  commit- 
tee recommends  that  practicing  phy- 
sicians be  selected  on  a geographic 
(or  statewide)  basis  as  representa- 
tives on  the  medical  school  admis- 
sions committee. 

C.  Specific  plans  to  enhance  socio- 
economic conditions  in  the  rural 
areas  should  be  explored. 

Much  of  the  foregoing  recommen- 
dations, and  more,  is  contained  in 
the  Report  of  the  Oklahoma  Rural 
Health  Council. 

SECTION  III 

OKLAHOMA  RESOLUTIONS, 

AMA  CLINICAL  CONVENTION 

Three  resolutions  for  AMA  consid- 
eration were  drafted  by  the  com- 
mittee, and  with  the  approval  of  the 
OSMA,  were  introduced  at  the  AMA 
meeting  in  New  Orleans  (the  resolu- 
tions generally  received  favorable 
treatment): 

A.  One  resolution  was  entitled 


"Equity  for  Rural  Physicians.”  The 
resolution  recognized  that  govern- 
ment health  care  programs  contained 
discriminating  payment  practices 
for  the  services  of  rural  physicians, 
and  that  such  policies  are  driving 
physicians  from  rural  America  at  an 
alarming  rate;  further,  the  resolu- 
tion recommended  that  this  problem 
be  brought  to  the  attention  of  Con- 
gress and  that  legislation  be  urged 
to  not  only  alleviate  this  problem  but 
to  actually  provide  financial  incen- 
tives to  enhance  the  number  of  phy- 
sicians willing  to  enter  rural  prac- 
tice. 

B.  Another  resolution  urged  the 
.AMA  to  work  with  the  Association  of 
American  Medical  Colleges  to  devel- 
op guidelines  for  the  appropriate  ra- 
tios of  practicing  physicians,  faculty 
members  and  students  on  medical 
school  admissions  committees;  fur- 
ther, the  resolution  urged  the  AMA 
to  evaluate  available  motivational 
tests  which  would  add  an  objective 
yardstick  for  measuring  an  appli- 
cant’s overall  fitness  to  become  a 
medical  doctor,  rather  than  placing 
too  much  emphasis  on  academic 
standing. 

C.  Finally,  the  committee  prepared 
a resolution  urging  the  AMA  not 
to  endorse  any  health  insurance  pro- 
gram, either  government  or  private, 
which  does  not  afford  protection 
against  mental  illness  to  the  same 
degree  as  benefits  are  provided  for 
ordinary  medical  and  surgical  care. 

SECTION  IV 
OTHER  ACTIONS 

A.  The  committee  recommended  to 
the  Board  of  Trustees  that  the  asso- 
ciation officially  endorse  the  AMA 
Medicredit  Bill  and  to  so  notify  the 
Oklahoma  Congressional  Delegation: 
it  was  felt  that  such  action  would 
help  present  a unified  stand  in  Wash- 
ington and  would  assist  the  AMA  in 
its  efforts  to  keep  a disastrous  plan 
for  national  health  insurance  from 
being  passed. 

B.  The  committee  reviewed  the  ar- 
ticles of  incorporation  and  bylaws  of 
the  Oklahoma  Foundation  for  Peer 
Review,  and  recommended  favorable 
consideration  by  the  Board  of  Trus- 
tees and  House  of  Delegates. 

C.  The  committee  recommended  to 
the  OSMA  State  Legislative  Commit- 
tee that  a bill  be  introduced  in  the 
State  Legislature  which  would  specif- 
ically place  “Physicians  Assistants” 
under  the  control  of  the  State  Board 
of  Medical  Examiners. 

D.  The  committee  took  note  that 


hospitals  have  had  a lien  law  since 
1969,  but  physicians  are  excluded  and 
can  only  attack  insurance  policies  in 
liability  cases  by  going  through  the 
Small  Claims  Court.  It  was  recom- 
mended that  the  hospital  lien  law 
be  amended  to  include  physicians. 

E.  The  committee  drafted  a reso- 
lution to  recommend  a second  medi- 
cal school  in  Tulsa,  whether  it  be 
an  independent  institution  or  a satel- 
lite to  a major  university.  The  reso- 
lution was  passed  by  the  Board  of 
Trustees  and  submitted  to  the  Okla- 
homa Legislature  and  the  Governor. 

Report  of  the 
CONSTITUTION  AND 
BYLAWS  COMMITTEE 
(APPROVED) 

Committee  Members 
George  H.  Garrison,  MD,  Oklahoma 
City,  Chairman 
E.  N.  Lubin,  MD,  Tulsa 
Arnold  G.  Nelson,  MD,  MWC 
Paul  H.  Rempel,  MD,  Enid 
Clinton  Gallaher,  MD,  Shawnee 
Claude  E.  Lively,  MD,  McAlester 
As  provided  in  the  bylaws  of  the 
association,  your  committee  has  as 
its  purpose  the  responsibility  to  con- 
sider amendments  to  the  bylaws  pro- 
posed by  members  of  the  association 
or  by  component  societies.  In  addi- 
tion, the  committee  may  originate 
amendments  to  the  constitution  and 
bylaws,  if  it  so  desires.  During  the 
past  year  your  committee  has  not 
been  notified  of  any  proposed  chang- 
es in  the  constitution  or  bylaws  of 
your  association. 

It  has  come  to  our  attention  that 
again  this  year  resolutions  have  been 
offered  to  the  House  of  Delegates  re- 
garding amending  the  bylaws  of  the 
OSMA  to  make  AMA  membership 
voluntary.  As  per  our  report  to  the 
1971  House  of  Delegates,  in  the  event 
the  House  does  see  fit  to  take  this 
action  the  following  bylaws  changes 
should  be  made  in  order  to  correctly 
implement  the  action: 

Amend  Chapter  I,  Section  1.00,  of 
the  bylaws  by  deleting  the  entire  last 
sentence  of  that  section.  All  of  the 
wording,  with  the  exception  of  the 
section  number  and  title  of  Chapter 
n,  Section  2.00,  should  be  deleted, 
and  the  following  wording  inserted  in 
its  place  . . . “Members  of  this  as- 
sociation who  elect  to  become  mem- 
bers of  the  American  Medical  Asso- 
ciation shall  pay  AMA  dues  and  as- 
sessments as  levied  for  their  appro- 
priate classification  of  membership. 
AMA  dues  and  assessments  shall  be 
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collected  and  remitted  by  component 
societies  in  like  manner  as  state  as- 
sociation dues  and  assessments.” 
Chapter  V,  Section  7.036  should  be 
amended  by  inserting  the  words 
“.  . . involving  AMA  members  . . .” 
to  make  the  first  sentence  of  that 
section  read,  “Judicial  decisions  of 
the  Board  of  Trustees  involving  AMA 
members  may  be  appealed  to  the 
Judicial  Council  of  the  American 
Medical  Association  in  accordance 
with  that  organization’s  constitution 
and  bylaws.” 

Again,  as  reported  last  year,  in 
the  event  that  the  House  of  Dele- 
gates chooses  to  make  AMA  mem- 
bership voluntary  your  committee 
recommends  that  all  county  societies 
be  instructed  by  the  House  of  Dele- 
gates to  amend  their  bylaws  accord- 
ingly. 

Resolution  No.  1 
(DISAPPROVED) 

SUBMITTED  BY : Custer  County 

Medical  Society 

TITLE:  Voluntary  AMA  Membership 
REFERRED  TO:  Reference  Com- 
mittee No.  I 

WHEREAS,  membership  in  the 
American  Medical  Association  pres- 
ently is  compulsory  for  members  of 
the  Oklahoma  State  Medical  Associ- 
ation; and 

WHEREAS,  many  members  of  the 
Oklahoma  State  Medical  Association 
from  Custer  County  as  well  as  other 
counties  of  the  state  feel  that  the 
American  Medical  Association  is  not 
effectively  representing  the  best  in- 
terests of  medicine  in  such  counties 
and  the  state  nor  is  it  effectively  rep- 
resenting the  medical  community: 
nnd 

WHEREAS,  membership  in  the 
American  Medical  Association  on  a 
voluntary  basis  already  is  well  estab- 
lished as  a precedent  in  more  than 
forty  states  of  the  Union:  and 
WHEREAS,  if  membership  in  the 
American  Medical  Association  were 
on  a voluntary  basis  then  the 
strength  of  the  Association  would  be 
proportional  to  the  degree  that  it  ef- 
fectively represents  the  best  inter- 
ests of  medicine  — in  terms  of  both 
the  people’s  interest  and  the  inter- 
est of  the  medical  community 
NOW,  THEREFORE,  BE  IT  RE- 
SOLVED BY  THE  CUSTER  COUN- 
TY MEDICAL  SOCIETY: 

That  the  House  of  Delegates  of  the 
Oklahoma  State  Medical  Association 
be  and  hereby  is  respectfully  request- 
ed to  amend  the  bylaws  of  the  Okla- 
homa State  Medical  Association  to 


provide  that  membership  in  the 
American  Medical  Association  by 
members  of  the  Oklahoma  State 
Medical  Association  shall  not  be  com- 
pulsory but,  instead  shall  be  on  a vol- 
untary or  optional  basis. 

Resolution  No.  2 
(DISAPPROVED) 

SUBMITTED  BY:  Kingfisher  County 
Medical  Society 

TITLE:  Voluntary  Medical  Society 
Membership 

REFERRED  TO:  Reference  Com- 
mittee No.  I 

WHEREAS,  the  voluntary  associa- 
tion of  physicians  into  medical  socie- 
ties has  many  worthy  goals,  but 
the  coercion  of  physicians  into  such 
societies  often  perverts  virtuous  ob- 
jectives, and 

WHEREAS,  the  leadership  of  so- 
cieties with  compulsory  membership 
often  become  insensitive  to  the  needs 
and  wishes  of  the  members  therefore 
BE  IT  RESOLVED  THAT  THE 
Oklahoma  State  Medical  Association 
amends  its  Constitution  to  permit 
membership  in  county  society  and 
State  Association  without  compulsory 
membership  in  the  American  Medi- 
cal Association. 

Resolution  No.  3 
(DISAPPROVED) 

SUBMITTED  BY:  Logan  County 
Medical  Society 

TITLE:  Voluntary  Medical  Society 
Membership 

REFERRED  TO:  Reference  Com- 
mittee No.  I 

WHEREAS,  the  voluntary  associa- 
tion of  physicians  into  medical  socie- 
ties has  many  worthy  goals,  but  the 
coercion  of  physicians  into  such  so- 
cieties often  perverts  virtuous  objec- 
tives, and 

WHEREAS,  the  leadership  of  so- 
cieties with  compulsory  membership 
often  become  insensitive  to  the  needs 
and  wishes  of  the  members,  there- 
fore 

BE  IT  RESOLVED  that  the  Okla- 
homa State  Medical  Association 
amends  its  Constitution  to  permit 
membership  in  county  society  and 
State  Association  without  compulsory 
membership  in  the  American  Medi- 
cal Association. 

Report  of  the 
FINANCIAL  AID  TO 
EDUCATION  COMMITTEE 
(APPROVED) 

Committee  Members 
Ed  L.  Calhoon,  MD,  Beaver,  Chair- 
man 


Lucien  M.  Pascucci,  MD,  Tulsa 
Scott  Hendren,  MD,  Oklahoma  City 
H.  E.  Denyer,  MD,  Bartlesville 
Stanley  R.  McCampbell,  MD,  Okla- 
homa City 

and 

THE  FOUNDATION  FOR 
COMMUNITY  MEDICAL  CARE 
Board  of  Directors 
Ed  L.  Calhoon,  MD,  Beaver,  Chair- 
man 

Scott  Hendren,  MD,  Oklahoma  City 
Hillard  E.  Denyer,  MD,  Bartlesville 
Lucien  M.  Pascucci,  MD,  Tulsa 
Stanley  R.  McCampbell,  MD,  Okla- 
homa City 

Mr.  William  Wise,  Idabel 
Mr.  Guy  Swadley,  Jr.,  Eufaula 
Mr.  Lloyd  R.  Barby,  Beaver 
Mr.  Archibald  Edwards,  Oklahoma 
City 

Mr.  J.  M.  Rector,  III,  El  Reno 
As  directed  by  the  House  of  Dele- 
gates last  year,  your  committee  has 
completed  the  formation  of  a founda- 
tion which  has  as  its  primary  pur- 
pose the  financing  of  medical  stu- 
dents who  agree  to  practice  in  rural 
areas  of  the  state.  In  June,  the  first 
of  these  graduates,  David  Walsh, 
MD,  will  begin  his  practice  in  We- 
tumka,  Oklahoma. 

The  foundation’s  Board  of  Directors 
is  composed  of  five  physicians  (the 
members  of  this  committee)  and  five 
laymen.  They  are:  J.  M.  Rector,  III, 
El  Reno;  Guy  Swadley,  Jr.,  Eufaula; 
Lloyd  R.  Barby,  Beaver;  William 
Wise,  Idabel  and  Archibald  Edwards, 
Oklahoma  City;  these  gentlemen 
have  added  a special  expertise  to  our 
meeting  and  we  are  confident  that 
the  foundation  will  soon  begin  to 
show  significant  progress  in  supply- 
ing physicians  to  the  needed  areas  of 
the  state. 

Unfortunately,  we  do  not  have 
funds  to  finance  all  applicants.  We 
currently  have  3 students  in  school 
and  almost  enough  money  to  finance 
one  more.  The  scholarships  are  for 
$5,000  per  year  with  a forgiveness 
clause  for  each  year  of  service  in 
the  rural  area.  For  example,  a stu- 
dent who  receives  monies  for  three 
years  of  his  education  would  be  ob- 
ligated for  three  years  of  service. 

The  Foundation  funds,  to  date, 
have  come  from  money  paid  by 
OSMA  members  into  the  Loan  and 
Scholarship  Fund.  Approximately 
$10,000  is  allocated  each  year  ($5.00 
per  dues  paying  member)  in  addi- 
tion the  fluid  has  receivables  of  ap- 
proximately $45,000,  which  we  as- 
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sume  will  be  put  into  the  program 
as  it  is  repaid. 

Several  communities  in  the  state 
have  similar  programs  and  others 
have  expressed  an  interest  in  financ- 
ing medical  students.  The  state  Leg- 
islature has  increased  appropriations 
to  $75,000  for  its  program.  Therefore, 
this  fall  there  will  be  18  students  in 
school  who  have  a contractual  re- 
sponsibility to  work  in  areas  of  Okla- 
homa that  have  a physician  shortage. 
The  foundation  has  established  dia- 
logue with  some  of  these  groups  and 
hopes  to  be  the  vortex  of  these  pro- 
grams. 

The  names  of  the  recipients  of 
our  scholarships  and  their  home 
towns  are: 

Max  Brazil  . . . MS  II — Sentinel 

John  Goff  . . . MS  III — Muskogee 

Randall  Rauh  . . . MS  IV — Alva 

We  are  aware  that  the  activities  of 
the  foundation  fall  far  short  of  solv- 
ing the  medical  manpower  problems 
in  rural  Oklahoma;  however,  it  is  a 
beginning— and  with  financial  sup- 
port we  can  make  an  impact. 

The  Foundation’s  Board  of  Direc- 
tors has  specific  plans  in  several 
areas  to  improve  its  effectiveness. 
These  are: 

(1)  Develop  a list  of  communities 
that  have  a need  for  physicians  and 
rank  them  by  priority. 

(2)  Meet  with  community  leaders 
of  priority  communities  and  solicit 
their  support  of  the  foundation. 

(3)  Develop  a brochure  about  the 
foundation  for  distribution  to  Cham- 
bers of  Commerce  and  civic  organi- 
zations. 

(4)  Identify  communities  that  have 
scholarship  programs  in  order  that 
efforts  can  be  coordinated. 

(5)  Meet  with  the  Board  of  Trus- 
tees of  the  State’s  Loan  and  Scholar- 
ship Trust  to  discuss  the  selection  of 
students  and  the  placement  of  recip- 
ients. 

In  order  for  the  foundation  to 
continue  its  program  and  become 
a more  viable  organization,  we  en- 
courage the  House  of  Delegates  to 
approve  the  following  recommenda- 
tions : 

(1)  OSMA  Continue  its  support  by 
authorizing  the  Committee  to  trans- 
fer funds  to  the  Foundation. 

(2)  Permit  the  committee  to  noti- 
fy all  OSMA  members  about  the 
Foundation,  its  activities,  and  give 


them  an  opportunity  to  contribute  to 
its  support. 

(3)  That  members  of  the  House  of 
Delegates  be  encouraged  to  speak  to 
civic  organizations  and  others  to  ex- 
plain the  Foundation’s  activities  and 
encourage  financial  support. 

(Late  Resolution) 

Resolution  No.  11 
(APPROVED) 

SUBMITTED  BY:  Medical  School 
Liaison  Committee,  Oklahoma  So- 
ciety of  Internal  Medicine 
TITLE:  Financial  Support  for  the 
Oklahoma  Health  Sciences  Center 
REFERRED  TO:  Reference  Com- 
mittee No.  I 

WHEREAS,  health  is  of  prime  im- 
portance to  all  people,  and 
WHEREAS,  the  health  of  the  peo- 
ple of  Oklahoma  is  of  major  con- 
cern to  the  Oklahoma  State  Medical 
Association  and  to  all  health  agen- 
cies in  Oklahoma,  and 
WHEREAS,  the  health  of  the  peo- 
ple of  Oklahoma  should  be  of  major 
concern  to  all  segments  of  govern- 
ment in  their  role  as  agents  and  ser- 
vants of  the  people,  and 
WHEREAS,  the  health  of  the  peo- 
ple of  Oklahoma  is  dependent  upon 
an  adequate  supply  of  well-trained 
health  professionals,  and 
WHEREAS,  the  Oklahoma  Health 
Sciences  Center  is  the  major  educa- 
tional resource  for  the  training  of 
health  professions  in  Oklahoma 
THEREFORE  BE  IT  RESOLVED 
that  the  University  of  Oklahoma 
Board  of  Regents,  the  Board  of  Re- 
gents for  Higher  Education,  the  Hon- 
orable Governor  David  Hall,  and  the 
Oklahoma  Senate  and  the  Oklahoma 
House  of  Representatives,  both  indi- 
vidually and  collectively  be  urged  to 
guarantee  the  adequate  financial 
support  of  the  Oklahoma  Health  Sci- 
ences Center  in  order  that  the  expec- 
tations of  the  people  of  Oklahoma 
for  the  highest  quality  of  health  care 
be  thereby  assured. 

Report  of  the 

ANNUAL  MEETING  COMMITTEE 
(APPROVED) 

Committee  Members 
John  A.  Blaschke,  MD,  Oklahoma 
City,  Chairman 
Floyd  F.  Miller,  MD,  Tulsa 
Walter  H.  Gary,  MD,  Tulsa 
Jesse  S.  Chandler,  MD,  Muskogee 
James  W.  McDoniell,  MD,  Chickasha 
Dale  Groom,  MD,  Oklahoma  City 
Stephen  J.  Adelson,  MD,  Tulsa 
Paul  N.  Vann,  MD,  Lawton 


Norman  L.  Bartlett,  MD,  Tulsa 
Jake  Jones,  MD,  Shawnee 
E.  C.  Yeary,  MD,  Ponca  City 
Mrs.  Virgil  Ray  Forester,  Oklahoma 

City 

Last  year’s  chairman  of  the  OSMA 
Annual  Meeting,  Doctor  Floyd  Miller 
called  attention  to  several  factors  af- 
fecting the  success  of  the  annual 
meeting  of  OSMA: 

1)  Declining  Income 

2)  Declining  Attendance 

His  analysis  of  the  multiple  factors 
creating  these  conditions  included 
geography,  multiple  national  special- 
ty meetings  and  revolutionary  trans- 
portation technological  changes  in 
the  past  ten  years  making  it  quite 
convenient  for  Oklahoma  Physicians 
to  jet  anywhere  in  America,  Europe 
or  South  America  overnight. 

Mindful  of  these  circumstances,  the 
Annual  Meeting  Committee  has 
worked  diligently  to  devise  changes 
in  structure  and  content  of  the  an- 
nual meeting  which  would  be  pro- 
vocative, timely  and  necessary  to 
our  fellow  state  physicians. 

We  have  placed  great  emphasis  on 
seminars  to  provide  information  on 
all  phases  of  changing  socio-eco- 
nomic factors  which  alter  the  nature 
of  medical  practice. 

Planning  has  been  generally  on  the 
premise  that  the  pro’s  and  con’s  of 
certain  ideological  concepts  should 
be  presented  on  pertinent  contem- 
porary problems. 

From  the  dialogue  of  these  discus- 
sions, each  physician  could  then  be 
informed  and  make  appropriate  per- 
sonal decisions  meaningful  to  his  life. 

The  Committee  accepts  the  thesis 
of  constant  change  being  a style  of 
our  civilization  and  in  this  frame- 
work has  scheduled  a provocative 
program  attempting  to  forecast  the 
“Future  of  Medicine.”  This  has  been 
adopted  as  the  theme  of  the  meet- 
ing. 

The  Committee  has  assumed  that 
most  physicians  seek  other  meetings, 
including  a choice  of  2,300  post- 
graduate courses  available  in  this 
country,  as  the  primary  sources  of 
advancement  of  their  scientific 
knowledge. 

In  spite  of  these  efforts  however, 
and  a vigorous  publicity  and  promo- 
tional campaign,  preliminary  projec- 
tions make  it  likely  that  once  again, 
the  annual  meeting  expenses  will  ex- 
ceed income. 

Our  State  Medical  Association  can 
not  sustain  these  losses  each  year. 
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This  fact  plus  declining  attendance 
necessitate  that  Oklahoma  physicians 
make  some  painful  decisions. 

(1)  Should  the  annual  scientific 
meeting  of  the  OSMA  simply  be  abol- 
ished with  a one  day  meeting  of  the 
House  of  Delegates? 

(2)  Should  the  annual  scientific 
meeting  simply  combine  with  the 
state  AAGP  and/or  State  Clinical 
Society? 

(3)  Is  there  enough  interest  in  the 
present  type  of  annual  meeting  to 
sustain  it  by  special  subsidy? 

The  structure  and  function  of  the 
annual  meeting  committee  is  such 
that  no  special  recommendation  is 
made  by  this  committee,  however  a 
decision  should  be  made  on  this  mat- 
ter at  this  meeting.  From  this  de- 
cision, instructions  can  be  given  to 
the  1973  Annual  Meeting  Committee 
that  will  clarify  the  intent  and  de- 
sires of  our  membership. 

ESTIMATED 

INCOME  AND  EXPENSE 
66TH  ANNUAL  MEETING 
May  18-20,  1972 

Income: 

Technical  Booth  Sales 


(40  Booths) 

$9,800 

Institutional  & Scientific 

Booth  Sales 

200 

Registration  Fee 

4,000 

Ticket  Sales 

4,250 

Contributions 

1,400 

TOTAL  INCOME 

$19,650 

Expenses: 

General  Expense  (Printing, 

Rental,  Etc.) 

$17,000 

Speaker  Expense  (Honorariums 

& Expenses) 

5,000 

TOTAL  EXPENSE 

$22,000 

NET  LOSS 

$2,350 

Report  of  the 

COUNCIL  ON  PROFESSIONAL 
EDUCATION 
(APPROVED) 

Council  Members 

Robert  J.  Hogue,  Jr.,  MD,  Guthrie, 
Chairman 

Irwin  H.  Brown,  MD,  Oklahoma  City 
Forest  D.  Harris,  MD,  Lawton 
David  E.  Browning,  Jr.,  MD,  Tulsa 
Ralph  L.  Buller,  MD,  Hydro 
James  F.  Tagge,  MD,  Enid 
James  W.  Murphree,  MD,  Ponca  City 
James  D.  Loudon,  MD,  Shawnee 
Thomas  N.  Lynn,  MD,  Oklahoma  City 
Y.  E.  Parkhurst,  MD,  Norman 
James  C.  Smith,  MD,  Tulsa 
Jack  W.  Parrish,  MD,  Seminole 
Dale  Groom,  MD,  Oklahoma  City 
Homer  C.  Wheeler,  MD,  McAlester 


I.  INTRODUCTION 

An  Oklahoma  medical  educator 
made  the  statement  that  “Education 
for  the  physician  is  a continuum — be- 
ginning when  he  decides  to  become 
a doctor  and  ending  when  he  re- 
tires from  practice  or  dies.” 

Medical  science  is  the  most  dynam- 
ic, most  rapidly  changing  field  known 
to  man.  A physician  who  graduated 
eight  years  ago,  had  he  ceased  his 
education,  would  be  practicing  obso- 
lete medicine  today.  This  information 
explosion  coupled  with  an  increased 
concern  about  the  quality  of  care 
have  created  intense  pressures  on  the 
physician  to  improve  and  update  his 
medical  education. 

A tremendous  variety  of  organiza- 
tions have  erupted  to  provide  educa- 
tional opportunities  for  doctors.  Spe- 
cialty societies,  Regional  Medical 
Programs,  Medical  Schools,  Volun- 
tary Health  Agencies,  Organized 
Medicine  at  all  levels,  hospital  staff 
and  others  offer  a proliferation  of 
courses  on  multiple  subjects  all  over 
the  world.  A recent  issue  of  JAMA 
listed  2,300  different  medical  educa- 
tion possibilities. 

This  kind  of  competition  for  a few 
hours  of  the  busy  physician’s  time 
precludes  your  Council  from  being 
active  in  producing  and  conducting 
many  medical  education  courses.  In- 
stead, we  have  tried  to  find  new  op- 
portunities, more  innovative  ways  to 
keep  our  members  “up  to  date,”  and 
at  the  same  time  encourage  Oklaho- 
ma physicians  to  avail  themselves  of 
sufficient  postgraduate  education  to 
assure  quality  medical  care. 

A.  COUNCIL  ACTIVITIES 
1.  Regional  Physician  Seminars 

A program  was  conducted  in  Law- 
ton  in  September  last  year  that 
was  designed  to  bring  the  latest  in- 
formation on  three  different  subjects. 
The  topics  were  — “Evaluation  and 
Management  of  Low  Back  Pain”; 
“Croup  and  Ear  Infections”  and 
“Advances  in  Preventive  Medi- 
cine.” Medical  School  Faculty  and 
private  practicing  physicians  taught 
the  course.  Facilities  of  the  Coman- 
che County  Hospital  were  used  and 
lunch  was  served  in  the  cafeteria. 
The  Council  charged  a registration 
fee  of  $10.00  which  included  the  cost 
for  lunch.  Fourteen  physician  stu- 
dents attended  the  session. 

Another  regional  course  was  held 
in  Norman  in  October.  This  session 
was  designed  to  cover  various  as- 
pects of  one  subject  in  depth.  The 


topics  were:  “Thyroid  Nodules,” 

“Thyroid  Carcinoma”  and  “Diffuse 
Toxic  Goiter.”  Professors  represent- 
ed Medicine,  Surgery  and  Radiology. 
Seventeen  physician  students  attend- 
ed. 

Other  similar  courses  were  planned 
for  Ponca  City,  Woodward,  and  Ada. 
For  various  reasons,  primarily  lack 
of  interest,  the  Council  cancelled 
these  three. 

2.  Educational  Television — “Always 

on  Tuesday” 

For  several  years  the  Council  has 
cooperated  with  the  Office  of  Con- 
tinuing Medical  Education  for  Physi- 
cians — O.U.  Medical  Center,  in  pre- 
senting medical  programs  via  edu- 
cational television.  The  one-hour 
show  is  televised  at  7:00  on  Tuesday 
mornings  and  9:30  on  Tuesday  eve- 
nings. These  films  are  of  excellent 
quality  and  cover  a wide  range  of 
subjects.  A total  of  18  hours  will  be 
broadcast  in  1972.  The  Council  plans 
to  run  a limited  survey  to  evaluate 
the  benefits  our  members  receive 
from  the  program. 

3.  Televised  Instruction  System 

Two  years  ago  a closed  circuit  mi- 
cro-wave television  system  operated 
by  the  Board  of  Higher  Regents  be- 
came operational.  The  network  has 
sixteen  broadcasting  and  receiving 
stations  in  thirteen  communities,  and 
features  talk-back  capability.  While 
the  system  was  designed  for  the  use 
of  industry  and  higher  education,  the 
council  feels  it  has  application  for 
medical  education.  We  have  dis- 
cussed with  the  proper  authorities  the 
possibility  of  presenting  a course  for 
physicians.  There  are  various  com- 
plications but  the  Council  hopes  to 
utilize  this  resource  in  the  near  fu- 
ture. 

4.  Office  of  Continuing  Education  for 

Physicians 

The  medical  school’s  office  of  con- 
tinuing education  co-sponsors  the 
“Always  on  Tuesday”  series  and  the 
regional  seminars  conducted  by  the 
Council.  We  have  made  arrangements 
with  Irwin  Brown,  MD,  Director  of 
the  Office,  to  assist  us  in  arranging 
our  courses  and  as  a result  our 
courses  are  accredited  by  AMA.  We 
hope  to  continue  this  relationship. 
AMA  has  suggested  that  we  estab- 
lish our  own  accrediting  procedure — 
an  unnecessary  activity  so  long  as 
we  are  accredited  through  the  Medi- 
cal School. 

While  continuing  medical  education 
in  general  has  received  considerable 
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emphasis,  financial  assistance  has 
been  seriously  lacking.  Doctor  Brown 
does  an  admirable  job  with  the  re- 
sources he  has  available.  However, 
the  Council  feels  medical  education, 
like  pre-doetoral  and  post-doctoral 
should  emanate  from  the  medical 
education  institutions.  More  time  and 
more  money  need  to  be  devoted  to 
this  activity  and  we  urge  increased 
support  for  the  Office  of  Continuing 
Medical  Education  for  Physicians. 

5.  Elective  Courses  at  the  Medical 

Center 

The  Council  feels  that  some  physi- 
cians would  attend  the  clinical 
elective  courses  offered  to  senior 
medical  students.  We  are  working 
with  Dean  Bird  to  make  such  ar- 
rangements. Obviously  there  would 
be  limited  space  for  some  of  these 
courses  and  a tuition  would  be  re- 
quired. Nonetheless  the  Council  feels 
this  would  be  of  interest  to  Oklaho- 
ma physicians. 

6.  Physician-in-Residence  Program 

There  are  other  groups  and  com- 
mittees working  with  the  medical 
school  on  a Physician-in-Residence 
Program.  This  approach  to  medical 
education  would  offer  medical  school 
professors  to  teach  outside  the  medi- 
cal center.  The  professor  would  act 
as  a consultant  to  the  local  physi- 
cians and  also  learn  some  of  the 
problems  they  face.  We  feel  the  pro- 
gram has  great  merit  and  hope  to 
implement  it  soon. 

7.  Self  Assessment  Tests 

The  Council  has  reviewed  several 
of  the  self-assessment  tests  produced 
by  various  specialty  societies.  These 
tests  provide  the  physician  an  excel- 
lent opportunity  to  review  his  knowl- 
edge and  should  be  used. 

8.  AMA  Recognition  Award 

Last  year  the  Council  promoted 
through  the  OSMA  Journal  the  AMA 
Physician’s  Recognition  Award.  This 
program  is  a good  guideline  for  a 
physician’s  continuing  education  pro- 
gram. To  receive  the  award  a par- 
ticipant must  accumulate  150  credits 
in  three  years.  There  are  required 
and  elective  credits.  Over  200  Okla- 
homa doctors  have  received  the 
award  and  an  unknown  number  par- 
ticipating. We  will  continue  to  pro- 
mote the  program. 

9.  Educational  Requirements  for 

OSMA  Membership 

The  Council  has  discussed  with  the 
Planning  Committee  the  possibility  of 


requiring  a minimum  number  of  con- 
tinuing education  credits  as  a re- 
quirement for  OSMA  membership. 
The  association’s  highest  purpose  is 
to  promote  quality  health  care  and 
certainly  continuing  medical  educa- 
tion is  essential  to  that  goal.  Howev- 
er, we  feel  physicians  should  be  mo- 
tivated to  “keep  up”  not  required  to 
do  so. 

B.  SUMMARY  AND  RECOMMEN- 
DATIONS 

As  can  be  seen  by  the  report,  the 
Council  has  been  engaged  in  various 
activities  to  provide  continuing  medi- 
cal education  opportunities  for  OSMA 
Members.  Many  of  these  are  in  the 
development  stage  and  as  plans  are 
formulated  some  will  be  more  advan- 
tageous than  others.  The  Coun- 
cil does  not  have  funds  to  provide  an 
abundance  of  programs;  we  would 
prefer  to  seek  innovative  ways  to 
produce  medical  education  and  at 
the  same  time  rely  on  proven  proce- 
dures that  are  attractive  to  physi- 
cians. Several  of  our  recommenda- 
tions may  have  to  be  abandoned  be- 
cause of  lack  of  time  and  expense. 

The  Council  also  thinks  it  is  im- 
portant that  physicians,  educators, 
and  the  general  public  realize  that 
medical  education  comes  from  many 
sources  — medical  journals,  tape  re- 
cordings, consultations,  lab.  reports, 
even  visits  in  the  coffee  shop  are 
proven  activities  that  increase  the 
physicians’  knowledge  and  expertise. 
It  is  a mistake  to  believe  that  physi- 
cians must  “sign-in”  and  “sign-out” 
to  prove  they  are  continuing  their 
education. 

Recommendations : 

1.  That  the  Council  be  permitted  to 
continue  to  produce  some  Regional 
Seminars. 

2.  That  the  Council  be  permitted  to 
produce  a program  utilizing  the  Tele- 
vised Instruction  System  if  arrange- 
ments can  be  made  and  if  sufficient 
interest  is  shown  by  OSMA  mem- 
bers. 

3.  That  the  Council  run  a limited 
survey  of  OSMA  members  to  evalu- 
ate the  “Always  on  Tuesday”  series 
and  if  a sufficient  audience  is  not  in- 
dicated then  be  permitted  to  drop 
our  financial  support  of  the  program. 

4.  OSMA  members  urge  the  O.U. 
Regents  and  Leaders  of  the  Health 
Sciences  Center  to  continue  and  im- 
prove support  for  the  Office  of  Con- 
tinuing Medical  Education  for  Phy- 
sicians. 


5.  That  the  Council  be  permitted 
to  work  out  details  with  the  Medi- 
cal School  that  will  permit  practic- 
ing physicians  to  take  clinical  elec- 
tive courses. 

6.  That  OSMA  members  support 
the  implementation  of  a Physicians- 
in-Residence  Program. 

7.  That  OSMA  members  be  encour- 
aged to  participate  in  continuing 
medical  education  programs  that  im- 
prove the  quality  of  care  they  render. 

Report  of  the 

COUNCIL  ON  PUBLIC  POLICY 
(APPROVED  AS  AMENDED) 
Council  Members 

Rex  E.  Kenyon,  MD,  Oklahoma  City, 
Chairman 

C.  S.  Lewis,  MD,  Tulsa 
F.  D.  Kalbfleisch,  MD,  Lawton 
Floyd  T.  Hubbard,  MD,  Henryetta 
Thomas  C.  Points,  MD,  Oklahoma 
City 

Stephen  J.  Adelson,  MD,  Tulsa 
John  E.  Kauth,  MD,  Tulsa 
Edward  D.  Greenberger,  MD,  McAl- 
ester 

Gerald  L.  Beasley,  Jr.,  MD,  Duncan 
George  H.  Garrison,  MD,  Oklahoma 
City 

Jerold  D.  Kethley,  MD,  Shawnee 
Weldon  K.  Haynie,  MD,  Durant 
Mrs.  John  Williams 
Tom  S.  Gafford,  MD,  Muskogee 
Harlan  Thomas,  MD,  Idabel 
James  B.  Eskridge,  III,  MD,  Oklaho- 
ma City 

M.  H.  Newman,  MD,  Shattuck 
Powell  E.  Fry,  MD,  Stillwater 
H.  E.  Denyer,  MD,  Bartlesville 
R.  Barton  Carl,  MD,  Oklahoma  City 
John  X.  Blender,  MD,  Cherokee 
W.  H.  Porter,  MD,  Del  City 
Dave  B.  Lhevine,  MD,  Tulsa 
State  Legislative  Committee 
R.  Barton  Carl,  MD,  Oklahoma  City, 
Chairman 

John  T.  Forsythe,  MD,  Tulsa 
Edgar  W.  Young,  Jr,  MD,  El  Reno 
Hugh  Perry,  Jr.,  MD,  Tulsa 
Edward  K.  Norfleet,  MD,  Tulsa 
Jack  E.  Hale,  MD,  Tulsa 
Bertha  M.  Levy,  MD,  Oklahoma  City 
Karl  K.  Boatman,  MD,  Oklahoma 
City 

Robert  S.  Ellis,  MD,  Oklahoma  City 
Tom  Parker,  MD,  Oklahoma  City 
Mrs.  Scott  Hendren,  MD,  Oklahoma 
City 

Hayden  H.  Donahue,  MD,  Norman 
Stephen  J.  Adelson,  MD,  Tulsa 
John  F.  Gray,  Jr.,  MD,  Tulsa 
Royce  C.  McDougal,  MD,  Holdenville 
Bartis  Kent,  MD,  Muskogee 
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R.  Leroy  Carpenter,  MD,  Oklahoma 
City 

Robert  J.  Hogue,  MD,  Guthrie 
Marion  C.  Wagnon,  MD,  Del  City 
Larry  Rember,  Oklahoma  City 
Joe  B.  Jarman,  Jr.,  MD,  Enid 
Tom  Buxton,  MD,  Oklahoma  City 
Public  Relations  Committee 

D.  Kent  Braden,  MD,  Oklahoma  City, 
Chairman 

Homer  D.  Hardy,  MD,  Tulsa 
Jake  Jones,  Jr.,  MD,  Shawnee 
Duane  E.  Brothers,  MD,  Tulsa 
Mrs.  Bryce  Petrie,  Oklahoma  City 
M.  Joe  Crosthwait,  MD,  Midwest 
City 

James  B.  Eskridge,  III,  MD,  Oklaho- 
ma City 

Ralph  C.  Emmott,  MD,  Bartlesville 
Medical  Heritage  Committee 
George  H.  Garrison,  MD,  Oklahoma 
City,  Chairman  (&  Mrs.) 

R.  Palmer  Howard,  MD,  Oklahoma 
City,  Vice-Chairman  (&  Mrs.) 

Joe  L.  Duer,  MD,  (&  Mrs.),  Wood- 
ward 

Clinton  Gallaher,  MD,  (&  Mrs), 
Shawnee 

William  R.  Paschal,  MD  (&  Mrs.), 
Oklahoma  City 

E.  C.  Mohler,  MD  (&  Mrs.),  Ponca 

City 

B.  E.  Blevins,  MD  (&  Mrs.),  Midwest 
City 

C.  E.  Williams,  MD  (&  Mrs.),  Wood- 
ward 

Winfred  A.  Showman,  MD  (&  Mrs.), 
Tulsa 

Neil  B.  Kimerer,  MD  (&  Mrs.), 
Oklahoma  City 
Harold  J.  Black,  MD,  Tulsa 
SECTION  I 
THE  COUNCIL 

The  Council,  during  this  associa- 
tion year,  has  continued  to  survey 
with  apprehension  the  rapidly  chang- 
ing scene  in  our  Nation’s  Capitol  as 
those  activities  relate  to  our  profes- 
sional activities  and  to  the  Public 
Health.  The  92nd  Session  of  Congress, 
with  regard  to  major  legislative  pro- 
posals affecting  us,  has  been  largely 
one  of  furor  and  debate  with  little 
definitive  action  in  the  form  of  laws 
passed. 

Our  major  concern  has  centered 
about  HR  1,  the  Social  Security 
Amendments  of  1971,  which  have 
been  subjected  to  long  and  detailed 
hearings  in  the  House  Ways  and 
Means  and  Senate  Finance  Commit- 
tees. The  Council  has  been  particu- 
larly concerned  with  those  sections 
of  HR  1 which  relate  to  the  adminis- 
tration of  Medicare  and  with  the 


Bennett  Amendment  which  would  es- 
tablish professional  standards  re- 
view organizations.  The  association’s 
views  on  these  particular  Sections  of 
HR  1 have  been  communicated  to 
our  Congressional  delegation.  It 
would  appear,  at  this  writing,  that 
HR  1 will  be  passed,  with  little  mod- 
ification, during  the  92nd  Session  of 
Congress. 

A major  area  of  concern  has  been 
directed  to  legislation  encouraging 
health  maintenance  organizations 
(HMO’s).  Great  emphasis  has  been 
placed  on  incentives  to  develop  these 
health  care  centers  in  the  Adminis- 
tration’s health  care  package.  More 
recently.  Senator  Kennedy  (D,  Mass.) 
has  introduced  S.  3327  which  would 
amend  the  Public  Health  Service 
Act  to  provide  assistance  and  encour- 
agement for  the  establishment  and 
expansion  of  Health  Maintenance  Or- 
ganizations, Health  Care  Resources, 
and  the  establishment  of  Quality 
Health  Care  Commission.  This  is  an 
extremely  far-reaching  and  disturb- 
ing bill  to  which  we  will  give  detailed 
study  and  strong  opposition. 

Numerous  proposals  for  National 
Health  Insurance  have  been  proposed 
by  members  of  Congress  from 
both  sides  of  the  aisle.  These  bills 
range  from  those  of  relatively  mi- 
nor Federal  involvement,  i.e.  Lim- 
ited Catastrophic  Insurance,  to  a sys- 
tem of  national  socialized  medicine 
embraced  in  the  Kennedy-Griffiths 
Health  Security  Act.  The  American 
Medical  Association  has  presented  its 
own  proposal,  the  so-called  Medicred- 
it  Bill,  calling  for  tax  credit  for  the 
purchase  of  voluntary  health  insur- 
ance, provision  of  insurance  for  the 
poor,  and  catastrophic  coverage. 
Chairman  Wilbur  Mills  has  indicated 
that  there  will  be  no  major  hearings 
on  the  subject  of  National  Health  In- 
surance during  this  Session  of  Con- 
gress; but  it  will  undoubtedly  be  a 
prime  issue  in  the  coming  Session. 

During  the  past  year,  the  Chair- 
man of  this  Council  has  met  in  com- 
mittee with  Secretary  Elliot  Richard- 
son of  the  Department  of  Health,  Ed- 
ucation and  Welfare  and  his  Staff  to 
discuss  HR  1 and  the  Adminis- 
tration’s views  on  health  maintenance 
organizations.  The  views  of  this  as- 
sociation and  the  American  Medical 
Association  have  been  presented, 
and  there  has  been  fair  general  ac- 
cord except  in  the  area  of  HMO’s, 
where  the  administration  appears  un- 
swerving in  its  support. 


During  this  year  representatives  of 
the  Council  and  other  physicians  in- 
terested in  the  socio-economic  as- 
pects of  medicine  have  met,  at  his 
invitation,  with  Senator  Bellmon  to 
discuss  Medicare  amendments, 
health  maintenance  organizations, 
National  health  insurance  and  rural 
health  problems,  along  with  less 
pressing  matters  that  relate  to  our 
profession.  The  Senator  has  solicited 
our  advice,  and  has  been  most  re- 
ceptive during  these  sessions. 

In  March  of  this  year,  twelve  rep- 
resentatives of  this  association  at- 
tended the  AMA/AMPAC  Public 
Affairs  Workshop  in  Washington, 

D.C.,  and  visited  informally  with 
members  of  the  Oklahoma  Congres- 
sional Delegation  as  well  as  with 
Representatives  and  Senators  from 
other  states. 

During  the  next  few  months  the 
Council  will  implement  the  AMA’s 
program,  “Action  72,”  designed  as  a 
public  information  vehicle  to  gain 
support  for  Medicredit  principles. 
This  is  a rather  ambitious  project 
which  will  require  the  cooperation 
of  a great  many  members  of  the  as- 
sociation. Implementation  has  been 
delayed,  since  as  previous  statements 
indicate,  there  are  no  anticipated 
hearings  on  National  Health  Insur- 
ance in  the  immediate  future.  Tim- 
ing of  such  a campaign  is,  of  course, 
of  the  essence. 

The  Council  would  commend  the 
Committee  on  State  Legislation, 
whose  report  is  attached,  for  its  sin- 
cere and  dedicated  efforts  on  behalf 
of  this  association,  for  the  work  and 
effort  it  has  expended  and  for  its 
capable  representation.  The  Council 
would  remind  the  physician  members 
of  the  association  that  too  frequently 
we  restrict  our  concern  to  matters 
of  Federal  legislation  to  the  exclu- 
sion of  legislative  activities  at  the 
State  House.  And,  as  Oklahomans, 
we  are  more  frequently  affected  by 
state  legislative  proposals  than  by 
those  of  the  Federal  Government. 
The  Council  would  endorse  the  Com- 
mittee’s request  for  additional  staff 
assistance  for  state  legislative  activi- 
ties if  same  is  financially  feasible. 

The  Council  makes  no  additional 
recommendations  as  regards  its  pur- 
pose, composition  or  function. 

SECTION  II 

STATE  LEGISLATIVE  COMMITTEE 

The  33rd  Oklahoma  Legislature 
met  for  142  legislative  days  in  3 ses- 
sions (1  special  session);  1,541  bills 
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were  considered;  103  bills  had  medi- 
cal implications.  The  association  took 
a position  on  59  bills— 27  were  sup- 
ported; 22  opposed  and  we  had  a no 
position  on  10  bills.  Seventeen  bills 
were  enacted  into  law— of  these  we 
supported  14;  opposed  3. 

This  report  has  a summary  of 
those  bills  the  committee  feels 
were  the  most  important  and  the 
legislative  outcome  of  each. 

There  is  no  way  to  reduce  to  writ- 
ing the  activities  of  this  committee 
and  its  small  executive  committee 
in  trying  to  influence  the  disposi- 
tion of  these  proposed  laws.  Suffice 
it  to  say  that  we  attempted  to  oper- 
ate in  the  best  interest  of  the  asso- 
ciation's members  and  the  patients 
they  serve.  We  were  criticized  fre- 
quently, frustrated  constantly.  We 
won  some  and  we  lost  some. 

Our  members  must  realize  that  it 
is  folly  to  believe  that  a small  group 
can  change  the  minds  of  148  elected 
politicians.  We  can’t.  We  need  “pre- 
conditioned” lawmakers  — officials 
who  have  a sincere  concern  for  the 
health  of  Oklahomans.  Legislators 
who  know  their  hometown  physicians 
and  know  that  when  our  committee 
or  its  designee  speaks  that  we  rep- 
resent you  and  2.300  other  physicians. 
Most  importantly  we  need  2.300  phy- 
sicians who  have  a concern  about 
state  Government.  We  know  there 
are  89— that’s  how  many  gave  $10  to 
OMPAC  to  finance  state  races.  Po- 
litical clout  comes  with  political  dol- 
lars — that’s  not  new.  If  we  want 
good  results,  we  elect  good  repre- 
sentatives. that’s  not  new7  either.  But 
what  might  be  new7  is  that  wre  don’t 
have  the  political  clout.  Otherwise 
good  senators  and  representatives 
will  vote  against  us  if  someone  else 
has  more  political  muscle  — that’s 
what  happened  on  the  chiropractic 
bills,  the  osteopathic  bills,  and  the 
optometry  bill.  (SB  506) 

The  executive  committee  in  t w o 
lengthy  sessions  has  met  to  discuss 
recommendations  that  should  be  in- 
cluded in  this  report.  They  have 
been  submitted  to  our  parent  com- 
mittee for  approval.  We  earnestly  re- 
quest that  thev  be  weighed  careful- 
ly, added  to.  deleted  from  or  altered. 
We  need  direction  from  the  House 
of  Delegates. 

Recommendations : 

1.  The  Legislative  Executive  Com- 
mittee be  abolished  and  the  size  of 


the  Legislative  Committee  be  re- 
duced to  10  or  12  members  who  will 
meet  regularly  as  necessary  during 
the  legislative  session. 

2.  That  the  committee  be  author- 
ized to  invite  special  guests,  county 
society  officials  and  others,  when  ap- 
propriate, to  participate  in  the  delib- 
erations of  the  committee  and  that  if 
and  when  possible  hold  meetings  out- 
side Oklahoma  City  where  other 
OSMA  members  can  attend. 

3.  In  order  for  the  committee  to 
be  more  effective  at  the  state  capi- 
tol,  w:e  feel  it  is  important  to  have 
a full  time  man  there  during  the  leg- 
islative session.  With  the  current 
OSMA  w7ork  load  and  existing  per- 
sonnel this  is  not  possible.  We  rec- 
ommend that  OSMA  Officers  and 
Trustees  review7  personnel  require- 
ments with  the  idea  of  increasing  the 
size  of  the  staff  in  order  to  provide 
a full-time  man  at  the  legislature 
during  session. 

4.  Our  committee  for  several  legis- 
lative sessions  has  taken  a “no  posi- 
tion” on  abortion  legislation  except 
wrhen  it  has  been  medically  unac- 
ceptable. There  appears  to  be  a 
changing  attitude  among  physicians 
and  the  public  about  abortions  and 
the  committee  request  that  the  House 
of  Delegates  review  its  position  and 
direct  the  committee  in  the  course 
it  is  to  follow7.  (See  resolution  No. 
13) 

5.  That  the  association  re-affirm  its 
desire  to  continue  the  “Doctor  of  the 
Day”  program. 

6.  When  possible  hold  committee 
meetings  by  conference  call. 

LEGISLATIVE  SUMMARY 
Note:  Copies  of  bills  and  Justifica- 
tion of  the  committee’s  position  are 
available  to  all  members  on  request. 

I.  Most  significant  bills  supported 
by  the  committee  that  became  law: 

HB  1042  Amended  the  Good  Sa- 
maritan Act  to  provide  that  under 
certain  conditions  emergency  care 
could  be  rendered  wherever  required 
without  fear  of  liability. 

HB  1100  Listed  drugs  with  a poten- 
tial for  abuse  and  restricted  their  dis- 
tribution and  prescribing.  Changed 
the  penalty  for  offenders  and  im- 
proved law7  enforcement  proceedings. 

HB  1101  Established  a Drug  Treat- 
ment and  Rehabilitation  Authority 
and  a Therapeutic  Advisory  Council 
with  the  power  to  conduct  drug  treat- 
ment programs,  enter  into  contracts 
for  funds,  certify  treatment  facilities 
and  approve  programs. 


HB  1401  Amended  the  Medical  Ex- 
aminer’s Act  to  expand  and  re-name 
the  Board  of  Unexplained  Deaths  to 
the  Board  of  Medico-Legal  Investiga- 
tion. Clarified  types  of  deaths  that 
are  to  be  reported  and  provided  for 
appointment  of  Medical  Examiners. 

HB  1546  Reclassified  certain  drugs 
with  a potential  for  abuse— specific- 
ally amphetamines,  phenmetrazine, 
and  methylphenidate.  Special  Note: 
Pentazocine  (Talwin)  had  been  in- 
cluded and  was  removed.  We  have 
been  advised  by  the  Board  of  Medi- 
cal Examiners  that  the  abuse  of  Tal- 
win is  becoming  more  frequent. 

HB  1564  Appropriated  $75,000  to  fi- 
nance students  through  medical 
school  who  will  agree  to  practice  in 
rural  areas. 

SB  115  Granted  minors  the  right  to 
consent  to  examination  and/or 
treatment  for  venereal  disease. 

SB  339  Permits  a physician  or  a 
registered  nurse  to  authorize  treat- 
ment by  an  intensive  care  paramed- 
ic to  a patient  in  route  to  the  hos- 
pital under  certain  conditions. 

SB  453  Enabling  legislation  author- 
izing Board  of  Regents  to  establish  a 
College  of  Medicine  in  Tulsa  as  a 
branch  of  the  OU  School  of  Medicine. 

SB  506  Establishes  a certification 
program  for  Physicians  Assistant. 
Authorizes  Board  of  Medical  Exam- 
iners to  approve  training  programs, 
issue  and  revoke  certificates. 

SB  585  Requires  Board  of  Educa- 
tion to  include  as  a mandatory  sub- 
ject in  the  Public  School  System  (K 
through  12)  a drug  abuse  education 
program. 

II.  Most  significant  bills  opposed  by 
the  committee  that  became  law. 

HB  1210  Requires  Insurance  com- 
panies writing  health  insurance  in 
Oklahoma,  include  provisions  for  pay- 
ment of  services  rendered  by  chiro- 
practors. 

HB  162 5 Made  changes  in  the  chiro- 
practic examiners  act  to  provide  for 
approval  of  national  examination, 
increase  licensing  and  renewal  fees 
and  establish  a scholarship  program 
for  financing  chiropractic  students. 

SB  461  Authorized  the  establish- 
ment of  a school  of  Osteopathy  in 
Tulsa. 

III.  Most  significant  bills  support- 
ed by  the  committee  that  were  not 
passed. 

HB  1423  Would  require  insurance 
companies  to  adopt  a uniform  form 
for  reporting  health  and  accident 
claims. 
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HB  1463  Would  provide  for  the  reg- 
istration and  regulation,  under  Board 
of  Medical  Examiners  of  Opthalmic 
Dispensers.  (Opticians) 

HB  1500  Would  require  that  all 
applicants  for  a license  in  one  of 
the  Healing  Arts,  take  and  pass  the 
Basic  Science  Examination. 

HB  1501  Would  require  that  all  ap- 
plicants for  a license  in  the  Healing 
Arts  be  graduates  of  a school  ap- 
proved by  a recognized  accrediting 
agency. 

HB  1224  Would  permit  an  injured 
employee,  covered  by  workmen’s 
compensation  to  waive  his  compensa- 
ble rights  under  certain  conditions. 

HB  1225  Would  create  a medical 
panel  to  aid  the  Industrial  Court  in 
adjudicating  claims  wherein  there  is 
a divergence  of  medical  opinion. 

SB  379  Would  license  and  regulate 
Hearing  Aid  Dealers. 

SB  486  Would  adopt  a revised  Uni- 
form Alcoholism  and  Intoxication 
Treatment  Act.  Alter  penalties  and 
permit  treatment  programs. 

SB  495  Would  permit  ambulance  op- 
erators and  owners  to  purchase  ve- 
hicle license  tag  at  a reduced  fee. 

IV.  Most  significant  bills  opposed 
by  the  Committee  that  were  not 
passed. 

HB  1169  Would  require  that  every 
hospital  licensed  by  the  state  offer 
48  hour  emergency  care  to  any  pa- 
tient regardless  of  race,  creed,  color 
or  ability  to  pay. 

HB  1238  Would  replace  all  mem- 
bers of  the  State  Board  of  Health  and 
expand  its  size. 

HB  1346  Would  have  levied  a pre- 
mium tax  on  all  insurance  companies 
based  in  Oklahoma. 

HB  1408  and  SB  458  Would  liberal- 
ize the  states  laws  dealing  with  abor- 
tions. Special  note:  These  hills  were 
amended  in  various  ways,  however, 
both  in  original  form  would  have  es- 
sentially permitted  abortion  on  de- 
mand. 

HB  1418  Would  have  permitted  the 
introduction  of  various  kinds  of  evi- 
dence in  civil  cases. 

HB  1622  Would  have  prohibited  the 
importation  and  distribution  of  am- 
phetamines except  under  certain  con- 
ditions. 

SB  112  Would  change  the  com- 
position of  most  state  regulatory 
boards  and  commissions,  to  include 
consumers  and  establish  one  omni- 
bus board  for  over  all  control. 

SB  261  & HB  1331  Would  permit 
employees  covered  by  workmen’s 


compensation  to  choose  any  member 
of  healing  art  for  treatment. 

SECTION  111 

PUBLIC  RELATIONS  COMMITTEE 

During  the  past  year  your  Public 
Relations  Committee  has  continued 
or  undertaken  several  different  proj- 
ects. Activities  have  been  as  follows: 

1.  The  association’s  eight  year  old 
weekly  health  column  “A  Message 
From  Your  Doctor,”  is  distributed 
to  nearly  250  state  weekly  newspa- 
pers each  week.  Many  of  these  pa- 
pers use  it  on  a continuing  basis, 
while  others  will  use  it  only  as  the 
subject  matter  “strikes  their  fancy.” 
It  is  used  in  an  average  of  about  40 
newspapers  each  week.  If  your  asso- 
ciation found  it  necessary  to  pur- 
chase the  amount  of  newspaper 
space  devoted  to  the  health  column 
each  year,  it  would  cost  approxi- 
mately $25,000.  The  column  is  pro- 
duced solely  by  the  OSMA  staff. 

2.  Your  committee  is  continuing  its 
liaison  with  the  OSMA  Legislative 
Committee  as  regards  the  “Legisla- 
tive Doctor  of  the  Day”  program. 
This  program  is  reported  in  de- 
tail in  the  Legislative  Committee’s 
report. 

3.  During  the  year,  on  four  differ- 
ent occasions,  all  65  radio  stations  in 
the  state  of  Oklahoma  received  a 
packet  of  public  service  announce- 
ments on  medical  subjects.  These 
were  produced  in  the  OSMA  office. 

4.  The  association  fills  numerous 
requests  from  newspapers  for  medi- 
cal information  for  their  own  writers. 
In  addition,  over  20  special  news  re- 
leases were  made  during  the  year, 
several  on  the  subjects  of  VD  and 
drug  abuse. 

5.  Two  full  page  newspaper  ads 
were  sponsored  by  the  OSMA  in  re- 
sponse to  President  Nixon’s  challenge 
to  the  medical  profession.  These  are 
covered  in  detail  in  the  Board  of 
Trustees  report. 

6.  Late  in  the  administrative  year 
your  committee  was  asked  to  work 
with  the  Press  Association  to  con- 
dense the  Hospital-News  Media 
Guidelines  down  to  a more  manage- 
able size.  They  would  not  supplant 
the  present  ‘“Medical  News  Prac- 
tices” code  that  was  adopted  in  1966 
by  the  OSMA,  the  Oklahoma  Press 
Association,  and  the  Oklahoma  Hos- 
pital Association.  The  condensed 
guidelines  would  be  printed  on  t h e 
front  and  back  of  a 5 x 7 inch  card, 
laminated,  and  numerous  copies  fur- 
nished to  each  hospital  and  newspa- 


per in  the  state.  It  would  be  urged 
that  the  guidelines  be  placed  under- 
neath the  telephones  throughout  the 
hospital  and  that  local  news  reporters 
keep  them  handy  for  reference  pur- 
poses. 

Your  Public  Relations  Committee 
will  continue  to  work  throughout  the 
summer  with  the  other  interested  or- 
ganizations to  arrive  at  concise  ter- 
minology for  the  condensed  guide- 
lines. As  soon  as  they  are  finalized 
copies  will  be  transmitted  to  all  phy- 
sician-members of  the  OSMA  in 
some  appropriate  manner. 

7.  Your  association’s  monthly  news 
letter,  OSMA  News,  has  just  complet- 
ed its  sixth  year  of  publication.  It 
has  been  a six  page  news  letter  pub- 
lished nine  months  each  year  begin- 
ning in  September  and  ending  the 
following  May.  It  has  been  devoted 
to  socioeconomic  news  of  interest  to 
physicians  and  the  members  of  their 
household  and  is  mailed  directly  to 
the  member-physician’s  home. 

The  original  purpose  of  the  news 
letter  was  to  be  a “fast”  method  of 
delivering  news  to  OSMA  members 
between  issues  of  the  OSMA  Journal. 
There  was  to  be  very  little  “lag  time” 
between  the  time  information  was 
made  available  to  the  Exeuctive  of- 
fice and  the  time  it  was  printed  in 
the  news  letter  and  distributed  to 
all  members.  Unfortunately,  due  to 
the  type  of  printing  being  used,  the 
news  letter  could  not  be  produced 
rapidly. 

Since  communication  with  our  phy- 
sician-members is  essential  if  the 
OSMA  is  to  function  properly,  your 
committee  has  recommended  that 
the  OSMA  News  format  be  changed 
to  make  it  (a)  more  readable,  (b) 
faster  to  print,  (c)  and  available  to 
the  OSMA  staff  in  the  event  it  be- 
comes necessary  to  print  fast  “spe- 
cial editions.” 

The  new  format  will  be  announced 
in  the  OSMA  Journal  so  that  our 
members  will  be  watching  for  it 
when  it  first  comes  out  next  Sep- 
tember. 

SECTION  IV 

MEDICAL  HERITAGE  COMMITTEE 

As  was  announced  at  the  last 
year’s  House  of  Delegates  meeting 
in  Tulsa,  your  Medical  Heritage  Com- 
mittee has  begun  the  actual  collec- 
tion of  medical  paraphernalia  for 
the  purpose  of  displaying  it  in  such 
a way  as  to  depict  medical  history  in 
Oklahoma.  A number  of  physicians 
from  throughout  the  state,  and  na- 
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tion,  have  contributed  to  the  com- 
mittee. 

During  the  past  year  a large  glass 
display  case  was  purchased  and 
placed  in  the  lobby  of  the  associa- 
tion headquarters  building  in  Okla- 
homa City.  Although  it  is  somewhat 
disorganized  at  the  present  time,  a 
large  number  of  early  day  medical 
instruments,  textbooks,  and  other 
medical  history  artifacts,  are  being 
displayed.  It  is  envisioned  that  this 
display  will  be  changed  periodically 
so  that  new  “old”  artifacts  may  be 
shown. 

A number  of  items  are  now  in  stor- 
age in  the  OSMA  Executive  Office 
Building,  items  that  have  been  col- 
lected during  the  past  two  years. 
This  storage  space  was  made  avail- 
able to  the  committee  by  the  OSMA 
Board  of  Trustees  sometime  ago. 

Since  we  now  have  storage  space, 
and  some  display  space,  your  com- 
mittee would  like  to  urge  all  mem- 
bers of  the  association  to  seek  out 
and  preserve,  as  best  they  can,  the 
artifacts  and  manuscripts  that  best 
depict  the  medical  history  of  this 
state. 

In  attempting  to  preserve  the 
medical  heritage  of  Oklahoma,  we 
should  always  bear  in  mind  that 
more  is  involved  than  just  medical 
instruments  and  information  on  phy- 
sicians. Our  history  is  replete  with 
stories  about  the  activities  of  nurses, 
midwives,  and  even  “horse  doctors” 
being  the  only  source  of  medical  help 
and  responding  with  compassion  and 
professionalism.  These  stories  and  the 
physical  evidence  to  support  them, 
should  not  be  allowed  to  perish  since 
they  are  an  integral  part  of  our  her- 
itage. 

We  should  also  seek  to  preserve  in- 
formation, artifacts,  and  parapherna- 
lia involved  in  the  early  training  of 
nurses  and  other  medical  personnel 
and  involving  early  hospitals  and  clin- 
ics. 

Your  committee  was  recently  asked 
to  honor  a man  who  has  done 
much  to  portray  the  early  pioneer 
doctor.  On  April  22nd  at  the  Nation- 
al Cowboy  Hall  of  Fame  and  West- 
ern Heritage  Center  your  committee 
chairman  presented  Mr.  Milbum 
Stone  with  a token  of  appreciation 
from  Oklahoma  doctors.  Mr.  Stone 
is,  of  course,  “Doc  Adams”  on  the 
television  series  “Gunsmoke.” 

In  making  the  presentation  to 


“Doc,”  your  committee  chairman 
said,  “In  your  practice,  you  have  ad- 
mirably depicted  the  life,  the  diffi- 
culties, the  frustrations,  the  human 
side,  the  courage  and  resourceful- 
ness of  the  pioneer  physician.” 

Your  committee  pledges  to  contin- 
ue its  efforts  to  preserve  Oklahoma’s 
medical  heritage.  But,  we  need  the 
help  of  every  physician  in  the  state. 
Recommendations : 

1.  It  is  recommended  that  the 
OSMA  House  of  Delegates  urge  and 
encourage  all  Oklahoma  physicians 
to  seek  out  and  preserve,  as  best 
they  can,  the  artifacts  and  manu- 
scripts that  best  depict  the  medical 
history  of  this  state.  Members 
obtaining  such  material  should  noti- 
fy the  Medical  Heritage  Committee 
of  its  existence  and  location. 

Report  of  the 

COUNCIL  ON  RURAL  HEALTH 
(APPROVED) 

C.  Riley  Strong,  MD,  Chairman 

Board  of  Trustees 

Oklahoma  State  Medical  Association 

Dear  Doctor  Strong: 

Three  years  ago  the  Board  of  Trus- 
tees appointed  me  Chairman  of  a 
special  council  to  study  and  make 
recommendations  for  solutions  to  the 
health  manpower  shortages  in  rural 
Oklahoma. 

With  this  letter  we  transmit  to  the 
Board  our  recommendations  — the 
result  of  intense  deliberations. 

Dr.  Strong,  this  report  is  based 
upon  findings  of  a survey  done  for 
us  by  Kelly  West,  MD,  and  from  com- 
ments presented  to  the  Council  by 
its  members.  It  is  far  reaching  and 
will  require  major  commitments  be- 
fore its  recommendations  can  be  im- 
plemented. We  encourage  the  Board 
and  the  House  of  Delegates  to  offer 
their  critical  comments,  their  helpful 
suggestions  — and  most  importantly, 
we  need  their  support. 

Personally,  I would  like  to  thank 
you  for  appointing  such  a dedicated 
group.  They  have  honored  their 
charge  — to  find  ways  to  improve 
the  quantity  and  quality  of  Rural 
Health  Services. 

Sincerely, 

William  C.  McCurdy,  Jr.,  MD 

Chairman 

Council  on  Rural  Health 
WCM : km 
Enclosure 

Council  Members 

William  C.  McCurdy,  MD,  Purcell, 
Chairman 


Senator  Ernest  Martin,  Ardmore 
Rep.  Visanio  Johnson,  Oklahoma  City 
Jack  Boyd,  Oklahoma  City 
Cleveland  Rodgers,  Tulsa 
Edgar  W.  Young,  Jr.,  MD,  El  Reno 
R.  Leroy  Carpenter,  MD,  Oklahoma 

City 

Joe  L.  Duer,  MD,  Woodward 
Thomas  Rhea,  MD,  Idabel 
Jack  D.  Fetzer,  MD,  Woodward 
Ernest  G.  Shadid,  MD,  Norman 
Homer  D.  Hardy,  Jr.,  MD,  Tulsa 
Loyd  G.  Williams,  MD,  Wetumka 
Rep.  Wiley  Sparkman,  Grove 
Dale  Groom,  MD,  Oklahoma  City 
Phillip  Smith,  ScD,  Oklahoma  City 
Roger  J.  Lienke,  MD,  Oklahoma  City 
Leonard  P.  Eliel,  MD,  Oklahoma  City 
Robert  J.  Hogue,  MD,  Guthrie 
Ken  McFall,  Oklahoma  City 
Ben  Blackstock,  Oklahoma  City 
Charles  L.  Tefertiller,  MD,  Altus 
Norman  A.  Cotner,  MD,  Grove 
Bill  E.  Woodruff,  MD,  Hugo 
Noel  E.  Miller,  MD,  Okemah 
Harold  Stout,  MD,  Waurika 
Mrs.  Ed  Calhoon,  Beaver 
I.  ORGANIZATION  OF  THE  COUN- 
CIL 

The  name  of  the  Council  should  be 
changed  to  the  “Council  on  Rural 
Health,  Inc.,”  organized  as  a non- 
profit corporation  with  a board  of 
directors. 

Since  the  Council  was  appointed  by 
the  Medical  Association,  it  is  essen- 
tially an  association  function.  The 
problems  the  Council  faces  are  mul- 
ti-faceted and  require  a certain  in- 
dependence. In  addition,  the  council 
needs  funds  to  carry  out  its  func- 
tion. The  corporate  structure  will  per- 
mit the  filing  of  applications  for  mon- 
ies from  various  sources. 

The  Board  of  Directors  should  rep- 
resent the  many  factions  that  can 
have  an  influence  on  rural  health 
problems.  A majority  of  its  members 
should  be  selected  from  the  health 
professions,  however  substantial  in- 
put will  be  necessary  from  the  public 
sector,  and  at  least  one-third  should 
represent  the  lay  public.  The  compo- 
sition of  the  Board  should  include 
specific  representation  from  the  med- 
ical profession,  the  osteopathic  pro- 
fession, the  nursing  profession  and 
various  state  agencies  and  institu- 
tions. 

The  board  should  have  a small 
executive  committee  with  authority 
to  act  on  the  board’s  behalf. 

The  most  critical  health  manpower 
shortage  is  physicians.  Therefore,  the 
Executive  Committee  should  include 
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a majority  of  rural  physicians. 

The  existing  council  should  appoint 
the  original  board  of  directors  and 
assist  in  the  organization  of  the  cor- 
poration, as  well  as  secure  initial 
funding. 

The  Council  will  need  assistance  in 
organizing  its  corporate  structure, 
applying  for  funds,  setting  initial  pri- 
orities, making  arrangements  for 
quarters,  and  locating  staff.  The  rep- 
resentation of  the  Council  provides 
sufficient  expertise  in  these  areas  and 
with  small  grants  from  each,  they 
can  be  incorporated  and  organized. 

The  Council’s  first  priority  should 
be  the  development  and  adoption  of 
models  for  the  recruitment,  deploy- 
ment and  distribution  of  physicians 
in  non-metropolitan  rural  Oklahoma. 

There  exists  today  literally  tons  of 
material  about  the  shortages  of 
health  manpower.  Most  of  these  re- 
ports have  credibility  but  most  are 
based  upon  ratios  that  have  no  medi- 
cal significance.  The  council  needs 
to  know  how  many  physicians  of  what 
specialty,  rural  Oklahoma  needs  and 
where  they  should  be  located.  The 
same  information  should  be  ga- 
thered on  other  health  personnel. 

II.  RECRUITMENT 

The  Council  should  initiate  an  ac- 
tive recruitment  program  encourag- 
ing out-of-state  physicians  to  come 
to  Oklahoma. 

O.U.  Medical  School  statistics  indi- 
cate that  approximately  48%  of  its 
graduates  are  practicing  outside  the 
state.  Many  of  these  were  born  and 
raised  in  Oklahoma.  A well  done  cam- 
paign advising  these  physicians  of 
the  practice  opportunities  in  Oklaho- 
ma might  be  fruitful  in  enticing 
some  to  return.  In  addition,  there  are 
graduates  of  foreign  schools  that  have 
received  quality  education.  Canadi- 
ans, and  some  European  physicians 
should  have  appropriate  access  to 
State  Licensure.  However,  the  Coun- 
cil should  urge  caution  and  discrim- 
inate recruitment  of  other  foreign 
graduates. 

Oklahoma  needs  an  adequately 
funded  health  manpower  placement 
service. 

Physicians  and  health  personnel  in- 
terested in  coming  to  and  staying 
in  Oklahoma  should  be  able  to  re- 
ceive information  about  practice  op- 
portunities from  a central  source. 
Representatives  of  the  Health  Sci- 
ences Center  have  plans  for  such  a 
service  and  they  need  encourage- 
ment, funds  and  the  help  of  health 


agencies  and  associations.  The  coun- 
cil should  assist  this  group  and  aid 
in  coordinating  its  activities. 

The  Council  should  appoint  an  ad- 
visory committee  to  help  physicians 
in  establishing  rural  practice. 

Some  of  the  problems  in  setting  up 
a practice  could  be  simplified  with 
the  assistance  of  a Physician-Lay- 
men Advisory  Group.  Each  situation 
may  require  different  types  of  con- 
sultants but  the  core  of  the  organi- 
zation should  include — a lawyer,  a 
physician,  an  insurance  consultant 
and  a banker. 

III.  INCENTIVES  FOR  RURAL 

PRACTICE 

The  Council  should  encourage 
group  practice  arrangements  in  rural 
Oklahoma. 

Medical  students  preparing  for  rur- 
al practice  need  to  be  taught  the  ec- 
onomics, advantages,  and  disadvan- 
tages of  shared  facilities  and  person- 
nel. Successful  models  should  be  em- 
ulated and  rural  physicians  should 
have  the  opportunity  to  visit  groups 
that  have  made  satisfactory  joint  ar- 
rangements. The  Council  could  select 
models  and  make  arrangements  for 
tours  of  the  state  if  necessary. 

Rural  physicians  should  be  en- 
couraged to  utilize  the  services  of 
physicians’  assistants. 

A recently  passed  Oklahoma  law 
recognizes  a certification  program 
for  Physicians’  Assistants.  The  Med- 
ical School’s  Program  will  graduate 
its  first  class  this  year.  These  grad- 
uates, and  other  types  of  physician 
extenders  can  be  helpful  to  the  rural 
practitioner.  The  Council  can  work 
with  the  Board  of  Medical  Examin- 
ers, the  Medical  School  and  others  to 
make  certain  that  the  rules  and  reg- 
ulations governing  the  use  of  P.A.’s 
and  the  training  programs  provide 
for  the  maximum  utilization  of  this 
new  assistant.  Successful  practices  of 
physicians  and  physicians’  assistant 
combinations  have  been  established 
and  studied  in  Washington,  Oregon 
and  North  Carolina.  The  Council 
should  inform  rural  physicians  about 
the  Physicians’  Assistants  Program. 

Third  parties  paying  physicians  for 
services  should  review  their  pay- 
ment profiles  for  rural  physicians. 

There  exist  discrepancies  between 
the  amounts  paid  by  third  parties, 
for  like  services,  to  rural  and  met- 
ropolitan physicians.  Regardless  of 
the  concept  for  establishing  profiles 
in  the  past,  it  is  ridiculous  to  as- 
sume that  physicians  will  seek  rural 


practices  if  they  will  not  be  paid  on 
the  same  basis  as  their  metropolitan 
colleagues.  Any  and  all  barriers  that 
prohibit  equality  of  payment  should 
be  challenged  by  the  council  re- 
gardless of  to  whom  the  appeal  must 
be  made. 

Support  for  proposals  offering  tax 
incentives  to  physicians  deserves 
scrutiny  by  the  Council. 

The  value  of  exempting  a por- 
tion of  the  rural  physician’s  income 
from  taxes  has  not  been  estab- 
lished. If  evidence  indicates  that  this 
type  of  financial  incentive  will  as- 
sist in  securing  additional  health  per- 
sonnel to  rural  areas  then  the  Coun- 
cil should  encourage  the  adoption  of 
such  proposals.  To  exempt,  from  tax- 
es (both  state  and  federal)  a cer- 
tain portion  of  income  might  be  the 
kind  of  “secondary  gain”  necessary 
to  achieve  emigration  to  rural  areas. 
This  will  probably  have  to  be  lim- 
ited to  “critical  health  workers.” 

Scholarship  programs  for  medical 
students  agreeing  to  practice  in  rur- 
al areas  should  be  continued  and  ex- 
panded. 

The  scholarship  programs  started 
by  the  state  legislature  and  the  med- 
ical association  will  produce  physi- 
cians for  rural  Oklahoma.  The  long 
range  effect  of  these  programs  can 
not  be  evaluated,  however,  it  is  ob- 
vious that  this  source  will  not  be  suf- 
ficient to  fill  the  need.  Communities 
interested  in  the  scholarship  pro- 
grams should  be  assisted  by  the 
Council  in  starting  their  own  pro- 
grams or  solicited  for  their  money. 
The  Oklahoma  Foundation  for  Com- 
munity Medical  Care  may  assume 
this  responsibility  for  the  Council — 
certainly,  close  liaison  should  be  es- 
tablished with  the  Chairmen  of  the 
Boards  of  both  the  Foundation  and 
the  Board  of  Trustees  of  Rural 
Loan  and  Scholarship  Fund. 

The  obligations  of  the  scholarship 
recipient  must  be  constantly  re- 
viewed to  assure  equity.  For  instance, 
it  is  difficult  to  decide,  with  the 
changes  currently  being  made  in 
medical  practice,  if  communities  of 
under  5,000  will  offer  successful  prac- 
tice opportunities. 

Rural  Oklahoma  needs  a quality 
emergency  medical  service  system, 
including  transportation  and  com- 
munications. 

As  health  services  regionalize  it 
will  become  increasingly  important 
to  be  able  to  transport  patients  to 
medical  centers.  Whether  such  a 
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system  should  be  publicly  or  private- 
ly financed  will  need  study  by  the 
Council.  It  is  obvious  that  existing 
services  are  inadequate,  uncoordinat- 
ed and  underfinanced.  Health  in- 
surers both  public  and  private  should 
be  more  realistic  in  the  payment 
of  transportation  sendees.  Minimum 
state  standards  need  to  be  estab- 
lished for  vehicles  and  personnel 
with  a transition  period  that  does  not 
jeopardize  existing  services.  A co- 
ordinated wide  area  communication 
system  should  have  a high  priority. 

Additional  community  support  will 
be  necessary  to  attract  physicians  to 
rural  Oklahoma. 

Medical  Practices,  community  hos- 
pitals and  sendees  rendered  incident 
thereto  are  community  assets  just  as 
industries  are.  Not  only  are  the  ser- 
vices important  to  a community  but 
so  are  the  payroll  and  employment 
they  generate.  Communities  must 
realize  that  to  improve  and  maintain 
these  assets  they  have  to  spend 
money.  Too  often  health  facilities  and 
personnel  are  ignored  until  they  have 
depreciated  beyond  restoration,  of- 
ten money  is  spent  to  build  new  fa- 
cilities in  hopes  of  attracting  health 
personnel  when  it  would  have  been 
wiser  to  expand  and  improve  existing 
facilities. 

The  expense  of  medical  facilities 
and  equipment  will  require  greater 
financial  commitment  from  the  pub- 
lic. The  cost  will  have  to  be  shared 
by  groups  of  communities  working  to- 
gether to  develop  valuable  health  re- 
sources that  will  benefit  ever-widen- 
ing areas. 

The  medical  school  admission  pol- 
icies and  procedures  should  take  into 
account  the  health  needs  of  rural 
Oklahoma. 

Oklahoma’s  most  desperate  medi- 
cal manpower  need  is  additional  pri- 
mary care  physicians  in  rural  areas. 
Medical  School  graduates  are  not 
filling  that  need  now.  While  it  is 
grossly  unfair  to  blame  the  Medical 
School  for  all  the  shortages,  there 
are  changes  which  would  offer  the 
rural  areas  a better  chance  of  get- 
ting a physician.  They  are: 

1.  More  practicing  physicians 
should  serve  on  the  Admissions 
Board. 

2.  The  reliance  on  academic  excel- 
lence should  be  tempered  with 
practical  motivation. 

3.  The  student  interviews  should  be 


decentralized  and  some  conducted  in 
cities  other  than  Oklahoma  City. 

4.  More  primary  care  physicians 
should  serve  on  the  admissions  board 
than  specialists. 

5.  Pre-medical  school  curriculum 
in  Oklahoma’s  smaller  colleges  and 
universities  should  be  strengthened 
in  order  that  more  students  with  ru- 
ral backgrounds  can  be  admitted  to 
the  Medical  School. 

Representatives  of  the  council 
have  read  the  report  on  admission 
policies  of  the  Medical  School  and 
concur  in  their  recommendations; 
the  points  made  above  would  ex- 
pand on  those  recommendations. 

Medical  students  need  more  expo- 
sure to  rural  practices. 

The  student  employment  program 
conducted  for  Freshmen  and  Sopho- 
more students  should  be  expanded 
and  subsidized  by  community  funds. 
Many  students  interested  in  the  pro- 
gram can’t  afford  to  leave  Oklaho- 
ma City  because  of  the  expense. 
Stipends  will  be  necessary  to  attract 
the  students.  In  addition  the  council 
could  make  arrangements  with  prac- 
titioners in  the  rural  areas  to  host 
medical  students  at  various  times 
during  their  training. 

Many  hold  the  view  that  the  pre- 
ceptorship  program  has  proven  to 
be  valuable  in  locating  physicians  in 
rural  areas  and  could  be  expanded 
and  improved.  Preceptors  should  be 
actively  recruited  by  the  medical 
school  and  if  possible  more  time 
should  be  allocated  for  the  precep- 
tor to  spend  in  the  rural  environ- 
ment. Students  could  be  encouraged 
to  use  elective  hours  to  spend  more 
time  in  rural  areas. 

Internship  programs  need  to  be  im- 
proved and  increased. 

Many  of  the  approved  internships 
in  Oklahoma  hospitals  are  not  filled. 
The  quality  of  the  programs,  espe- 
cially the  conditions  under  which  the 
intern  works,  need  to  be  reviewed. 
Local  communities  could  provide 
some  of  the  financial  support  for  the 
internship  program. 

V.  CONTINUING  EDUCATION 

The  family  practice  program 
should  be  expanded,  adequately  fi- 
nanced and  a new  program  started 
in  Tulsa  and  elsewhere. 

The  demand  for  primary  care  phy- 
sicians is  greater  than  the  supply 
that  can  be  produced  in  existing  med- 
ical school  programs.  Therefore,  all 
programs  training  primary  care  phy- 
sicians should  be  improved.  The 


Family  Practice  program  was  de- 
signed to  produce  a family  doctor 
who  would  serve  as  a “generalist”— 
replenishing  the  dwindling  supply  of 
General  Practitioners.  However,  this 
program  has  not  been  adequately  sup- 
ported by  the  medical  school,  the 
regents  or  the  legislature. 

Tulsa  with  its  recently  organized 
Medical  Education  Foundation  would 
be  an  ideal  additional  location  for  a 
Family  Practice  Residency  Pro- 
gram. 

Residency  programs  training  pri- 
mary care  physicians  should  receive 
a greater  emphasis  than  programs 
training  other  specialists. 

Overwhelming  evidence  has  been 
produced  that  the  greatest  medical 
need  in  Oklahoma  is  the  Primary 
Care  Physician.  Programs  should  be 
changed,  funds  diverted  and  priori- 
ties shifted  to  fill  this  need. 

The  medical  school  should  consider 
a “physicians-in-residence”  program 
utilizing  non-metropolitan  hospitals. 

Professors  should  be  given  the  op- 
portunity to  spend  time  outside  the 
Medical  Center.  There  are  physicians 
in  various  parts  of  the  state  that 
would  host  a visiting  professor.  The 
professor  could  serve  as  a consult- 
ant for  all  physicians  in  the  area  and 
hold  brief  educational  sessions.  This 
type  arrangement  would  give  the  pro- 
fessor a view  of  the  problems  unique 
to  rural  Oklahoma,  and  the  local 
physicians  could  get  first  hand  infor- 
mation about  the  problems  of  the 
Medical  Center  ...  A learning-teach- 
ing situation  that  would  improve  rap- 
port. 

VI.  ALLOCATION  OF  SPECIAL 

FUNDS 

Rural  projects  for  regional  medi- 
cal program  funds  should  have  top 
priority. 

Regardless  of  the  discriminatory 
characteristics  of  the  recommenda- 
tion, the  purpose  of  the  council  is  to 
improve  the  quantity  and  quality  of 
health  services  in  rural  Oklahoma. 
Any  advantage  offered  the  rural 
areas  improves  that  possibility. 
The  original  purpose  of  the  RMP 
Program  was  to  disseminate  the 
most  current  medical  information  to 
the  practicing  physician.  While  the 
goals  of  RMP  have  been  altered  it 
is  still  important  to  the  physician 
in  the  rural  area  to  be  closely  tied 
to  the  metropolitan  medical  centers. 
Practical  communication  systems 
could  dispel  the  feelings  of  isolation 
and  likewise  provide  consultative 
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help.  Pilot  projects  utilizing  physi- 
cian extenders  could  be  financed  by 
RMP,  as  well  as  training  programs 
for  other  allied  health  personnel. 

Rural  projects  requesting  public 
junds  for  facilities  and  resources 
should  have  priority  over  requests 
from  metropolitan  areas. 

If  health  services  are  to  be  im- 
proved in  our  smaller  communities, 
health  facilities  must  be  improved. 
Hill-Burton  fluids  should  be  spent 
where  most  needed  with  a special 
priority  for  the  expansion  and  devel- 
opment of  rural  hospitals. 

The  Council  should  discourage  the 
development  of  new  hospitals  with 
less  than  50  beds  but  should  encour- 
age the  expansion  of  facilities  where 
need  exists.  If  guidelines  for  the  al- 
location of  public  funds  preclude  pri- 
orities for  rural  hospitals  then  stud- 
ies should  be  achieved  with  accom- 
panying recommendations  to  the  Hill- 
Burton  Council  and  Federal  Authori- 
ties. Area  health  planning  agencies 
will  have  a major  role  in  the  devel- 
opment of  rural  health  resources. 
They  should  work  closely  with  the 
Council  in  establishing  development 
priorities  and  to  advise  the  Council 
of  discrepancies  in  allocation  of  public 
funds. 

VII.  REGIONALIZATION  OF 

HEALTH  SERVICES 

The  regionalization  of  health  ser- 
vices should  be  recognized,  accept- 
ed and  promoted. 

Health  services,  like  other  goods 
and  services,  are  being  regionalized 
due  to  geographic  and  economic  in- 
fluences. Enid,  Ponca  City,  Ada, 
Bartlesville,  Muskogee,  McAlester, 
Lawton  and  Ardmore,  and  other 
Medical  Centers  that  have  a wide 
range  of  health  personnel  and  facili- 
ties should  be  further  developed. 
These  centers  should  be  encour- 
aged to  implement  and  strengthen 
training  programs  for  health  person- 
nel. Hopefully,  the  Medical  School 
can  extend  some  of  its  teaching  pro- 
grams to  these  regional  centers,  with 
both  student  and  teachers  having  the 
opportunity  of  exposure  to  rural  prac- 
tice. Regional  centers  will  need  to 
make  special  efforts  to  relate  to  the 
smaller  communities  in  the  area, 
perhaps  offering  hospital  privileges 
to  the  more  isolated  physician  and 
encouraging  his  participation  in  edu- 
cational programs. 

Area  health  planning  agencies 
should  be  supported  by  the  health 
profession. 


In  the  future,  Health  Services  will 
have  to  be  planned  and  financed  on 
a multi-county  basis.  Health  planning 
districts  offer  the  opportunity  for 
that  support.  Granted,  Medical  Ser- 
vices Areas  will  expand  and  contract 
in  relationship  to  the  adequacy  and 
availability  of  facilities  and  person- 
nel, but  health  planning  is  necessary 
to  avoid  duplication  of  facilities  and 
effort.  Agencies  with  responsibility 
for  planning  should  carefully  avoid 
jeopardizing  existing  resources. 

Hill-Burton  funds  should  be  used  to 
develop  rural  health  facilities  and  to 
promote  the  regionalization  of  health 
services. 

This  point  has  been  made  earlier 
in  the  report  but  in  order  to  develop 
rural  health  resources  it  will  be  nec- 
essary to  give  them  a priority.  In 
1972  the  state  Hill-Burton  Council  rec- 
ommended allocations  of  $16.8  million. 
Only  $6.9  million  was  allocated  to  pro- 
jects outside  Tulsa  and  Oklahoma 
counties.  While  teaching  institutions 
benefit  the  entire  state,  more  of  these 
funds  in  rural  areas  might  encourage 
the  implementation  of  new  programs. 
VIII.  PUBLIC  SUPPORT 

The  public  must  be  made  aware 
of  the  status  of  health  care  in  rural 
Oklahoma. 

To  improve  and  develop  health  re- 
sources in  rural  Oklahoma,  the 
Health  profession  will  need  public 
support.  The  Health  Sciences  Center 
plans  a health  fair  for  this  purpose 
and  the  Council  could  become  in- 
volved in  the  project.  In  addition,  the 
Council  could  commission  a qualified 
reporter  to  prepare  a series  of  arti- 
cles for  distribution  to  the  state’s 
newspapers.  Special  television  doc- 
umentaries would  help  as  would  em- 
phasis by  other  media. 

Oklahoma’s  Chambers  of  Com- 
merce would  be  valuable  in  dissem- 
inating such  information. 

Public  health  services  should  be- 
come regionalized,  with  multi-county 
support  and  greater  administrative 
ability. 

A project  of  this  nature  has  been 
implemented  in  Southeastern  Oklaho- 
ma and  has  proven  successful.  Simi- 
lar programs  should  be  started 
in  other  parts  of  the  state.  Relieving 
physicians,  acting  as  county  health 
officers,  of  administrative  details 
gives  him  more  time  to  practice 
medicine. 

Resolution  No.  4 
(DISAPPROVED) 

SUBMITTED  BY:  Logan  County 

Medical  Society 


TITLE:  Quality  Medical  Care 
REFERRED  TO:  Reference  Com- 

mittee No.  II 

WHEREAS,  a considerable  pres- 
sure has  appeared  in  Congress  to 
broaden  government  health  subsid- 
ies to  all  the  population  under  a con- 
cept known  as  National  Health 
Insurance,  and 

WHEREAS,  no  verifiable  need  for 
such  programs  has  been  demonstrat- 
ed, and 

WHEREAS,  present  government 
health  programs  have  proven  unduly 
expensive,  disruptive  of  the  patient- 
physician  relation,  and  deleterious  to 
quality  medical  care,  therefore 
BE  IT  RESOLVED  that  the  Okla- 
homa State  Medical  Association  is 
opposed  to  any  expansion  of  govern- 
ment health  programs  and  will  here- 
inafter in  no  way  participate  in  said 
government  health  programs  until  af- 
ter the  defects  are  eliminated  from 
those  already  extant,  and 
BE  IT  FURTHER  RESOLVED 
that  the  Association  inform  the  Okla- 
homa Congressional  delegation  of 
this  resolution. 

Resolution  No.  5 
(DISAPPROVED) 

SUBMITTED  BY:  Kingfisher  County 
Medical  Society 
TITLE:  Quality  Medical  Care 
REFERRED  TO:  Reference  Commit- 
tee No.  II 

WHEREAS,  a considerable  pres- 
sure has  appeared  in  Congress  to 
broaden  government  health  subsidies 
to  all  the  population  under  a concept 
known  as  National  Health  Insur- 
ance, and 

WHEREAS,  no  verifiable  need  for 
such  programs  has  been  demonstrat- 
ed, and 

WHEREAS,  present  government 
health  programs  have  proven  unduly 
expensive,  disruptive  of  the  patient- 
physician  relation,  and  deleterious  to 
quality  medical  care,  therefore 
BE  IT  RESOLVED  that  the  Okla- 
homa State  Medical  Association  is 
opposed  to  any  expansion  of  gov- 
ernment health  programs  until  after 
the  defects  are  eliminated  from 
those  already  in  existence,  and 
BE  IT  FURTHER  RESOLVED  that 
the  Association  inform  the  Oklahoma 
Congressional  delegation  of  this  res- 
olution. 

(Late  Resolution) 

Resolution  No.  13 
(APPROVED  AS  AMENDED) 
SUBMITTED  BY:  OSMA  Legislative 
Committee 
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TITLE:  OSMA  Position  on  Abortion 
REFERRED  TO:  Reference  Commit- 
tee No.  II 

WHEREAS,  the  question  of  elective 
abortion  is  becoming  more  prominent 
in  the  public  and  legislative  mind; 
and 

WHEREAS,  eighteen  states,  five  of 
which  border  the  state  of  Oklahoma, 
have  altered  their  abortion  laws;  and 
WHEREAS,  bills  to  change  the 
abortion  laws  have  been  introduced 
in  the  past  two  sessions  of  the  Okla- 
homa legislature;  and 
WHEREAS,  there  are  a sufficient 
number  of  physicians  who  express 
strong  views  both  for  and  against 
abortions  so  as  to  create  confusion 
about  the  position  of  organized  medi- 
cine, and 

WHEREAS.  OSMA  has  taken  a “no 
position”  in  regard  to  abortion  legis- 
lation although  they  have  provided 
medical  testimony;  and 
WHEREAS,  more  legislative  action 
is  anticipated  in  the  upcoming  legis- 
lature; and 

WHEREAS,  the  Legislative  Com- 
mittee is  often  challenged  by  physi- 
cians, the  legislature  and  the  public 
about  its  “no  position”  position;  and 
WHEREAS,  it  would  be  beneficial 
to  members  of  OSMA,  the  Legislative 
Committee,  the  legislature  and  the 
public  to  have  OSMA’s  position  on 
abortion  clearly  stated;  now  be  it 
“for,”  “against”  or  re-affirm  the 
“no  position” 

THEREFORE  BE  IT  RESOLVED 
that  the  House  of  Delegates  through 
whatever  mechanism  it  desires,  es- 
tablish a position  on  abortion;  and 
BE  IT  FURTHER  RESOLVED 
that  the  position  be  transmitted  to 
all  OSMA  members  as  the  official 
position  of  the  Oklahoma  State  Medi- 
cal Association. 

Recommendations: 

1.  That  the  OSMA  Board  of  Trus- 
tees develop  a survey  form  to  be  sub- 
mitted to  the  association’s  members 
inquiring  of  their  attitude  on  abor- 
tion: that  the  survey  include  a ques- 
tion regarding  the  specialty  prac- 
ticed by  the  respondent  and  his  opin- 
ion as  to  whether  or  not  the  Okla- 
homa State  Medical  Association 
should  take  a position  on  the  abor- 
tion question. 

2.  That  there  should  be  a question 
added  to  the  questionnaire  as  to  the 
doctor’s  opinion  on  the  delivery  of 
contraceptive  services  to  sexually  ac- 


tive minors  without  their  parent’s 
consent. 

3.  That  the  results  of  this  survey, 
when  tabulated,  be  furnished  to 
OSMA  members,  the  legislature,  and 
the  public. 

(Late  Resolution) 

Resolution  No.  15 
(APPROVED) 

SUBMITTED  BY:  Tulsa  County 

Medical  Society 

TITLE:  Training  and  Certification  in 
Nuclear  Medicine 

REFERRED  TO:  Reference  Commit- 
tee No  .II 

WHEREAS,  in  December,  1971  the 
House  of  Delegates  of  the  American 
Medical  Association  directed  the 
Council  on  Medical  Education  to  es- 
tablish an  ad  hoc  committee,  in  coop- 
eration with  the  American  Board  of 
Medical  Specialties,  with  representa- 
tion from  appropriate  specialty  socie- 
ties and  boards,  to  study  the  current 
problems  related  to  certification  in 
nuclear  medicine  and  to  suggest  solu- 
tions to  these  problems;  and 
W’HEREAS,  in  pursuance  of  this  di- 
rective the  Council  on  Medical  Edu- 
cation convened  such  an  ad  hoc  com- 
mittee on  December  21,  1971  which 
unanimously  agreed,  “Subcertifica- 
tion in  the  specialty  field  of  a con- 
joint board  may  be  a function  of  one 
of  the  primary  sponsoring  boards, 
provided  that  such  subcertification  is 
done  in  cooperation  with  the  conjoint 
board  with  respect  to  the  qualifica- 
tions of  candidates,  the  standards 
of  examination,  the  manner  of  cer- 
tification and  the  form  of  certif- 
icate”; and 

WHEREAS,  the  American  Board  of 
Pathology  and  the  American  Board 
of  Radiology  met  subsequently  with 
the  members  of  the  Conjoint  Amer- 
ican Board  of  Nuclear  Medicine  and 
achieved  agreement  that  the  Ameri- 
can Board  of  Pathology  and  the 
American  Board  of  Radiology  would 
request  permission  to  subcertify  in 
nuclear  radiology  and  radioisotopic 
pathology;  and 

WHEREAS,  this  compromise  was 
accepted  by  the  Liaison  Committee 
of  the  Council  on  Medical  Educa- 
tion and  the  American  Board  of  Med- 
ical Specialties,  the  Executive  Com- 
mittee of  the  American  Board  of 
Medical  Specialties  and  the  Council 
on  Medical  Education;  and 
WHEREAS,  the  compromise  was 
then  disapproved  by  the  full  Ameri- 
can Board  of  Medical  Specialties; 
and 


W’HEREAS,  the  ultimate  authority 
in  matters  pertaining  to  graduate 
medical  education  resides  in  the 
House  of  Delegates  of  the  American 
Medical  Association; 

THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  State  Medical  So- 
ciety petitions  the  House  of  Delegates 
of  the  American  Medical  Association 
to  recognize  that  the  American  Board 
of  Radiology  and  the  American 
Board  of  Pathology  offer  examina- 
tion in  the  fields  of  nuclear  radiolo- 
gy and  radioisotopic  pathology  to 
candidates  who  are  appropriately 
trained  and  that  those  who  pass  ex- 
aminations in  these  fields  of  radiolo- 
gy and  pathology  are  capable  within 
their  fields  and  should  be  so  recog- 
nized by  insurers,  agencies  of  gov- 
ernment, hospitals  and  members  of 
the  medical  profession. 

Report  of  the 

COUNCIL  ON  SOCIO-ECONOMIC 
ACTIVITIES 
(APPROVED) 

Council  Members 

B.  C.  Chatham,  MD,  Chickasha, 
Chairman 

Ann  K.  Kent,  MD,  Muskogee 
Roger  J.  Reid,  MD,  Ardmore 
Charles  Bodine,  MD,  Oklahoma  City 
Thurman  Shuller,  MD,  McAlester 
Walter  E.  Brown,  MD,  Tulsa 
Richard  E.  Carpenter,  MD,  Oklaho- 
ma City 

E.  N.  Lubin,  MD,  Tulsa 
Howard  B.  Keith,  MD,  Shattuck 
Richard  W.  Loy,  MD,  Pawhuska 
James  P.  Bell,  MD,  Oklahoma  City 
Scott  Hendren,  MD,  Oklahoma  City 
Robert  Sukman,  MD,  Oklahoma  City 
Harold  Stout,  MD,  Waurika 
Arthur  E.  Schmidt,  MD,  Oklahoma 
City 

Arnold  G.  Nelson,  MD,  Midwest  City 
Mrs.  George  Miller,  Tulsa 
Occupational  Medicine  Committee 
James  P.  Bell,  MD,  Oklahoma  City, 
Chairman 

Robert  R.  Dugan,  MD,  Oklahoma 
City 

Kieffer  D.  Davis,  MD,  Bartlesville 
R.  L.  Lembke,  MD,  Ponca  City 
W.  W.  Schottstaedt,  MD,  Oklahoma 
City 

J.  Robert  Dille,  MD,  Oklahoma  City 
Robert  G.  Perryman,  MD,  Tulsa 
James  D.  Green,  MD,  Cushing 
Samuel  C.  Jack,  MD,  Lawton 
Bob  J.  Rutledge,  MD,  Oklahoma  City 
W.  Frank  Phelps,  MD,  Tulsa 
Casper  H.  Smith,  MD,  Duncan 
Gifford  H.  Henry,  MD,  Tulsa 
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Mark  A.  Everett,  MD,  Oklahoma  City 
Jack  L.  Richardson,  MD,  Tulsa 
C.  J.  Sternhagen,  MD,  Oklahoma  City 
James  G.  Moore,  MD,  Tulsa 
James  B.  Wise,  MD,  Oklahoma  City 
Prepaid  Medical  Care  Committee 
Charles  Bodine,  MD,  Oklahoma  City, 
Chairman 

Richard  W.  Loy,  MD,  Pawhuska 
William  L.  Parry,  MD,  Oklahoma 
City 

B.  H.  Gaston,  MD,  Muskogee 
Edward  L.  Moore,  MD,  Tulsa 
Samuel  R.  Turner,  MD,  Tulsa 
Herbert  Kent,  MD,  Oklahoma  City 
Richard  G.  Williams,  MD,  Tulsa 
Neil  B.  Kimerer,  MD,  Oklahoma  City 
Joe  E.  Tyler,  MD,  Tulsa 
Vernon  M.  Lockard,  MD,  Bartlesville 
William  J.  Forrest,  MD,  Oklahoma 
City 

Arthur  E.  Schmidt,  MD,  Oklahoma 
City 

Emil  E.  Palik,  MD,  Tulsa 
John  L.  Ritan,  MD,  Tulsa 
Governmental  Relations  Committee 
Scott  Hendren,  MD,  Oklahoma  City, 
Chairman 

Robert  Sukman,  MD,  Oklahoma  City 
Arnold  G.  Nelson,  MD,  Midwest  City 
Casper  H.  Smith,  MD,  Duncan 
William  B.  Renfrow,  MD,  Oklahoma 
City 

James  W.  Owen,  Jr.,  MD,  Bartles- 
ville , 

George  E.  Merkley,  MD,  Boise  City 
John  A.  Schilling,  MD,  Oklahoma 
City 

Jack  L.  Terry,  MD,  Ponca  City 
Mark  R.  Johnson,  MD,  Oklahoma 
City 

Ross  Deputy,  MD,  Clinton 
Raybume  W.  Goen,  MD,  Tulsa 
Jack  D.  Fetzer,  MD,  Woodward 
William  J.  Preston,  MD,  Tulsa 
Jack  H.  Reynolds,  MD,  Muskogee 
Oliver  H.  Patterson,  MD,  Sapulpa 
Medical  Insurance  Review 
Committee 
Sub-Committee  A 

Howard  B.  Keith,  MD,  Shattuck, 
Chairman 

Fred  D.  Switzer,  MD,  McAlester 
G.  Rainey  Williams,  MD,  Oklahoma 
City 

Alfred  H.  Bungardt,  MD,  Tulsa 
Frank  L.  Adelman,  MD,  Enid 
Gerald  W.  Boles,  MD,  Oklahoma  City 
Roger  V.  Haglund,  MD,  Tulsa 
Robert  Morgan,  MD,  Oklahoma  City 
Maurice  C.  Gephardt,  MD,  Muskogee 
Homer  D.  Hardy,  MD,  Tulsa 
Ross  Deputy,  MD,  Clinton 
Edward  L.  Moore,  MD,  Tulsa 
Leonard  H.  Brown,  MD,  Tulsa 
Art  Schmidt,  MD,  Oklahoma  City 


B.  C.  Chatham,  MD,  Chickasha 
Medical  Insurance  Review 
Committee 
Sub-Committee  B 

Charles  R.  Gibson,  MD,  Chickasha, 
Chairman 

Robert  J.  Hogue,  Jr.,  MD,  Guthrie 
Arnold  G.  Nelson,  MD,  Midwest  City 
Arthur  Elliott,  MD,  Oklahoma  City 
Harold  W.  Calhoon,  MD,  Tulsa 
John  W.  Richardson,  MD,  Oklahoma 
City 

Richard  M.  Taliaferro,  MD,  Ada 
Jack  D.  Spencer,  MD,  Oklahoma  City 
George  N.  Beckloff,  MD,  Stratford 
Jack  L.  Richardson,  MD,  Tulsa 
D.  Kent  Braden,  MD,  Oklahoma  City 
Neil  B.  Kimerer,  MD,  Oklahoma  City 
William  R.  Smith,  MD,  Enid 
SECTION  I 

Occupational  Medicine  Committee 
The  passage  of  Williams-Steiger 
Occupational  Safety  and  Health  Act 
of  1970  and  its  subsequent  implemen- 
tation by  the  U.S.  Department  of  La- 
bor is  increasing  the  demand  for  pro- 
fessional medical  advice  in  setting  up 
new  and  enlarged  employee  health 
and  safety  programs.  Under  provi- 
sions of  the  Act  virtually  all  business- 
es engaged  in  interstate  commerce 
are  covered.  While  the  Act  does  not 
contradict  good  preventative  and  Oc- 
cupational medicine  practices,  it  does 
set  forth  procedures  for  the  handling 
of  occupational  safety  and  health  pro- 
grams. Physicians  who  need  addition- 
al information  should  contact  the 
AMA’s  Department  of  Environmental 
Public,  and  Occupational  Health  or 
the  U.S.  Department  of  Labor. 

In  addition  to  federal  legislation, 
certain  action  at  the  state  level  could 
have  serious  ramifications.  The  32nd 
Oklahoma  Legislature  set  up  an  Oc- 
cupational Health  and  Safety  Stand- 
ards Commission  and  a Health  and 
Safety  Education  and  Training  Divi- 
sion. Your  committee  recommended 
at  the  time  of  passage  that  a phy- 
sician be  appointed  to  the  Board.  Not 
until  this  year  was  the  Board  acti- 
vated. Subsequent  sessions  of  the  leg- 
islature have  made  changes  in  the 
act  but  at  this  time  new  rules  and 
regulations  have  not  been  adopted. 
Your  committee  maintains  a liaison 
with  leaders  in  Labor  and  Industrial 
Management  and  have  offered  our 
help  should  it  be  needed  and  want- 
ed. 

Laws  to  make  changes  in  the  Okla- 
homa Workmen’s  Compensation  Act 
were  introduced  during  the  last  ses- 
sion. The  bills  supported  by  the  com- 
mittee — waiver  rights  and  medical 


panel  — were  not  favorably  consid- 
ered by  the  Legislature.  Organized 
Labor  is  making  every  effort  to 
pass  legislation  that  would  permit  an 
injured  worker  to  select  his  “choice 
of  practitioner  in  the  healing  arts.” 
This  would  permit  chiropractors  to 
treat  workmen’s  compensation  cases 
—a  situation  we  feel  not  in  the  best 
interest  of  the  injured  worker.  There 
have  also  been  efforts  to  pass  a 
“free  choice  of  physician”  bill  which 
also  creates  problems.  Where  will 
boundaries  be  established?  and  by 
whom? 

Your  Chairman  attended  the  Con- 
gress on  Occupational  Health  last  fall 
and  as  a result,  your  committee  has 
secured  information  on  the  Occupa- 
tional Health  and  Safety  Programs 
of  various  states,  and  the  most  cur- 
rent information  on  new  federal  laws. 

As  Oklahoma  becomes  more  indus- 
trialized, it  will  become  increasingly 
important  that  organized  medicine 
become  more  involved  in  Occupation- 
al Health  Problems. 
Recommendations: 

That  the  Committee  continue  its  ac- 
tivities and  inform  OSMA  members 
of  important  developments  in  Occu- 
pational Health  and  Safety. 

SECTION  II 

Prepaid  Medical  Care  Committee 

At  the  1971  annual  meeting  of  the 
House  of  Delegates,  Resolution  No. 
14,  entitled  “Blue  Shield  UCR  Pro- 
gram,” was  adopted  and  referred  to 
the  Pre-Paid  Medical  Care  Commit- 
tee. 

In  brief,  the  resolution  reminded 
Blue  Shield  that  the  1968  OSMA 
agreement  endorsing  a program  to 
pay  physicians  their  “Usual,  Custom- 
ary and  Reasonable”  fees  contained 
a provision  for  an  optional  claim 
form  whereby  an  OSMA  member 
could  elect,  case-by-case,  whether  or 
not  he  would  be  bound  by  UCR. 
The  resolution  also  stated  that  after 
September  1,  1971  the  members  of 
the  association  shall  no  longer  be 
obligated  under  the  program  as 
outlined  in  the  agreement  passed  by 
the  House  of  Delegates  in  1968.  More- 
over, the  resolution  requested  Blue 
Shield  to  devise  a method  whereby 
it  shall  be  readily  apparent  on  a 
member’s  Blue  Shield  card  that  he 
is  the  holder  of  a UCR  contract. 

The  Prepaid  Medical  Care  Com- 
mittee met  with  Blue  Shield  repre- 
sentatives in  their  Tulsa  headquar- 
ters, at  Blue  Shield’s  request,  to  dis- 
cuss the  features  of  Resolution  No. 
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14.  The  OSMA  committee’s  vice- 
chairman  chaired  the  meeting. 

The  OSMA  Executive  Director 
was  asked  to  provide  the  group  with 
background  information  on  the  prob- 
lem. 

He  said  the  UCR  program  was 
originally  the  product  of  the  Oklaho- 
ma Health  Economic  Council,  an  or- 
ganization created  in  1965  to  sur- 
vey the  quality  and  quantity  of  health 
insurance  held  by  Oklahomans  and 
to  formulate  appropriate  recommen- 
dations. Some  1,500  hospitalized  pa- 
tients were  surveyed  as  to  how  they 
would  pay  their  medical  and  hos- 
pital bills.  The  survey  revealed  that 
both  the  quantity  and  quality  of 
health  insurance  were  low;  it  also 
showed  that  Blue  Cross  and  Blue 
Shield  ranked  generally  better  than 
commercial  insurance  companies. 

The  UCR  program  was  subsequent- 
ly recommended  to  the  OSMA.  House 
of  Delegates  as  a program  of  pre- 
dictable value  for  the  patient  and  as 
a means  where  most  physicians 
would  have  their  bills  paid  in  full. 
The  final  authority  for  peer  review 
was  to  be  vested  in  the  OSMA. 

The  House  of  Delegates  endorsed 
the  program  in  1968,  and  also  named 
Blue  Shield  as  its  preferred  fiscal 
carrier. 

However,  regarding  Resolution  No. 
14,  the  OSMA  Executive  Director 
quoted  directly  from  the  1968  agree- 
ment, as  follows: 

“Payment  will  be  made  directly 
to  physicians  for  services  provided 
under  the  program,  unless  Blue 
Shield  is  directed  by  the  physi- 
cian to  make  payment  directly  to  the 
patient. 

“A  physician  may  accept  or  reject 
a UCR  fee  on  each  and  every  claim 
submitted  to  Blue  Shield.  (Therefore, 
each  and  every  claim  is  an  independ- 
ent contract  in  itself).  If  UCR  is  re- 
fused, payment  will  be  based  on  the 
physician’s  previously  accepted  usual 
charge  or  the  average  charge  in  the 
physician’s  socio  - economic  area, 
whichever  is  the  greater.  This  pay- 
ment will  be  made  to  the  patient.” 

Blue  Shield  implied  concurrence 
with  this  feature  of  the  1968  agree- 
ment because  it  subsequently  devel- 
oped a form  which  gave  the  physi- 
cian the  privilege  of  opting  out  of  the 
UCR  arrangement  provided  he  would 
establish  a “prior  agreement”  with 
the  patient.  This  form  was  felt  to  be 


unacceptable  by  physicians,  and  an- 
other form  was  drafted  by  repre- 
sentatives of  the  OSMA,  represent- 
atives of  Blue  Shield  and  representa- 
tives of  the  Tulsa  County  Medical  So- 
ciety. 

However,  this  revised  form  was  set 
aside  by  Blue  Shield  in  favor  of  sim- 
ply using  the  standard  claim  form, 
again  extending  the  doctor  the  privi- 
lege of  staying  outside  the  UCR  plan 
through  a prior  agreement  with  his 
patient. 

Mr.  Blair  said  Resolution  No.  14 
was  an  effort  to  return  to  the  pro- 
vision in  the  1968  agreement  which 
authorized  a specific  optional  claim 
form. 

At  the  1971  meeting  with  Blue 
Shield  representatives,  it  was  report- 
ed that  UCR  had  been  endorsed  by 
the  AMA  and  was  now  in  wide  use  in 
government  programs  and  in  large 
national  accounts.  It  was  reported 
that  Oklahoma  was  the  first  state  to 
get  CHAMPUS  (dependents  of  ser- 
vicemen) to  change  from  a fixed  fee 
schedule  to  UCR. 

Blue  Shield  officials  said  the  option- 
al claim  form  would  make  it  im- 
possible for  Blue  Shield  to  sell  the 
program  either  to  government  or  to 
industry,  but  reiterated  that  it  is  still 
possible  to  stay  outside  the  plan 
through  prior  agreement  with  the  pa- 
tient. 

Regarding  the  request  in  Resolu- 
tion No.  14  for  an  identifiable  UCR 
membership  card.  Blue  Shield  offi- 
cials said  that  it  was  now  possible 
to  identify  many  UCR  patients,  as 
explained  in  the  “Physicians  Manu- 
al” which  has  been  distributed  to  all 
state  physicians  (local  accounts  are 
designated  in  the  fifth  digit  position 
by  the  letter  “B,”  federal  employees’ 
cards  are  marked  “high  option,”  and 
all  CHAMPUS  patients  carry  a dis- 
tinctive card).  Identification  of  na- 
tional accounts  is  still  a problem,  but 
a national  Blue  Shield  committee  is 
at  work  to  design  standardized  no- 
menclature for  all  state  plans. 

There  was  much  discussion  as  to 
whether  or  not  it  was  proper  for  the 
OSMA  House  of  Delegates  to  attempt 
to  make  binding  agreements  involv- 
ing methods  of  compensation  to  be 
followed  by  all  association  members. 
Blue  Shield  representatives  suggested 
the  prospect  of  individual  UCR  con- 
tracts for  every  doctor  in  the  state 
who  may  wish  to  participate  in  the 
plan. 

Finally,  the  OSMA  Prepaid  Medi- 


cal Care  Committee  took  the  follow- 
ing actions : 

1.  With  regard  to  the  optional  claim 
form,  the  committee  agreed  with 
Blue  Shield  that  the  use  of  such  a 
form  would  compromise  their  ability 
to  sell  it  (the  employer  considering 
UCR  coverage  wants  to  be  certain 
that  paid-in-full  benefits  are  guaran- 
teed, except  where  the  patient  makes 
a private  agreement  with  the  doctor  > . 
The  committee  questioned  the  action 
of  the  House  of  Delegates  in  1968  to 
enter  into  a financial  agreement  bind- 
ing on  the  membership;  rather,  the 
committee  felt  individual  participa- 
tion contracts  would  be  preferred, 
and  voted  to  recommend  to  the 
OSMA  Board  of  Trustees  that  the 
committee  be  authorized  to  work  with 
Blue  Shield  in  developing  an  enroll- 
ment program. 

2.  With  regard  to  the  second  “re- 
solved” of  the  resolution  (that  no 
member  would  be  automatically 
bound  under  the  UCR  program  after 
September  1st),  the  committee  decid- 
ed that  the  statement  did  not  with- 
draw OSMA  support  for  the  UCR  pro- 
gram, and  voted  to  ask  the  associa- 
tion’s Board  of  Trustees  to  affirm 
this  interpretation. 

3.  With  regard  to  the  “resolved” 
calling  for  a standard  identification 
system,  the  committee  recognized 
that  Blue  Shield  is  attempting  to  re- 
solve the  problem. 

The  foregoing  recommendations 
were  presented  to  the  OSMA  Board 
of  Trustees  on  November  14,  1971,  but 
the  report  was  tabled. 

SECTION  III 

Governmental  Relations  Committee 

The  Oklahoma  State  Medical  Asso- 
ciation Governmental  Relations  Com- 
mittee has  been  concerned  that  the 
Part  A Intermediary  (Oklahoma 
Blue  Cross)  under  Medicare  has  been 
disallowing  some  hospital  charges  ei- 
ther in  full  or  in  part  for  persons  cov- 
ered under  Medicare.  The  commit- 
tee’s concern  was  whether  or  not 
this  disallowance  by  the  Part  A In- 
termediary would  affect  payment  for 
in-hospital  physicians’  services  on  a 
claim  where  hospital  charges  were 
denied  in  full  or  in  part.  Claims,  for 
physicians’  services,  under  Medicare 
are  processed  by  the  AEtna  Life  and 
Casualty  Company  and  the  Oklahoma 
Department  of  Institutions,  Social  and 
Rehabilitative  Services.  An  inquiry 
was  made  to  the  AEtna  Life  and 
Casualty  Company  as  to  what  effect, 
if  any,  would  a denial  of  benefits  by 
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the  Part  A Intermediary  have  upon 
payment  for  physicians’  services. 
The  Committee  was  advised  that  the 
Part  B carriers  receive  a copy  of 
the  denial  letter  of  the  Part  A Inter- 
mediary. It  is  the  policy  of  the  Part 
B carrier  (AEtna  Life  and  Casualty 
Company)  to  then  review  the  claim 
in  question  as  to  medical  necessity 
for  all  or  part  of  the  physicians’  ser- 
vices rendered  while  the  patient  was 
confined.  Their  determination  as  to 
medical  necessity  is  independent  of 
the  Part  A Intermediary’s  determi- 
nation although  consideration  is  given 
to  the  reasons  for  denial  by  the  Part 
A Intermediary.  Representatives  of 
the  AEtna  Life  and  Casualty  Com- 
pany state  that  in  many  instances 
physicians’  services  are  required 
even  though  the  level  of  care  in  the 
hospital  might  not  be  indicated. 

The  Governmental  Relations  Com- 
mittee of  OSMA  has  requested  that 
they  be  kept  advised  by  the  Part  B 
carrier  of  any  changes  permitted  un- 
der Bureau  of  Health  Insurance  regu- 
lations affecting  a physician’s  statis- 
tical charge  data.  Recently  the 
Committee  was  advised  that  the  phy- 
sicians’ charge  data  under  Medicare 
would  be  updated  for  fiscal  year  1973 
as  follows: 

“SSA  has  approved  a method  of 
calculating  the  reasonable  charge 
screens  to  be  used  in  fiscal  year  1973 
to  implement  the  price  commission’s 
ruling  referred  to  in  Part  B IL  72-6. 

“This  method  calls  for  comparing 
each  reasonable  charge  now  in  ef- 
fect (i.e.,  based  on  1970  data)  with 
the  reasonable  charge  for  the  same 
service  or  item  that  would  have  been 
calculated  (based  on  1971  data)  for 
use  in  fiscal  year  1973  if  there  were 
no  special  price  commission  rules. 
The  reasonable  charge  to  be  used 
in  fiscal  year  1973  need  not  be  ad- 
justed if  it  is  equal  to  or  less  than 
the  reasonable  charge  for  fiscal 
year  1972. 

“Where  the  reasonable  charge  for 
fiscal  year  1973  is  higher,  it  will  be 
adjusted  by  reducing  it  by  60  per- 
cent of  the  amount  of  the  increase. 
For  example,  in  1970,  a physician’s 
customary  charge  for  procedure  X 
was  $8,  and  the  prevailing  charge 
was  $7,  so  that  his  current  reasonable 
charge  is  $7.  Throughout  1971,  he 
charged  $8,  and  the  prevailing 
charge  was  $8,  so  that  his  reasonable 
charge  for  fiscal  year  1973  would  be 
$8  in  the  absence  of  the  price  com- 
mission’s ruling.  Under  the  method 


described  above  the  reasonable 
charge  for  fiscal  year  1973  will  be 
equal  to  $8  minus  60  percent  of  the 
$1  increase  for  a total  of  $7.40.  The 
effect  of  these  adjustments  will  be 
to  limit  aggregate  reasonable  charge 
increases  to  2.5  percent  throughout 
fiscal  year  1973.  Where  a physician 
has  no  1970  customary  charge  data 
for  a given  item  or  service  but  a 
reasonable  charge  can  be  established 
on  the  basis  of  1971  data,  the  reason- 
able charge  to  be  used  in  fiscal  year 
1973  will  be  calculated  by  compar- 
ing the  prevailing  charge  for  that 
procedure  based  on  1970  data  to  the 
physician’s  reasonable  charge  based 
on  1971  data.  If  the  reasonable  charge 
for  fiscal  year  1973  is  higher,  it  must 
be  adjusted  by  reducing  it  by  60  per- 
cent of  the  difference.” 

SECTION  IV 
Medical  Insurance 
Review  Committee 

Your  association  has  maintained  a 
peer  review  mechanism  to  adjudi- 
cate claims  since  July  1,  1966.  As  of 
the  end  of  February  this  year,  the 
committee  had  reviewed  a total  of  469 
claims  since  its  inception.  In  133  of 
those  claims  it  agreed  with  the  phy- 
sician, in  156  it  agreed  with  the  car- 
rier and  in  117  there  was  a compro- 
mise of  some  nature. 

Due  to  state  laws,  federal  regula- 
tions, and  the  Blue  Shield  re- 
port adopted  by  this  House  of  Dele- 
gates several  years  ago,  the  com- 
mittee performs  in  three  ways: 

1.  Whenever  the  committee  reviews 
a case  for  Blue  Shield  or  any  other 
insurance  company  paying  on  usual, 
customary,  and  reasonable  basis,  the 
committee  serves  as  a fee  arbitrator. 
It  determines  whether  or  not  the  fee 
in  question  was  “reasonable”  in  view 
of  the  work  performed. 

2.  Whenever  the  committee  reviews 
a case  for  the  Department  of  Institu- 
tions, Social  and  Rehabilitative  Ser- 
vices, it  serves  in  a true  “peer  re- 
view” capacity  in  that  it  reviews 
medical  necessity  or  utilization  of 
physician  time  and  treatment.  In  this 
regard,  to  some  extent  it  passes  on 
“quality  of  care.”  Anytime  the  com- 
mittee makes  a fee  recommendation 
to  DISRS  it  does  so  with  the  knowl- 
edge that  it  will  probably  not  be  hon- 
ored due  to  state  laws  and  federal 
regulations  regarding  the  amounts 
that  can  be  paid.  (Unless  there  are 
unusual  circumstances  surrounding 
the  rendering  of  any  medical  treat- 
ment, DISRS  is  limited  to  paying  an 


amount  up  to  or  equal  the  prevailing 
fee  for  the  area.  Even  if  our  com- 
mittee finds  there  were  “unusual 
circumstances,”  it  is  still  necessary 
for  DISRS  to  hold  a separate  hearing 
and  make  the  same  determination  be- 
fore a higher  fee  can  be  paid.) 

3.  Whenever  the  committee  hears 
a case  for  AEtna  it  serves  in  a dual 
capacity  as  both  a fee  arbitrator  and 
a reviewer  of  medical  necessity  or 
utilization.  (The  Medicare  carrier  ap- 
pears to  have  more  leeway  in  the 
payment  of  claims  than  DISRS.) 

The  following  is  a statistical  break- 
down of  cases  heard  since  January 
1,  1971  up  until  March  30th  of  this 
year.  It  should  be  understood  that 
the  term  “cases”  as  used  below  does 
not  necessarily  mean  that  the  com- 
mittee considered  a single  claim.  In 
one  case  over  100  claims  were  in- 
volved. It  is  not  uncommon  for  a 
single  case  to  involve  20  to  30  claims. 

AEtna-Medicare:  A total  of  30  cases 
were  heard,  eight  were  decided  in 
favor  of  the  physician  while  the  com- 
mittee upheld  AEtna  in  19.  A com- 
promise was  recommended  in  three 
cases. 

Department  of  Institutions,  Social 
and  Rehabilitative  Services:  Twenty- 
five  cases  were  heard  by  the  com- 
mittee. In  15  cases  the  committee 
agreed  with  the  physician,  a compro- 
mise was  recommended  in  one  case, 
and  in  nine  cases  the  committee 
agreed  with  the  carrier.  (The  final 
decision  is  still  pending  in  the  case 
involving  over  100  claims,  mentioned 
above.  For  statistical  purposes  this 
case  is  carried  as  being  decided  in 
favor  of  the  carrier.) 

Travelers:  This  company  brought 
16  UCR  fee  disputes  to  the  commit- 
tee, four  of  them  were  compromised, 
and  six  each  were  decided  in  favor 
of  the  physician  and  the  carrier. 

Others:  Five  cases  were  brought  to 
the  committee’s  attention  by  other 
insurance  companies  paying  on  a us- 
ual, customary,  and  reasonable  fee 
basis.  Two  were  settled  in  favor  of 
the  physician,  two  in  favor  of  the 
carrier,  and  one  was  compromised. 

Blue  Shield : It  should  be  noted  that 
Blue  Shield  is  the  only  carrier  which 
presents  a fee  recommendation  to  the 
committee  for  consideration.  In  the 
80  cases  considered  since  January  1 
of  last  year  the  committee  has  up- 
held the  physician’s  fee  22  times, 
agreed  with  the  carrier’s  recom- 
mendation 27  times,  and  has  recom- 
mended a compromise  in  31  cases. 
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( During  calendar  year  1971  a total 
of  64  cases  were  heard  involving 
Oklahoma  Blue  Shield.  Most  of  these 
were  brought  to  the  committee  by  the 
plan.  The  total  amount  of  physician’s 
fees  involved,  before  the  commit- 
tee heard  the  cases,  amounted  to  $28,- 
803.25.  Blue  Shield’s  Internal  Advis- 
ory Committee  had  offered  $20,095 
as  settlement  in  full.  The  OSMA  In- 
surance Review  Committee  recom- 
mended payment  of  $24,290.  The  dif- 
ference between  recommendations  by 
Blue  Shield's  Internal  Advisory  Com- 
mittee and  the  OSMA  Insurance  Re- 
view Committee  amounted  to  $4,195.) 

It  is  anticipated  that  sometime  in 
the  future  the  functions  of  this  com- 
mittee will  be  taken  over  by  the 
Oklahoma  Foundation  for  Peer  Re- 
view. However,  until  such  time  your 
committee  will  continue  to  meet  on 
a regular  basis  and  review  the  cases 
submitted  to  it. 

One  of  the  primary  problems  often 
encountered  by  the  committee  is  a 
physician’s  lack  of  understanding  as 
to  why  Medicare  and  Medicaid 
should  have  the  right  to  review  any 
claim  at  all.  While  acknowledging  the 
existence  of  these  two  programs,  and 
acknowledging  that  their  patients 
are  participating  in  these  programs, 
they  oftentimes  feel  that  it  is  sim- 
ply “government  intervention”  when- 
ever one  of  these  programs  requests 
additional  information  or  asks  for  a 
review  of  the  claim. 

Anytime  governmental  dollars  (tax 
dollars)  are  used  to  purchase  ser- 
vices or  products  . . . anything  from 
medical  care  to  the  C-5A  ...  the 
government  must  retain  the  right  to 
inspect  the  work  done,  to  receive 
the  necessary  assurances  that  the 
work  was  needed,  that  it  was  in 
fact  done,  and  that  it  was  done  in 
a proper  fashion.  This  holds  true 
whether  the  contract  is  for  medical 
care,  janitorial  services,  or  the  build- 
ing of  a huge  aircraft.  The  govern- 
ment not  only  has  this  right,  but  it 
is  a right  that  must  be  exercised  if 
the  government  is  to  protect  the  ex- 
penditure of  tax  monies. 

Many  physicians  do  not  realize 
that  it  is  not  necessary  for  Medicare 
or  the  Department  of  Institutions,  So- 
cial and  Rehabilitative  Services  to 
consult  the  OSMA  Insurance  Review 
Committee  at  all.  These  agencies  do 
so  out  of  courtesy  and  concern  for 
their  clients  and  for  our  patients.  By 
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law  they  could  simply  disallow  the 
claim  whether  filed  by  the  physi- 
cian or  the  patient  and  there  would 
be  nothing  further  that  could  be  done. 
Instead,  however,  they  choose  to  work 
with  a committee  of  physicians  . . . 
MDs  who  travel  from  throughout  the 
state  to  Oklahoma  City  once  a 
month  to  donate  their  services  to  re- 
view claims  ...  in  order  to  see  that 
both  physicians  and  patients  are 
treated  fairly  and  that  the  govern- 
ment, as  it  must,  is  getting  the 
maximum  amount  of  return  for  its 
tax  dollars. 

In  every  instance  where  they  can 
the  two  governmental  programs  abide 
by  the  decisions  of  your  committee. 
There  are  instances,  as  stated  above, 
where  the  committee  decisions  can- 
not be  honored.  However,  this  does 
not  lessen  the  importance  of  the  com- 
mittee. The  physician  whose  claims 
have  been  reviewed  has  the  satis- 
faction of  knowing  that  even  if  the 
agency  cannot  pay  the  higher  fee  rec- 
ommended, at  least  a group  of  his 
peers  . . . other  practicing  physi- 
cians . . . feel  that  his  fees  are  rea- 
sonable. In  addition  this  committee 
decision  regarding  his  fees  will  be 
kept  on  file  with  the  two  agencies 
and  used  whenever  they  are  allowed 
to  update  physician’s  fee  profiles, 
which  often  results  in  the  increasing 
of  the  prevailing  fee  for  the  area. 

Another  problem  frequently  en- 
countered by  the  committee  is  a lack 
of  understanding  of  the  so-called  us- 
ual, customary,  and  reasonable 
(UCR)  payment  concept.  This  type  of 
payment  mechanism  is  used  by  a 
number  of  different  companies,  in- 
cluding Travelers,  AEtna,  Blue 
Shield,  Metropolitan,  Deere  and  Com- 
pany, and  others. 

Many  physicians  tend  to  view 
UCR  as  simply  a mechanism  to  “fix 
fees”  or  as  a “fee  schedule”  con- 
tract. They  become  greatly  irritated 
whenever  one  of  their  claims  is  sub- 
mitted to  our  committee  for  review 
and  immediately  think,  and  often  say, 
that  the  committee  is  simply  a “tool 
of  the  insurance  company.” 

In  all  truth  and  fact,  for  nearly 
all  the  physicians  in  Oklahoma  the 
UCR  contract  pays  100%  of  their 
bill  100%  of  the  time.  For  a few,  those 
physicians  whose  fees  are  higher  than 
their  colleagues  in  the  same  area,  the 
UCR  contract  will  not  pay  their  en- 
tire fee.  If  they  can  show  that  any 
given  claim  was  an  unusual  situa- 
tion and  required  extra  effort  then 


the  higher  fee  will  be  paid  . . . but 
not  on  a regular  basis. 

As  an  example  of  how  fair  the  UCR 
mechanism  can  be.  Blue  Shield  can 
be  taken  as  an  example.  Since  Janu- 
ary 1 of  last  year  Blue  Shield  has 
processed  and  paid  over  105  thousand 
UCR  claims.  Most  of  these  were  paid 
100  cents  on  the  dollar  immediately. 
Of  this  vast  number  only  80  required 
arbitration  by  this  committee.  This 
statistic  alone  tells  us  that  the  UCR 
concept  of  payment  is  fair  and  work- 
able. 

Another  problem  frequently  en- 
countered by  the  committee  can  be 
traced  back  to  our  name,  “Insurance 
Review  Committee.”  Many  of  o u r 
members,  and  some  insurance  com- 
panies, feel  that  the  committee  is 
strictly  for  the  review  of  insurance 
claims.  As  stated  above,  the  com- 
mittee goes  beyond  this,  and  is  a true 
“peer  review”  committee.  Therefore, 
since  our  committee  is  going  to  con- 
tinue functioning  until  such  time  as 
the  Oklahoma  Foundation  for  Peer 
Review  is  fully  activated,  we  would 
like  to  make  the  following  recommen- 
dations: 

Recommendations : 

1.  It  is  recommended  that  the  name 
of  the  “Insurance  Review  Commit- 
tee” be  changed  to  the  “Peer  Review 
Committee”  of  the  OSMA. 
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SECTION  I 
THE  COUNCIL 

Liaison  between  the  Medical  Asso- 
ciation and  other  professional  and  vo- 
cational organizations  is  maintained 
through  the  Council  on  Professional 
and  Intervocational  Relations.  In 
past  years  the  Council  was  broken 
into  the  following  eight  committees: 
Health  Related  Professions,  Medical- 
Dental  Liaison,  Medical-Legal  Rela- 
tions, Medicine  and  Religion,  Com- 
mittee on  Nursing,  Committee  on  Os- 
teopathy, Committee  on  Pharmacy, 
and  the  Cults  and  Quackery  Commit- 
tee. 

Due  to  relative  inactivity  in  pre- 
vious years,  during  administrative 
year  1971-72,  it  was  felt  that  the 
Council  should  carry  out  the  liaison 
function  of  all  of  the  committees. 
Therefore,  the  President  of  the  asso- 
ciation did  not  name  members  to 
each  committee;  he  did  name  a 
member  to  the  Council  to  serve  as 
a committee  chairman  in  the  event 
that  such  a committee  was  needed. 
This  change  from  previous  years 
seems  to  have  worked  out  quite  well. 

The  Council  continued  to  compile 
a document  file  on  the  practice  of 
chiropractic  in  Oklahoma  and  nation- 
wide. A large  quantity  of  the  materi- 
al that  had  been  collected  was  dis- 
tributed to  members  of  the  Oklahoma 
Senate  and  House  of  Representatives. 
In  particular,  each  received  a copy  of 
the  book  “At  Your  Own  Risk,  The 
Case  Against  Chiropractic”  and  a 
copy  of  the  Health,  Education  and 
Welfare  Department’s  report  on  “In- 
dependent Practitioners.” 

During  the  year  the  Council  chair- 
man was  contacted  by  a member  of 
the  Oklahoma  Claimsmen  Associa- 
tion, Inc.,  concerning  the  establish- 
ment of  a guideline  for  understanding 
between  members  of  their  associa- 
tion and  the  OSMA.  Since  every  phy- 


sician in  Oklahoma  deals  directly 
with  claims  adjusters  and  insurance 
representatives,  this  seemed  to  be  an 
appropriate  program  for  considera- 
tion by  the  Council.  The  President 
of  the  association  concurred  and  di- 
rected the  Chairman  to  establish  for- 
mal liaison  with  the  group.  Howev- 
er, since  the  request  for  liaison  came 
late  in  the  administrative  year,  the 
Council  has  not  yet  functioned  in 
this  regard. 

SECTION  II 

MEDICAL-LEGAL  RELATIONS 
COMMITTEE 

During  the  past  year  the  Medical- 
Legal  Relations  Committee  has  met 
on  six  different  occasions.  Three 
main  topics  of  discussion  dominated 
each  meeting:  the  updating  of  the  In- 
terprofessional Code,  the  planning  of 
a Medical-Legal  Institute  for  July  21 
and  22  of  this  year,  and  the  arbitra- 
tion of  a number  of  grievances  be- 
tween physicians  and  attorneys. 

Nine  disputes  between  physicians 
and  attorneys  were  arbitrated  dur- 
ing the  year.  Eight  of  the  disputes 
were  settled  amiably,  while  one  is 
still  pending. 

The  Medical-Legal  Institute  Pro- 
gram has  been  finalized.  To  be  held 
in  the  Arrowhead  State  Lodge  on 
Lake  Eufaula,  the  Institute  will  be 
two  days  long.  Topics  to  be  discussed 
will  include  Professional  Corpora- 
tions, Uniform  Commercial  Code  Mal- 
practice Arbitration,  the  New  Medi- 
cal Examiner  / Unexplained  Death 
Law,  Workmen’s  Compensation,  the 
Physician  As  A Witness,  and  a new 
Interprofessional  Code. 

Since  the  Medical-Legal  Institute  is 
a joint  function  of  the  Oklahoma  Bar 
Association  and  the  OSMA,  the  joint 
committee  members  felt  that  it  was 
best  that  it  be  self-sustaining.  There- 
fore, a $40  per  person  registration  fee 
is  being  charged.  In  past  years  the 
Institute  has  paid  for  itself,  and  usu- 
ally shows  a small  profit.  The  profit 
is  used  as  “seed  money”  for  the  next 
institute.  The  institutes  are  held  ev- 
ery two  years. 

Much  of  the  last  administrative 
year  for  the  Medical-Legal  Relations 
Committee  was  spent  in  attempting 
to  update  the  Medical-Legal  Interpro- 
fessional Code.  The  code  was  origin- 
ally adopted  by  the  OSMA  and  the 
Oklahoma  Bar  Association  several 
years  ago.  Since  that  time  a number 
of  shortcomings  in  the  code  had  be- 
come evident. 

Your  joint  committee  expended 
many  man-hours  to  rewrite  the  code. 


After  the  committee  had  approved 
the  new  code  it  was  submitted  to  the 
Oklahoma  Bar  Association’s  House 
of  Delegates  and  unanimously  adopt- 
ed in  early  December.  The  code  is 
now  submitted,  herewith,  to  the 
OSMA  House  of  Delegates  for  consid- 
eration. 

Proposed  Medical-Legal 

Interprofessional  Code 
Preamble 

The  current  code  of  ethics  of  the 
medical  profession  and  the  code  of 
professional  responsibility  of  the 
Bar  are  hereby  adopted  by  reference 
as  though  set  out  herein.  The  pro- 
fessions of  law  and  medicine  owe  a 
mutual  cooperative  duty  to  the  courts 
and  the  American  people.  That  dutv 
and  obligation  is  better  executed 
when  each  profession  has  and  exer- 
cises respectful  understanding  and 
cooperation.  Justice  is,  and  must  al- 
ways be  our  mutual  goal,  unham- 
pered by  ignorance,  laziness,  incom- 
petence, perjury  or  self-service  at 
the  expense  of  justice. 

Basic  Considerations 

We  recognize  as  basic  that  the 
ethical  code  of  both  professions  must 
be  adhered  to:  that  freedom  of  choice 
for  patient  or  client  applies  both  to 
physicians  and  attorneys.  We  further 
recognize  that  an  honest  cooperative 
attitude  is  needed  within  each  pro- 
fession for  the  members  thereof  and 
that  the  greatest  element  necessary 
to  the  success  of  this  interprofession- 
al code  is  the  exercise  of  the  Golden 
Rule  intraprofessionally  by  both  phy- 
sicians and  attorneys.  Emotional  in- 
stability, egotistic  self-service,  incom- 
petence, flamboyant  exhibitionism, 
dictatorial  dominance,  reckless  and 
careless  disregard  for  truth  are  like- 
wise foreign  and  inimical  to  our  mu- 
tual objective.  The  oath  is  a serious 
solemn  vow  not  to  be  taken  lightly 
nor  handled  carelessly.  Justice,  be- 
ing our  mutual  goal,  must  never  be 
sacrificed  to  satisfy  personal  con- 
venience or  monetary  whims.  Every 
litigant  is  entitled  to  his  day  in  court, 
equal  opportunity  to  present  his 
claim  unhampered  by  personal  con- 
venience or  financial  status.  The  phy- 
sician is  not  a partisan  in  litigation 
and  is  devoid  of  bias,  prejudice  and 
personal  interest  and  the  attorney 
is  the  advocate  representing  his 
side  of  litigation  to  the  best  of  his 
ability  with  an  object  of  justice. 

Medical  Reports 

Justice  demands  that  all  evidence 
necessary  to  establish  the  merits  of 
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litigation  be  available  to  the  court 
and  jury.  Common  sense  dictates  that 
all  information  which  would  allow  an 
attorney  to  determine  whether  or  not 
proposed  litigation  has  merit  should 
be  made  available  to  him.  The  fact 
that  it  may  be  difficult  to  procure  or 
inconvenient  to  present  is  not  an  ac- 
ceptable excuse  for  failure  to  do  so 
in  either  case. 

If  an  attorney  presents  to  a physi- 
cian a proper  authorization  for  re- 
lease of  medical  information  signed 
by  the  patient  and  waiving  the  privi- 
lege existing  between  the  patient  and 
the  physician,  then  the  physician  is 
obligated  to  provide  access  to  or  cop- 
ies of  his  records  involving  such  pa- 
tient. This  includes  the  medical  his- 
tory of  the  patient,  results  of  the 
physical  examination  of  the  patient, 
the  X-ray  evaluation  and  other  test- 
ing evaluations,  together  with  an  ex- 
planation of  the  treatment  instituted 
by  the  physician  and,  if  possible,  a 
prognosis. 

The  attorney  should  give  consider- 
ation to  the  convenience  of  the  physi- 
cian and  his  office  staff  and  allow  a 
reasonable  time  for  the  production 
of  this  information.  The  attorney 
should  acknowledge  that  it  is  his  ob- 
ligation to  pay  for  any  such  reports 
that  he  requests. 

Medical  Examinations 

The  statutes  of  the  state  of  Okla- 
homa provide  that  whenever  a per- 
son is  “authorized,  requested,  or  re- 
quired by  any  court  or  adverse  party 
to  submit  to  a physical  or  mental 
examination,”  he  is  entitled  to 
a copy  of  the  physician’s  writ- 
ten medical  report  with  respect 
to  such  examination  or  treat- 
ment. The  report  is  to  be  “furnished 
free  of  charge  to  such  examinee,  or 
his  attorney,  before  or  simultaneous- 
ly with  the  transmission  of  such  writ- 
ten reports  or  the  contents  thereof 
. . to  any  other  party.  However, 
in  order  to  receive  a copy  of  the  re- 
port the  examinee  must  serve  a writ- 
ten demand  for  such  copy  on  all  at- 
torneys of  record.  If  the  report  is  not 
delivered,  the  court  shall  “exclude  all 
or  any  part  of  the  testimony  of  such 
practitioner,  or  make  such  other  or- 
der as  justice  requires.”  (12  OSA 
425) 

Since  the  statute  does  not  provide 
that  the  examining  physician  is  to  re- 
ceive a copy  of  the  demand  for  a 
report,  it  is  necessary  for  the  attor- 


ney requesting  the  examination  to  so 
inform  him  of  the  demand. 

The  examination  of  a patient,  for 
either  physical  or  mental  reasons, 
must  be  conducted  in  privacy.  An  at- 
torney may  accompany  the  patient 
to  the  physician’s  office  and  wait  in 
his  reception  room,  but  he  may  not 
be  physically  present  in  the  examina- 
tion room  without  the  physician’s 
specific  authority.  The  presence  of 
non-medical  personnel  in  the  exam- 
ining room  is  detrimental  to  the  con- 
centration necessary  for  a complete 
examination. 

Conference 

Conferences  between  attorneys  and 
physicians  at  different  stages  of  liti- 
gation, including  pretrial,  are  es- 
sential if  the  ends  of  justice  are  to 
be  served.  Arrangements  for  the  con- 
ference by  the  attorney  should  be 
scheduled  to  best  serve  the  conven- 
ience and  conserve  the  time  of  both 
attorney  and  physician. 

Conferences  serve  a double  pur- 
pose. The  most  important  purpose  is 
to  help  the  attorney  prepare  his  case 
by  becoming  more  familiar  with  its 
medical  aspects.  It  also  serves 
to  prepare  the  physician  for  his  pos- 
sible appearance  in  court.  The  at- 
torney should  make  it  clear  to  all 
parties,  especially  his  client,  that  the 
conference  is  not  to  influence  the 
physician’s  testimony  in  any  man- 
ner concerning  his  examinations,  re- 
ports, or  the  subject  matter  thereof. 

In  addition,  the  attorney  should 
make  it  clear  to  the  physician  that 
he  will  be  compensated  for  his  con- 
ference services  and  by  whom.  Pa- 
tient-clients frequently  do  not  under- 
stand that  compensation  is  due  and 
proper  under  such  circumstances. 

Subpoena 

The  subpoena  is  a legal  process  to 
compel  the  attendance  of  a witness 
in  court.  Subpoena  duces  tecum  is  a 
subpoena  ordering  the  witness  to 
bring  with  him  all  books,  documents, 
office  records,  or  other  evidence  de- 
scribed. 

Although  the  subpoena  is  a neces- 
sary and  indispensable  writ  of  jus- 
tice, it  is  somewhat  frightening  to 
someone  unfamiliar  with  our  judicial 
system.  If  an  attorney  finds  it  neces- 
sary to  have  a physician  subpoenaed 
he  should  contact  the  physician  be- 
forehand telling  him  of  the  subpoena 
and  explaining  its  necessity. 

The  subpoena  of  a medical  wit- 
ness, expert  or  otherwise,  without 
prior  notice  or  a conference,  and 


without  any  attempted  understanding 
and  agreement  as  to  compensation, 
will  be  considered  improper  con- 
duct. 

Medical  Testimony 

In  many  cases  of  litigation,  espe- 
cially personal  injury,  justice  re- 
quires the  procurement  and  presen- 
tation of  medical  testimony.  When  a 
physician  has  treated  a patient,  it  is 
the  physician’s  professional  obliga- 
tion to  appear  in  court  or  to  provide 
testimony  by  deposition  when  re- 
quested to  do  so  by  the  patient.  There 
are  situations  where  physicians  have 
only  examined  an  individual  for  the 
purpose  of  preparing  a medical  re- 
port and  possibly  offering  testimony. 
In  either  situation,  the  physician’s  ob- 
ligation ceases  when  he  has  ade- 
quately presented  the  facts  of  the 
case  and  expresses  his  best  judg- 
ment in  an  objective  manner.  It 
should  be  understood  by  all  parties 
concerned  that  it  is  not  ethical  for  a 
physician  to  become  an  advocate  of 
either  side  in  a lawsuit,  that  being 
the  exclusive  role  of  the  attorney. 

It  is  recommended  that  prior  to  a 
physician’s  appearance  in  court,  he 
should  be  thoroughly  briefed  by  the 
attorney  as  to  what  to  expect.  Def- 
inite arrangements  should  be  made 
for  the  physician  to  set  aside  a des- 
ignated time,  on  a standby  basis,  to 
appear  at  the  courthouse.  In  addition, 
he  should  be  further  notified  approxi- 
mately one  hour  before  his  services 
are  needed. 

The  physician  should  appear  as 
promptly  as  possible  for  testimony 
at  the  designated  time.  The  attorney 
should  not  require  the  physician  to 
wait  around  the  courthouse  before 
testifying.  Attorneys,  when  possible, 
can  further  reduce  the  waiting  time 
by  asking  the  court’s  indulgence  to 
allow  the  medical  witness  to  testify 
“out  of  turn.” 

It  is  recognized  that  the  courts  of 
Oklahoma  have  been  extremely  co- 
operative, considerate,  and  courte- 
ous in  allowing  physicians  to  testify 
without  undue  delay.  Even  when  tes- 
tifying in  response  to  a subpoena,  the 
courts  almost  without  exception  per- 
mit medical  witnesses  to  appear  “out 
of  turn”  and  to  be  placed  “on  call.” 

In  testifying,  the  physician  must 
answer  questions  as  concisely  and  ob- 
jectively as  possible,  while  avoiding 
bias,  favoritism  or  personal  interest. 
He  is  admonished  to  use  language 
understandable  to  the  court.  Whenev- 
er it  is  necessary  to  use  scientific 
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language,  its  meaning  should  be  care- 
fully explained  to  the  court  in  under- 
standable terms. 

Cross  examination  is  an  integral 
part  of  courtroom  testimony.  The 
physician  should  be  courteous  to  the 
cross  examiner,  and  vice  versa.  Emo- 
tional flares  have  no  value  in  court. 
They  only  serve  to  lower  the  dignity 
of  the  proceedings  and  hinder  the 
cause  of  justice.  The  examination  of 
the  medical  witness  should  be  con- 
ducted in  a dignified  and  respectful 
manner.  The  relationship  of  the  at- 
torney and  physician  should  be  found- 
ed on  mutual  respect,  talents,  courte- 
sy, and  candor. 

It  has  long  been  recognized  by  the 
medical  profession  that  there  can  be 
honest  and  competent  differences  of 
medical  opinion. 

Compensation 

Physicians  shall  never  participate, 
nor  testify,  on  a contingent  fee  basis. 
Neither  his  fee,  or  the  amount  there- 
of, shall  be  influenced  by  or  depend- 
ent upon  the  outcome  of  litigation. 
The  attorney  may,  and  frequently 
does,  represent  his  client  on  a con- 
tingent fee  basis. 

Where  the  physician  has  been 
treating  the  patient,  the  primary  ob- 
ligation to  pay  for  that  treatment 
rests  with  the  patient-client.  Anytime 
an  attorney  refers  a client  to  a phy- 
sician for  examination  and  report, 
the  attorney  has  the  primary  obliga- 
tion to  pay  the  physician’s  fee. 

When  the  attorney  has  referred  the 
patient  to  the  physician,  he  has  the 
primary  obligation  of  paying  for  all 
medical  reports  requested  from  the 
physician  and  paying  for  testimony 
and  all  consultations  with  the  physi- 
cian. In  this  case  the  physician’s 
fee  is  simply  a necessary  part  of  the 
attorney’s  preparation  for  the  law- 
suit. 

When  the  attorney  is  dealing  with 
the  treating  physician,  the  primary 
obligation  for  paying  for  reports,  con- 
sultations and  testimony  rests  with 
the  patient.  However,  since  patients 
frequently  do  not  understand  that 
compensation  is  due  and  proper  un- 
der such  circumstannes,  it  is  recom- 
mended that  a proper  written  com- 
mitment be  sent  to  the  physician 
signed  by  both  the  attorney  and 
the  patient  acknowledging  that  any 
outstanding  indebtedness  for  medical 
care,  reasonable  costs  of  reports, 
medical  consultation  fees,  and  testi- 
mony fees  will  be  owed  by  the  patient 
regardless  of  whether  or  not  a recov- 


ery is  made.  Further,  the  commit- 
ment should  pledge  that  the  attorney 
will  protect  the  physician’s  fees  in 
the  event  of  a recovery. 

Although  a physician’s  fees  for  med- 
ical reports,  consultations  and  testi- 
mony should  be  reasonable  and  in 
accordance  with  the  prevailing  prac- 
tices in  his  community  for  a similar 
service,  they  should  be  discussed 
in  advance  of  any  service  and  an 
agreement  reached  between  the 
physician  and  the  attorney  with  the 
consent  of  his  client.  The  physician 
may  elect  to  wait  for  his  fee,  reduce 
it,  or  cancel  it  altogether,  but  it  can- 
not be  contingent  on  nor  subject  to 
fluctuation  on  the  amount  of  any  re- 
covery. 

Attorneys  are  urged  to  request  au- 
thorization and  assignment  from  their 
clients  for  the  payment  of  any  and 
all  physician  fees  in  conjunction 
with  litigation.  However,  in  cases 
where  such  an  assignment  was  not 
made,  the  attorney  has  the  obliga- 
tion to  do  everything  ethical  and  rea- 
sonable to  see  that  the  physican  is 
paid  for  his  services  and  no  charge 
shall  be  made  to  the  physician  for 
this  service.  In  the  event  the  client 
refuses  payment,  the  attorney  should 
notify  the  physician  of  this  fact 
promptly. 

A reasonable  expert  fee  is  a proper 
and  necessary  item  of  expense  in  lit- 
igation involving  medical  facts. 
When,  however,  a physician  has  been 
requested  to  testify  and  the  case  is 
settled  prior  to  trial,  a usual  and  cus- 
tomary expert  witness  fee  should  be 
paid  the  physician  unless  he  has  been 
given  at  least  48  hours  notice  that 
his  services  are  not  required.  This 
would  be  contingent  upon  the  phy- 
sician having  actually  suffered  a fi- 
nancial loss  by  virtue  of  leaving 
an  opening  in  his  schedule  to  ac- 
commodate the  attorney  for  the  court 
appearance.  When  a case  has  been 
stricken  or  delayed  for  some  rea- 
son unavoidable  by  the  attorneys, 
there  should  be  no  charge  made  by 
the  physician. 

Consultation  in  Potential 
Malpractice  Case 

When  a physician  is  requested  to 
provide  a consultation  in  a case  hav- 
ing a possible  potential  malpractice 
implication,  he  should  at  all  times 
be  cooperative.  An  attempt  should  be 
made  to  have  the  requesting  attor- 
ney invite  the  doctor  involved  or  his 
attorney  to  be  present.  If  this  is  not 
at  all  agreeable  to  the  requesting  at- 


torney, then  the  consultation  of  an 
informal  type  should  be  provided. 
The  doctor  should  freely  and  clearly 
present  the  objective  findings  made 
by  him  in  the  case  but  should  care- 
fully avoid  expressing  any  legal  opin- 
ion since  there  may  well  be  mitigat- 
ing or  extenuating  circumstances  of 
which  he  is  not  aware.  At  the  time 
of  such  consultation,  an  effort  should 
be  made  for  the  patient’s  attorney  to 
meet  with  the  treating  physician  for 
conference. 

The  physician  presently  treating  a 
patient-client  involved  in  a possible 
malpractice  situation  should  reveal 
all  information  in  his  possession  which 
might  pave  the  way  towards  an  ami- 
cable disposition  of  a claim  or  poten- 
tial claim  and  prevent  the  filing  of 
a suit  against  the  prior  treating  phy- 
sician. Cooperation  of  this  nature  can 
forestall  the  filing  of  suit  for  the  pur- 
pose of  obtaining  medical  informa- 
tion when  it  cannot  be  gained  other- 
wise from  the  last  treating  physician. 

Joint  Medical-Legal  Committee 

The  bar  and  medical  associations 
of  the  State  of  Oklahoma  shall  each 
appoint  ten  members  from  their 
membership,  who  shall  jointly  consti- 
tute the  committee.  The  committee 
should  meet  as  often  as  circumstanc- 
es warrant  at  the  call  of  its  co-chair- 
men, one  attorney  and  one  physician. 
The  minutes  of  each  meeting 
should  be  kept  and  an  annual  report 
be  made  to  each  profession  at  its 
annual  meeting. 

The  primary  purpose  of  the  com- 
mittee will  be  to  supervise  the  im- 
plementation of  the  medical-legal  in- 
terprofessional code.  In  addition 
they  shall  diligently  work  for  a bet- 
ter and  improved  relationship  be- 
tween the  medical  and  legal  profes- 
sions; work  with  the  courts  to  im- 
prove the  administration  of  justice: 
cooperate  to  the  end  that  all  litigants 
will  have  their  day  in  court,  unham- 
pered by  financial  status,  race,  creed 
or  religion;  promulgate  such  proce- 
dures or  suggestions  as  found  nec- 
essary to  make  effective  the  objec- 
tives of  the  committee;  report  an- 
nually to  each  profession  the  work  of 
the  committee  with  any  recommen- 
dations for  improvement;  and  con- 
sider inquiries  or  written  complaints 
from  either  profession  regarding  the 
other. 

In  this  last  regard,  where  any  writ- 
ten and  signed  complaint  is  made 
by  a member  of  either  profession  and 
where  medical  testimony  or  reports 
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are  of  a wide  variance,  enough  to 
raise  the  question  of  bias,  prejudice, 
incompetence,  perjury,  or  ignor- 
ance, this  will,  if  thought  necessary, 
be  presented  to  the  committee  of  the 
whole  for  proper  evaluation  and  dis- 
position. The  committee  will  attempt 
to  answer  any  such  complaints  or 
harmonize  the  parties  and,  where  cir- 
cumstances justify,  refer  same  with 
or  without  recommendation  to  the 
grievance  or  other  appropriate  com- 
mittee or  bodies  of  one  or  both  pro- 
fessions for  consideration. 

SECTION  III 
Recommendations : 

1.  It  is  recommended  that  the 
Council  on  Professional  and  Intervo- 
cational  Relations  continue  its  liaison 
efforts  with  other  professional  and 
vocational  organizations. 

2.  It  is  recommended  that  the 
Council  continue  its  efforts  at  liaison 
with  the  Oklahoma  Osteopathic  As- 
sociation. The  Council  should  be 
free  to  enter  into  open  discussion  on 
any  and  all  problems  or  areas  of  con- 
cern of  either  association.  Any  deci- 
sion on  possible  policy  changes  will, 
of  course,  be  taken  to  the  OSMA 
Board  of  Trustees  and/or  House  of 
Delegates. 

3.  It  is  recommended  that  the 
Council  continue  its  efforts  to  estab- 
lish liaison  with  the  Claimsmen’s  As- 
sociation in  order  to  establish  a 
guideline,  policy  statement  or  work- 
ing code  for  relationships  between 
physicians  and  claimsmen. 

4.  It  is  recommended  that  the 
OSMA  House  of  Delegates  officially 
adopt,  as  written,  the  Interprofession- 
al Code  to  guide  relations  between 
physicians  and  attorneys.  It  is  fur- 
ther recommended  that  the  code  be 
printed  in  pamphlet  form  and  distrib- 
uted to  all  members  of  the  associa- 
tion. 

Report  of  the 
MEDICAL  CENTER 
LIAISON  COMMITTEE 

APPROVED 
Committee  Members 
Harold  W.  Calhoon,  MD,  Tulsa, 

Chairman 

Leonard  P.  Eliel,  MD.  Oklahoma  City 
James  R.  Tavlor,  MD,  Bartlesville 
G.  Rainey  Williams,  MD,  Oklahoma 

City 

C.  Riley  Strong,  MD,  El  Reno 
Oliver  Patterson,  MD,  Sapulpa 
Wendell  L.  Smith.  MD.  Tulsa 
Robert  S.  Ellis,  MD,  Oklahoma  City 


M.  Boyd  Shook,  MD,  Oklahoma  City 
Billy  Dale  Dotter,  MD,  Okeene 
Robert  E.  Engles,  MD,  Durant 
SECTION  I 

MEDICAL  STUDENT  LIAISON 

During  the  past  several  months 
your  committee  has  actively  sought 
summer  employment  for  freshmen 
and  sophomore  medical  students  at 
the  O.U.  Medical  School.  This  has 
become  an  almost  yearly  function 
of  your  committee. 

Most  physicians  in  the  state  were 
queried  as  to  whether  or  not  they 
would  like  to  hire  a medical  student 
to  work  with  them  during  the  sum- 
mer. In  addition,  a number  of  state 
hospitals  had  expessed  interest  in 
the  project. 

At  the  time  this  report  is  being 
written,  nearly  50  positions  have  been 
secured.  While  your  committee  was 
soliciting  information  on  job  oppor- 
tunities, the  medical  students  were 
conducting  their  own  survey  of  the 
student  body  to  determine  who 
needed  summer  employment  and 
where  they  would  like  to  work.  As 
employment  opportunities  become 
available  the  students  are  matched 
with  the  jobs  and  instructed  to  con- 
tact the  physician  directly.  The  final 
determination  of  employment  was  to 
be  made  jointly  by  the  physician  and 
the  student  . . . either  having  the 
prerogative  of  refusing. 

SECTION  II 
RESOLUTION  No.  12 

During  the  Tulsa  Annual  Meeting, 
the  OSMA  House  of  Delegates  adopt- 
ed Resolution  No.  12,  Financial  Aid 
to  Medical  Students.  This  resolution 
directed  the  state  medical  associa- 
tion to  “sponsor  a yearly,  voluntary 
contribution  of  $10  from  each  of  its 
members.”  The  funds  thus  collected 
were  to  be  delivered  “unencumbered 
and  unrestricted”  to  the  associ- 
ate dean  of  student  affairs  of  the 
O.U.  Medical  Center  to  be  used  for 
the  benefit  of  those  students  in  need. 

As  of  the  first  of  May  a total  of 
$3,575  had  been  received. 

The  medical  school  asked,  and  re- 
ceived permission,  to  use  the  funds 
to  seek  matching  federal  monies  for 
student  aid.  This  resulted  in  associa- 
tion members’  contributions  being 
mutliplied  to  a total  of  nearly  $40,- 
000.  This  money  will  be  used  bv  the 
dean  on  a contingency  fee  basis  to 
help  those  medical  students  who  do 
not  have  adequate  financial  support 
and  for  those  who  find  themselves  in 
sudden  financial  difficulty. 


SECTION  III 
RESOLUTION  No.  7 and 
MEDICAL  SCHOOL  ADMISSIONS 

During  the  last  House  of  Delegates 
meeting  your  committee  reported 
that  it  had  concerned  itself  with  the 
admissions  policies  and  procedures 
being  used  by  the  O.U.  Medical 
School.  It  pointed  out  that  some 
criticism  had  been  made  that  per- 
haps the  medical  school  was  tending 
to  recruit  students  that  were  aca- 
demically inclined,  over  those  that 
might  be  more  inclined  to  go  into 
private  practice.  This  concern  was 
apparently  widespread  and  the  num- 
ber of  recommendations  and  the  one 
resolution  were  adopted  by  the  House 
in  response. 

Resolution  No.  7,  “O.U.  Medical 
School  Admissions  Committee”  point- 
ed out  that  senior  medical  students 
were  serving  as  full  members  of  the 
O.U.  Medical  School  Committee,  and 
that  of  the  committee’s  26  members, 
nine  were  senior  medical  students, 
nine  full  time  faculty  members,  and 
only  eight  were  parttime  faculty 
members  in  private  practice.  The 
resolution  also  stated  that  fourth  year 
medical  students  did  not  have  prac- 
tice experience  and  therefore  did  not 
have  the  background  to  make  a value 
judgement  about  another  student’s 
potential  to  become  a physician.  It 
ended  with  two  resolves  . . . that 
the  House  of  Delegates  recommend 
that  medical  students  be  allowed  to 
serve  in  an  advisory  capacity  onlv 
on  the  Committee  on  Admissions  and 
that  nine  representatives  of  the 
OSMA  be  added  to  the  Admissions 
Committee  as  presently  constituted. 

In  this  latter  regard,  the  OSMA  of- 
fered to  submit  a slate  of  nominees 
for  positions.  The  nominees  would  be 
selected  by  the  OSMA  Board  of  Trus- 
tees and  had  to  “pledge  to  serve  ac- 
tively on  the  committee”  before 
their  name  was  officially  submitted. 

After  the  last  House  of  Delegates 
meeting  your  committee  actively 
sought  a meeting  with  the  Medical 
School  Administration.  At  that  meet- 
ing Reslution  No.  7 and  the  recom- 
mendations of  your  committee  were 
discussed. 

Just  prior  to  that  meeting  Doctor 
Leonard  P.  Eliel,  had  been  named 
to  head  the  University  of  Oklahoma 
Medical  Center.  He  had  been  serving 
“temporarily”  in  that  position  for 
some  time. 

During  a discussion  of  the  imple- 
mentation of  Resolution  No.  7,  your 
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regard  to  race,  creed,  or  ability  to 
pay  for  services  received,  it  is  man- 
datory that  all  citizens  of  the  State 
of  Oklahoma  unite  in  an  effort  to  find 
adequate  solutions  to  the  budgetary 
and  financial  problems  facing  the 
University  of  Oklahoma  Health  Sci- 
ences Center, 

NOW  THREFORE  BE  IT  RE- 
SOLVED, that  Governor  Hall  be 
commended  and  supported  for  his 
declaration  of  intent  to  maintain  Chil- 
dren’s Memorial  Hospital  Inpatient 
services  and  maintain  Emergency 
Room  Services  at  the  Health  Sci- 
ences Center,  and 
BE  IT  FURTHER  RESOLVED, 
that  the  Legislature  of  the  State  of 
Oklahoma  and  its  citizens  be  encour- 
aged to  join  the  Oklahoma  State  Med- 
ical Association  in  support  of  the 
Health  Sciences  Center  in  this  crisis 
in  order  to  maintain  the  high  quality 
of  medical  education  and  medical 
care  that  has  been  carried  out  in  the 
past. 

(Late  Resolution) 

Resolution  No.  17 
(DISAPPROVED) 

SUBMITTED  BY : M.  Joe  Crosthwait, 
MD  and  Arnold  G.  Nelson,  MD 
TITLE : Physician-Patient  Relation- 
ship 

REFERRED  TO:  Reference  Com- 
mittee No.  Ill 

WHEREAS,  the  physicians  of  the 
Oklahoma  State  Medical  Association 
recognize  that  the  continued  en- 
croachment, interference  and  intimi- 
dation by  the  third  parties  is  result- 
ing in  a deterioration  of  medical 
care  for  our  patients;  and 
WHEREAS,  it  is  recognized  that  it 
is  the  responsibility  of  the  physicians 
to  protect  and  safeguard  the  medical 
care  of  our  patients;  now 
THEREFORE  BE  IT  RESOLVED, 
that  any  direct  or  indirect  relation- 
ship now  existing  between  any  physi- 
cians of  the  Oklahoma  State  Medical 
Association  and  any  third  party  be 
discontinued  and  that  no  direct  or  in- 
direct relationship  or  understand- 
ing be  entered  into  by  a physician 
of  the  Oklahoma  State  Medical  As- 
sociation; and 

BE  IT  FURTHER  RESOLVED, 
that  any  such  direct  or  indirect  re- 
lationship or  understanding  be  con- 
sidered unethical  conduct  on  the 
part  of  that  physician  and  be  subject 
to  action  as  provided  for  in  the  Con- 
stitution and  By-Laws  of  the  Okla- 
homa State  Medical  Association. 


Report  of  the 

COUNCIL  ON  INSURANCE 
(APPROVED) 

Council  Members 

C.  Alton  Brown,  MD,  Oklahoma  City, 
Chairman 

Jack  D.  Fetzer,  MD,  Woodward 
Robert  W.  Kahn,  MD,  Oklahoma  City 
Donald  F.  Mauritson,  MD,  Tulsa 
David  D.  Fried,  MD,  Hollis 
William  S.  Dandridge,  MD,  Enid 
C.  E.  Woodard,  MD,  Tulsa 
Wi'liam  G.  Bernhardt,  MD,  Midwest 
City 

William  M.  Leebron,  MD,  Elk  City 
Warren  G.  Gwartney,  MD,  Tulsa 
Virgil  Ray  Forester,  MD,  Oklahoma 
City 

SECTION  I 

Group  Term  Life  Insurance 
This  program  is  underwritten  by 
the  Massachusetts  Mutual  Life  Insur- 
ance Company  through  the  Wilson 
and  Wilson  general  agency. 

The  company  has  offered  a group 
term  life  insurance  program  to 
OSMA  members  since  1956. 

In  1971,  a new  level  group  term 
life  insurance  program  was  intro- 
duced to  replace  the  decreasing  term 
insurance  previously  offered.  Physi- 
cians enrolled  in  the  old  program 
were  given  the  option  of  retaining  the 
decreasing  term  coverage  if  they  so 
desired,  but  effective  April  1,  1971 
only  the  new  program  has  been  of- 
fered. 

The  enlarged  program  provides  for 
$50,000  of  coverage  prior  to  age  60, 
$25,000  from  age  60  through  64,  and 
$10,000  from  age  65  through  age  69. 
Accidental  death  benefits  are  in- 
cluded providing  additional  bene- 
fits of  $100,000  prior  to  age  60  (quad- 
ruple indemnity  is  provided  for  death 
on  a common  carrier).  Also,  the  in- 
sured sums  are  payable  in  the  event 
of  dismemberment  or  loss  of  sight, 
and  waiver  of  premium  due  to  dis- 
ability is  included  in  the  cost. 

Since  the  inception  of  the  plan,  to- 
tal premiums  have  been  received  in 
the  amount  of  $930,593.  Total  in- 
curred claims  and  retention  costs 
during  this  same  period  were  $1,- 
005,533.94.  In  addition,  dividends 
have  been  returned  to  the  members 
in  the  amount  of  $9,628.30.  As  a re- 
sult, the  insurance  company  has  sus- 
tained a net  loss  of  $84,568.31  during 
a fifteen-year  period  of  operation. 

Despite  this  record,  however,  Mas- 
sachusetts Mutual  not  only  contin- 
ues to  offer  the  coverage  but  is  will- 


ing to  make  innovations  to  improve 
it. 

At  the  present  time,  plans  are 
underway  to  permit  OSMA  members 
to  convert  the  term  life  insurance  to 
ordinary  life  insurance.  This  option 
will  be  offered  in  the  near  future. 

SECTION  II 

Disability  Income  Program 

The  disability  income  program  is 
underwritten  by  the  Insurance  Com- 
pany of  North  America  and  is  ad- 
ministered by  C.  L.  Frates  and  Com- 
pany. 

There  are  currently  about  700 
OSMA  members  insured  under  the 
plan.  The  program  allows  a physi- 
cian to  select  from  a number  of  wait- 
ing periods  and  from  a variety  of 
monthly  benefit  ranges  up  to  $1,200 
per  month.  It  also  provides  options 
as  to  the  length  of  time  benefits  will 
be  paid  for  disability  due  to  sickness 
. . . three  years,  five  years,  or  to  age 
65. 

Since  the  inception  of  the  program 
in  1961,  $1,614,497.80  has  been  collect- 
ed in  premiums  and  $1,016,083.45  has 
been  paid  in  claims  or  is  reserved 
for  losses.  In  1971,  paid  claims  and 
reserves  were  approximately  $50,000 
less  than  premiums  received,  a re- 
versal of  1970  in  which  the  program 
was  unprofitable  for  the  company. 

Since  1961  there  have  been  no  rate 
increases  in  the  program  which  indi- 
cates its  rather  remarkable  stabili- 
ty. It  is  believed  that  the  OSMA  Dis- 
ability Income  Program  is  competi- 
tive with  other  offerings  made  avail- 
able to  Oklahoma  physicians. 

SECTION  III 

Overhead  Expense  Program 

This  program  is  underwritten  by 
the  Continental  Casualty  Insurance 
Company  through  C.  L.  Frates. 
There  are  only  about  150  members 
of  the  association  insured  under  this 
plan  which  has  been  available  since 
1962. 

The  program  indemnifies  physi- 
cians against  the  cost  of  keeping 
their  offices  open  during  periods  of 
disability  due  to  accident  or  illness. 
From  $300  up  to  $1,500  a month  cov- 
erage may  be  purchased  for  a disa- 
bility period  lasting  18  months.  There 
are  options  for  waiting  periods  be- 
fore benefits  begin,  either  15  days  or 
30  days. 

Premiums  for  this  program  are  ex- 
tremely competitive.  Favorable  loss 
experience  had  enabled  the  Council 
on  Insurance  to  lower  premiums  by 
20%  since  the  inception  of  the  pro- 
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uals  can  provide  valuable  help  with 
the  ever  growing  number  of  inter- 
views, and  can  provide  as  well  a 
fresh  point  of  view  about  applicants." 
Recommendation  No.  7: 

‘‘The  committee  recommends  that 
a closer  liaison  be  developed  under 
the  sponsorship  of  the  administration 
of  the  college  between  pre-medical 
advisors  and  the  admissions  board.” 
Such  a liaison  would  not  only  en- 
hance the  prestige  of  pre-medical  ad- 
visors, it  would  also  encourage  stu- 
dents at  the  college  and  university 
level  to  come  to  know  them  better. 
“Qualities  which  cannot  be  adequate- 
ly judged  in  a brief  interview  may 
be  apparent  to  those  who  know  the 
student  over  a period  of  time.  Reg- 
ular personal  contact  with  pre-medi- 
cal advisors  by  members  of  the  Ad- 
missions Board  can  provide  us  with 
meaningful  information  about  appli- 
cants. This  can  also  be  a mechanism 
by  which  to  recognize  and  recruit 
talented  students  and  an  avenue  by 
which  to  evaluate  pre-medical  pro- 
grams and  perhaps  provide  positive 
influences.” 

Recommendation  No.  8: 

“The  committee  recommends  that 
the  admissions  board  be  restructured 
to  include  two  component  groups: 
“The  first  group  shall  be  charged 
with  interviewing  and  liaison  func- 
tions with  the  primary  goal  of  eval- 
uating existing  information  relative 
to  non-academic  parameters  and  ob- 
taining additional  information  as  to 
personality  characteristics,  thereby 
completing  the  application. 

“The  second  group  shall  be  charged 
with  review  and  evaluation  of  all  ac- 
cumulated data,  academic  and  non- 
academic  and  with  the  final  identi- 
fication of  those  applicants  to  whom 
an  offer  of  admission  will  be  ten- 
dered.” 

According  to  Dean  Bird  the  impor- 
tance of  this  separation  of  function 
cannot  be  overstated.  The  second 
group  will  have  not  been  “contami- 
nated” by  exposure  to  the  individual’s 
personality,  except  through  the  buf- 
fer of  the  first  group,  and  will  be 
free  to  make  a more  unbiased  and 
equitable  decision. 

Recommendation  No.  9: 

“The  committee  recommends: 

“A.  That  the  rules  regarding  admis- 
sion with  advanced  standing  be  ex- 
amined for  change  to  allow  more 
flexibility,  and 


“B.  That  guidelines  for  advanced 
placement  of  candidates  be  developed 
promptly.”  This  would  allow  the 
opening  of  medical  school  classes 
to  applicants  “who  have  had  profes- 
sional education  and  experience  in 
disciplines  allied  to  medicine,  such  as 
bio-medical  sciences  and  in  other 
graduate  health  professional  schools. 
The  college  may  now  offer  such  stu- 
dents no  alternative  but  to  complete 
standard  pre-medical  requirements 
and  no  mechanism  by  which  to  ac- 
celerate in  the  medical  curriculum, 
utilizing  previously  adquired  educa- 
tion.” 

Recommendation  No.  10: 

“The  committee  recommends: 

“A.  That  the  same  standards  for 
admission  be  granted  to  women  as 
to  men. 

“B.  That  the  college  take  positive 
steps  toward  making  medical  educa- 
tion more  available  for  women 
through  consideration  of  their  special 
needs.” 

Recommendation  No.  11: 

“The  committee  recommends  that 
this  college  develop  a program  of 
identification  and  encouragement  of 
promising  and  interested  minority 
students,  including  sufficient  guid- 
ance and  counseling  at  the  pre-medi- 
cal level,  so  that  such  students  can 
enter  the  college  without  the  need  for 
dual  standards  of  admission  and  with- 
out serious  academic  handicaps.” 
According  to  Dean  Bird  all  of  the 
above  listed  recommendations  will  be 
implemented  as  soon  as  possible. 
In  addition,  the  OSMA  will  be  asked 
to  submit  a list  of  nominees  to  serve 
on  the  interviewing  team.  He  states 
that  the  requirement  that  such  inter- 
viewers will  attend  workshops  will 
be  strictly  enforced,  therefore  any 
such  nominees  would  have  to 
pledge  not  only  to  attend  the  inter- 
views, but  also  the  workshops. 

SECTION  IV 

TULSA  MEDICAL  SCHOOL 
During  the  last  session,  the  Okla- 
homa Legislature  adopted  a proposal 
to  create  a two  year  clinical  medical 
school  in  the  Tulsa  area.  The  legisla- 
tion was  based  on  a report  issued  by 
Booz,  Allen,  and  Hamilton,  a man- 
agement consultant  firm.  The  re- 
port had  been  commissioned  the  year 
before  by  the  Oklahoma  Legislative 
Council.  (This  particular  legislation 
is  covered  in  other  reports  issued  to 
this  House  of  Delegates.) 

During  the  time  the  Legislature 
was  considering  the  enabling  legisla- 


tion your  committee  contacted  all 
members  of  the  Oklahoma  House  of 
Representatives  and  stated  that  the 
creation  of  such  a medical  school  in 
the  Tulsa  area  could  be  a “unique 
school  dedicated  to  innovation  in  the 
education  of  physicians  for  Oklaho- 
ma.” We  went  on  to  pledge  that  our 
committee  would  work  with  the  ad- 
ministration of  the  new  medical 
school  to  help  it  meet  its  objectives. 

Immediately  after  the  legislation 
was  adopted,  your  committee  wrote 
Leonard  P.  Eliel,  MD,  President  of 
the  O.U.  Medical  Center  as  follows: 

“Now  that  the  possibility  of  a med- 
ical school  in  the  Tulsa  area  has  be- 
come a reality,  it  offers  the  medical 
profession  an  opportunity  to  promul- 
gate innovation  in  the  training  of 
primary  care  physicians.  We  must 
not  allow  tradition  or  preconceived 
ideas  to  limit  the  possibilities. 

“The  Medical  Center  Liaison  Com- 
mittee of  the  Oklahoma  State  Medi- 
cal Association  wishes  to  urge  you  to 
stress  the  importance  of  creative 
innovation  to  all  of  the  persons  se- 
lected to  organize  and  administer  the 
Tulsa  school.  The  political  reality  is 
that  it  must  he  dedicated  to  the 
needs  of  Oklahoma,  and  our  state 
desperately  needs  primary  care  phy- 
sicians.” (emphasis  added) 

Doctor  Eliel  responded  by  letter 
and  stated,  “You  can  be  assured  that 
Doctor  Bird  and  I will  stress  in  ev- 
ery possible  way  the  need  for  the 
Tulsa  programs  to  be  innovative  and 
develop  adequate  opportunity  for  the 
training  of  physicians  in  primary 
care.  As  I have  said  many  times,  I 
think  Tulsa  will  be  “missing  the 
boat”  if  it  does  not  do  so  . . .” 

The  reality  of  the  Tulsa  situation 
is  this  ...  not  only  did  the  legis- 
lature adopt  an  enabling  law  for  a 
medical  school,  it  also  adopted  one 
for  a school  of  osteopathy  in  the  Tul- 
sa area.  The  D.O.s  of  the  state  have 
already  made  an  application  to  the 
Department  of  Health,  Education  and 
Welfare  for  a $450,000  per  year  grant 
for  four  years  to  enable  them  to  start 
up  their  school. 

In  view  of  the  current  financial 
crisis  at  the  O.U.  Medical  Center,  it 
is  interesting  to  speculate  on  wheth- 
er or  not  the  state  of  Oklahoma  can 
afford  two  new  schools  in  the  Tulsa 
area.  Although  federal  money  is 
available  for  planning  and  construc- 
tion, actual  operating  monies  must 
come  from  state  taxes. 

In  its  report  to  the  Legislative 
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the  government  accounting  office  to 
consider  any  such  finding  as  suffi- 
cient evidence  as  to  justify  payment 
of  a charge  above  the  prevailing  fee. 

The  determination  of  what  is  a pre- 
vailing fee  is  a statistical  problem 
requiring  a system  of  continuously 
monitoring  what  physicians  are  ac- 
tually charging.  The  easiest  way  to 
monitor  such  charges  is  to  be  the 
intermediary  that  actually  pays 
them.  Thus  you  have  a continuous 
flow  of  verified  data  upon  which  to 
perform  the  necessary  calculations  to 
arrive  at  the  prevailing  fee. 

Without  some  method  to  assure  a 
continuous  flow  of  certified  data  and 
the  necessary  staff  and  equipment  to 
perform  the  mathematical  functions, 
it  becomes  obvious  that  it  would  be 
impossible  for  the  association  to  at- 
tempt to  verify  or  refute  the  cor- 
rectness of  a stated  prevailing  fee. 
However,  here  again  if  the  commit- 
tee was  given  some  type  of  official 
status  then  the  information  to  be 
found  in  the  computers  belonging  to 
Medicare  and  Medicaid  could  be 
made  available  to  the  committee  for 
comparison  purposes. 

(It  should  be  noted  that  during  the 
September  23rd  meeting  with  Mr.  Ra- 
der the  committee  was  told  that 
both  Medicaid  and  Medicare  now  use 
the  same  information  regarding  pro- 
files and  prevailing  fees.) 

At  this  point  it  becomes  obvious 
that  the  only  way  the  peer  review 
committee  will  ever  have  the  com- 
plete cooperation  of  any  governmen- 
tal health  program  is  through  con- 
gressional action.  The  OSMA  Foun- 
dation for  Peer  Review  was  estab- 
lished last  December  in  anticipation 
of  this  very  type  of  legislation.  This 
particular  activity  of  the  association 
is  covered  more  thoroughly  in  other 
reports  presented  to  this  House  of 
Delegates.  Perhaps  this  is  where  the 
final  answer  to  resolution  No.  13  lies. 
Resolution  No.  6 
(DISAPPROVED) 

SUBMITTED  BY : Logan  County 

Medical  Society 

TITLE:  Limitation  of  Peer  Review 
REFERRED  TO:  Reference  Commit- 
tee No.  Ill 

WHEREAS,  the  traditional  func- 
tion of  peer  review  in  medicine  has 
been  to  limit  experimental  scientific 
theories  and  untried  treatments,  and 
WHEREAS,  political  exigencies 
have  led  to  Congressional  pressure 
to  subvert  peer  review  methods  into 


a monetary  price  control  machinery, 
therefore 

BE  IT  RESOLVED  that  the  Okla- 
homa State  Medical  Association  now 
re-affirms  the  traditional  concept 
that  peer  review  shall  be  confined  to 
advisory  declarations  and  education- 
al efforts  that  do  not  compromise  or 
modify  the  physician’s  contractual 
rights  with  his  patient  or  employer, 
and 

BE  IT  FURTHER  RESOLVED  that 
the  Oklahoma  State  Medical  Associ- 
ation shall  take  what  action  neces- 
sary to  transform  the  Foundation  for 
Peer  Review  to  also  be  limited  to  ad- 
visory declarations  and  educational 
efforts  that  do  not  compromise  or 
modify  the  physician’s  contractual 
rights  with  his  patient  or  employer, 
and 

BE  IT  FURTHER  RESOLVED  that 
the  Oklahoma  State  Medical  Associ- 
ation inform  the  Oklahoma  Congres- 
sional delegation  of  the  Associa- 
tion’s intention  to  limit  peer  review 
to  this  concept. 

Resoultion  No.  7 
(DISAPPROVED) 

SUBMITTED  BY:  Kingfisher  County 
Medical  Society 

TITLE:  Limitation  of  Peer  Review 
REFERRED  TO:  Reference  Com- 

mittee No.  Ill 

WHEREAS,  the  traditional  function 
of  peer  review  in  medicine  has  been 
to  limit  experimental  scientific  the- 
ories and  untried  treatments,  and 
WHEREAS,  the  political  exigencies 
have  led  to  congressional  pressure 
to  subvert  peer  review  methods  into 
a monetary  price  control  machinery, 
therefore 

BE  IT  RESOLVED  that  the  Okla- 
homa State  Medical  Association  now 
re-affirms  the  traditional  concept  that 
peer  review  shall  be  confined  to  ad- 
visory declarations  and  educational 
efforts  that  do  not  compromise 
or  modify  the  physician’s  contractual 
rights  with  his  patient  or  employer, 
and 

BE  IT  FURTHER  RESOLVED  that 
the  Oklahoma  State  Medical  Associ- 
ation inform  the  Oklahoma  Congres- 
sional delegation  of  the  Associa- 
tion’s intention  to  limit  peer  review 
to  this  concept. 

Resolution  No.  8 
APPROVED  AS  AMENDED 
SUBMITTED  BY : Logan  County 

Medical  Society 

TITLE:  Encouragement  of  sound  pa- 
tient-physician contract 


REFERRED  TO:  Reference  Commit- 
tee No.  Ill 

WHEREAS,  the  current  inflation- 
ary economic  climate  has  produced 
a multiplicity  of  third  party  agencies 
paying  health  benefits  for  patients, 
and 

WHEREAS,  there  is  a maze  of  reg- 
ulations from  these  agencies  that  are 
intended  for  administrative  conveni- 
ence rather  than  medical  effective- 
ness, and 

WHEREAS,  the  end  result  of  these 
various  administrative  devices  ali- 
enates the  patient  from  his  physician 
and  the  physician  from  quality  med’ 
cal  performance,  therefore 
BE  IT  RESOLVED  that  the  Okla- 
homa State  Medical  Association  re- 
affirm its  previous  policy  of  urging 
all  physicians  in  Oklahoma  to  refuse 
assignment  from  third  party  payors, 
and  to  negotiate  direct,  personal  con- 
tracts with  patients  that  will  proper- 
ly serve  their  medical  needs,  and 
* BE  IT  FURTHER  RESOLVED  that 
the  Oklahoma  State  Medical  Associa- 
tion will  give  moral  support  and 
encouragement  to  those  of  its  mem- 
bers who  might  be  harassed  as  a 
result  of  refusing  assignments. 

Resolution  No.  9 
(APPROVED) 

SUBMITTED  BY:  Kingfisher  County 
Medical  Society 

TITLE:  Encouragement  of  sound  pa- 
tient-physician contract 
REFERRED  TO:  Reference  Commit- 
tee No.  Ill 

WHEREAS,  the  current  inflation- 
ary economic  climate  has  produced 
a multiplicity  of  third  party  agencies 
paying  health  benefits  for  patients, 
and 

WHEREAS,  there  is  a maze  of  reg- 
ulations from  these  agencies  that  are 
intended  for  administrative  conven- 
ience rather  than  medical  effective- 
ness, and 

WHEREAS,  the  end  result  of  these 
various  administrative  devices  alien- 
ates the  patient  from  his  physician 
and  the  physician  from  quality  medi- 
cal performance,  therefore 
BE  IT  RESOLVED  that  the  Okla- 
homa State  Medical  Association 
strongly  urge  all  physicians  in  Okla- 
homa to  refuse  all  future  assign- 
ments to  third  party  payors,  and  to 
negotiate  a direct,  personal  contract 
with  the  patient  that  will  properly 
serve  the  patient’s  medical  needs, 
and 

BE  IT  FURTHER  RESOLVED  that 
the  Oklahoma  State  Medical  Associa- 
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to  work  out  a solution  to  this  prob- 
lem and  if  at  the  end  of  the  three 
month  period  this  solution  has  not 
been  found,  the  committee  is  direct- 
ed to  take  this  grievance  to  the  Bu- 
reau of  Health  Insurance  and  our 
representatives  in  Congress  in  an  ef- 
fort to  find  a method  to  gain  reason- 
able cooperation  from  the  Depart- 
ment of  Public  Welfare.” 

After  the  1971  Annual  Meeting  Pres- 
ident Lucien  M.  Pascucci,  MD, 
named  a committee  to  implement 
Resolution  No.  13.  The  committee 
members  are  set  out  above.  A meet- 
ing was  sought  with  L.  E.  Rader, 
Director  of  the  Department  of  In- 
stitutions, Social  and  Rehabilitative 
Services.  That  meeting  was  held 
Thursday  aftemoin,  September  23rd, 
in  Mr.  Rader’s  offices. 

A number  of  different  aspects  of 
the  problem  were  discussed  during 
the  meeting.  The  committee  knew, 
and  Mr.  Rader’s  staff  reiterated 
that  the  DISRS  was  bound  by  feder- 
al regulations  to  pay  no  more  than 
the  prevailing  fee  in  the  area  for  any 
given  medical  service.  They  could 
exceed  the  prevailing  only  if  there 
were  unusual  circumstances  in- 
volved. 

As  stated  in  the  report  of  the  In- 
surance Review  Committee,  DISRS 
is  under  no  obligation  to  use  the 
OSMA  Insurance  Review  Committee 
at  all.  There  is  no  proviso  in  federal 
regulations  that  such  a committee, 
or  its  recommendations,  are  to 
be  honored  by  a carrier.  The  use 
of  the  committee  is  out  of  courtesy 
to  the  profession  and  concern  for  the 
patient’s  welfare. 

After  much  discussion  the  question 
to  be  answered  boiled  down  to  this: 
“If  the  OSMA  Medical  Insurance  Re- 
view Committee  recommends  that 
the  physician  involved  in  any  given 
case  be  paid  a fee  higher  than  the 
prevailing  fee,  is  this  recommenda- 
tion sufficient  evidence  for  DISRS  to 
justify  the  higher  fee  payment  to  the 
government  accounting  bureau  audi- 
tors?” 

Mr.  Rader  instructed  his  attorney 
to  forward  this  question  to  the  HEW 
legal  department  for  answer. 

In  order  to  establish  a better  liai- 
son between  the  Department  and  the 
Insurance  Review  Committee,  Mr. 
Rader  invited  Doctor  Howard  Keith 
to  become  a member  of  his  medical 
advisory  committee. 

After  some  delay  the  question,  as 


outlined  above,  was  submitted  to 
HEW.  DISRS  received  a letter  dated 
January  25  from  Mrs.  Martha  A.  Mc- 
Steen,  Regional  Representative,  De- 
partment of  HEW,  Dallas,  Texas.  Af- 
ter stating  briefly  part  of  the  Medi- 
care/Medicaid law,  then  quoting 
regulations  regarding  “charges  high- 
er than  customary  prevailing  charg- 
es” Mrs.  McSteen  ended  her  letter 
by  saying,  “.  . . in  the  situation  de- 
scribed in  your  letter,  where  the  phy- 
sician performed  no  unusual  services, 
it  does  not  lie  within  the  purview  of 
the  Bureau  of  Health  Insurance, 
DISRS,  or  the  Peer  Review  (Insur- 
ance Review)  Committee  to  recom- 
mend, allow,  or  pay,  a higher 
amount.  This  would  be  contrary  to 
the  law  and  is  not  subject  to  admin- 
istrative fiat.” 

In  pertinent  part  the  quoted  regu- 
lation stated,  “a  charge  which  ex- 
ceeds either  the  customary  charge  of 
the  physician  ...  or  the  prevail- 
ing charge  in  the  locality  . . . may 
be  found  to  be  reasonable  . . . only 
where  there  are  unusual  circumstanc- 
es, or  medical  complications  requir- 
ing additional  time,  effort  or  ex- 
pense, which  support  an  additional 
charge,  and  only  if  it  is  acceptable 
medical  or  medical  service  practice 
in  the  locality  to  make  an  extra 
charge  in  such  cases.  On  the  other 
hand,  the  mere  fact  that  the  physi- 
cian’s . . . customary  charge  is  high- 
er than  prevailing  would  not  justify 
. . .”  paying  more  than  the  prevail- 
ing fee. 

It  should  be  noted  that  Mrs.  Mc- 
Steen limited  her  answer  only  to 
those  situations  where  “no  unusual 
services”  were  performed.  In  re- 
sponse to  this  letter  Committee 
Chairman  Howard  Keith  wrote  di- 
rectly to  Mrs.  McSteen  and  asked. 
“If,  at  the  request  of  either  DISRS 
or  the  physician,  our  insurance  re- 
view committee  finds  that  there  were 
unusual  services  performed,  may 
DISRS  pay  a higher  fee,  as  recom- 
mended by  our  committee?  Further, 
will  our  committee’s  decision  letter 
be  sufficient  evidence  for  DISRS  to 
justify  the  higher  than  usual  fee  to 
the  federal  auditors?” 

By  letter  dated  March  14  Mrs. 
McSteen  responded,  “.  . . once  the 
peer  review  committee  has  rendered 
its  medical  findings,  it  is  the  car- 
rier’s responsibility,  under  Section 
1842  of  the  Social  Security  Act,  to 
make  the  fiscal  determination,  i.e., 
as  to  reasonable  charge.  Ordinarily, 


when  a peer  review  committee  finds 
that  medically  imusual  circum- 
stances exist  in  a given  case,  it  fol- 
lows that  a higher  charge  also  may 
be  considered  the  reasonable  charge. 
But  again,  it  is  the  carrier’s  respon- 
sibility to  consider  the  committee’s 
recommendations  and  determine  a 
reasonable  charge  for  the  service.” 
(emphasis  added) 

“With  regard  to  your  second  ques- 
tion, the  peer  review  committee’s  rec- 
ommendation letter  suffices  as  evi- 
dence that  medically  unusual  cir- 
cumstances were  found  to  exist  in  a 
particular  case.  The  recommendation 
letter  will  not  suffice  as  evidence 
why  a given  fee  was  paid.  The  rec- 
ommendation letter,  with  documen- 
tation and  rationale  by  the  carrier, 
based  on  the  carrier’s  reasonable 
charge  experience  for  the  area,  will 
suffice  as  evidence  why  a given 
charge  higher  than  customary  or  pre- 
vailing was  paid.  Both  the  recom- 
mendation letter  and  the  carrier’s 
documentation  are  required  because 
these  situations  involve  the  commit- 
tee’s medical  determination  on  the 
one  hand  (recommendation  letter) 
and  the  carrier’s  fiscal  determination 
(reasonable  charge  rationale)  on  the 
other.”  (emphasis  added) 

As  can  be  seen,  unless  the  Insur- 
ance Review  Committee  can  docu- 
ment that  the  sitution  was  more 
than  usual,  DISRS  is  bound  to  pay 
no  more  than  the  prevailing  fee. 
Since  the  OSMA  does  not  have  avail- 
able to  it  the  statistical  wherewithal 
to  determine  what  is  the  prevail- 
ing fee  in  any  given  area,  it  must 
be  presumed  that  the  cut  DISRS  is 
making  in  physician’s  fees  is  simply 
to  lower  them  to  the  prevailing  fee 
for  the  area. 

From  the  foregoing  it  is  obvious 
that  your  committee  has  fulfilled  al- 
most all  of  the  functions  spelled  out 
in  Resolution  No.  13.  However,  we 
have  not  taken  the  situation  to  our 
representatives  in  Congress.  This 
would  be  the  next  logical  step. 

The  difficulty  revolves  around  the 
fact  that  the  Medical  Insurance  Re- 
view Committee  has  no  “official” 
capacity  in  the  federal  law  or  regu- 
lation. Any  approach  taken,  there- 
fore, should  be  to  remove  the  com- 
mittee’s impotence  by  giving  it  rec- 
ognition and  authority  through  prop- 
er channels.  This  would  allow  DISRS 
to  honor  a decision  of  the  committee 
that  a case  was,  in  fact,  unusual. 
Such  official  status  would  obligate 
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Council  the  Booz,  Allen,  and  Hamil- 
ton Management  Consultant  Firm 
stated,  “The  establishment  of  a new 
four  year  school  of  medicine  in  Okla- 
homa would  provide  additional  physi- 
cians, providing  the  graduates  could 
be  retained  in  the  state  . . . this  ap- 
proach is  not  feasible  at  this  point  in 
time  for  the  following  reasons:  The 
capital  costs  required  for  develop- 
ment of  a new  medical  school 
vary  significantly  depending  on  fac- 
tors such  as  shared  facilities,  size  of 
entering  class  and  emphasis  of  pro- 
grams. In  any  case,  the  capital  re- 
quirements are  substantial.  . . . The 
minimum  operating  costs  for  a four- 
year  medical  school  were  reported  to 
be  $3.5  million  in  1969-70.  The  aver- 
age cost  was  $17.4  million  for  the 
same  time  period.  The  magnitude  of 
these  costs  would  create  a financial 
burden  on  the  state  of  Oklahoma 
and  would  require  significant  shifts 
in  priorities  if  the  school  were  to 
receive  adequate  financial  support. 
Graduates  of  a new  four  year  medi- 
cal school  would  not  be  added  to  the 
available  physician  manpower  in  the 
state  for  eight  to  ten  years.”  . . . 
(due  to  training  time). 

In  support  of  the  two  year  clinical 
school  in  the  Tulsa  area  the  report 
states,  “The  supply  of  physicians  in 
Oklahoma  could  be  increased  sub- 
stantially at  a modest  cost  by  de- 
veloping a two  year,  ‘clinical’  school 
of  medicine  in  Tulsa.  The  new 
school  should  be  affiliated  with  the 
University  of  Oklahoma  and  should 
provide  for  the  clinical  years  of  un- 
dergraduate medical  education,  or 
the  last  two  years  of  a four  year 
medical  education  program.  The  first 
two,  or  the  basic  science,  years 
should  be  obtained  primarily  at  the 
University  of  Oklahoma  College 
of  Medicine  at  Oklahoma  City.  . . . 
Benefits  of  this  approach  include  the 
following:  The  entering  class  to  the 
University  of  Oklahoma  College  of 
Medicine  could  be  increased  immedi- 
ately for  the  basic  science  experi- 
ence. By  the  time  the  entering  stu- 
dents require  clinical  experience,  the 
medical  school  at  Tulsa  would  be  op- 
erational. With  this  approach,  there 
would  be  no  time  lost  in  the  in- 
creased enrollment  of  medical  stu- 
dents. . . . Minimal  capital  costs 
would  be  incurred  initially  and  only 
modest  capital  expenditures  would 
be  required  later  as  compared  to  a 
four-year  school  . . . the  emphasis  at 
the  Tulsa  School  of  Medicine  could 
be  toward  the  clinical  practice  of 


medicine  rather  than  toward  re- 
search or  academic  medicine.”  (em- 
phasis added.) 

The  report  states  that  a two-year 
clinical  medical  school  in  Tulsa  is  es- 
timated to  cost  approximately  $1 
million  per  year  to  train  approxi- 
mately 100  students  in  the  third  and 
fourth  years  of  medical  school. 

The  enrollment  of  “100  students” 
would  be  a goal  to  reach  in  several 
years.  Initially  the  entering  class 
would  be  enlarged  by  25  to  50  stu- 
dents for  the  basic  science  years. 
Two  years  later  this  number  of  stu- 
dents would  go  to  Tulsa  to  start  their 
two  year  clinical  training.  Each  en- 
tering class  thereafter  could  be  en- 
larged slightly  up  to  the  goal  of  100 
“new”  medical  students. 

In  several  different  places  the  re- 
port from  Booz,  Allen  and  Hamilton 
stated,  “The  development  of  a 
four  year  medical  school  is  not  feasi- 
ble at  this  time.”  In  spite  of  this  re- 
peated, and  well  documented  conclu- 
sion, the  legislature  chose  to  author- 
ize the  creation  of  two  schools  for 
the  Tulsa  area.  While  the  Booz,  Al- 
len and  Hamilton  report  is  a “feasi- 
bility study”  in  its  truest  form,  the 
report  justifying  the  creation  of  a 
school  of  osteopathy  in  Tulsa  is  more 
of  a “game  plan”  for  the  creation  of 
such  a school.  It  does  not  deal  di- 
rectly with  the  feasibility  of  a four 
year  school,  at  all,  and  never  re- 
futes the  statement  made  by  Booz. 
Allen  and  Hamilton  in  their  latest  re- 
port, or  in  the  report  made  by  the 
same  firm  in  January,  1969. 
Recommendations : 

1.  It  is  recommended  that  the 
House  of  Delegates  commend  the 
medical  school  administration  for 
its  foresight  in  ordering  the  “Report 
on  Admission  Policies  and  Processes 
of  the  University  of  Oklahoma  Col- 
lege of  Medicine.” 

2.  It  is  recommended  that  the 
House  of  Delegates  endorse  the 
changes  in  admission  policy  as  out- 
lined in  the  aforementioned  report. 

3.  It  is  recommended  that  the 
OSMA,  through  its  Board  of  Trustees, 
officially  request  the  O.U.  College  of 
Medicine  to  change  its  bylaws  to 
provide  that  at  least  50%  of  the  ap- 
pointments to  its  Admissions  Board 
be  composed  of  primary  care  physi- 
cians in  private  practice. 

4.  It  is  again  recommended  that 
the  OSMA  offer  to  submit  a slate  of 
nominees  for  positions  on  the  Board 
of  Admissions.  The  nominees  would 


be  selected  by  the  OSMA  Board  of 
Trustees  and  must  pledge  to  serve 
actively  on  the  Board  before  their 
name  is  officially  submitted. 

5.  It  is  recommended  that  the 
House  of  Delegates  urge  the  Medical 
School  Administration  to  dedicate  the 
two  year  medical  school  in  Tulsa  to 
the  clinical  training  of  primary  care 
physicians,  and  further,  that  they  ac- 
tively seek  new  and  innovative  tech- 
niques to  accelerate  and  expand  such 
training. 

6.  It  is  recommended  that  the 
school  of  medicine  be  urged  to  re- 
evaluate, and  if  necessary  reorgan- 
ize, its  family  practice  residency  pro- 
gram to  make  it  more  responsive  to 
the  needs  of  Oklahoma  communities. 

Report  of  the 

RESOLUTION  No.  13  COMMITTEE 
(APPROVED) 

Committee  Members 
Howard  B.  Keith,  MD,  Shattuck, 
Chairman 

Robert  J.  Hogue,  Jr.,  MD,  Guthrie 
Scott  Hendren,  MD,  Oklahoma  City 
Jack  L.  Richardson,  MD,  Tulsa 
George  N.  Beckloff,  MD,  Stratford 
Homer  D.  Hardy,  Jr.,  MD,  Tulsa 
Alfred  H.  Bungardt,  MD,  Tulsa 
During  the  last  annual  meeting  of 
the  OSMA  House  of  Delegates  held 
on  May  1 in  Tulsa,  resolution  No.  13 
was  adopted.  Entitled  “Relations 
With  the  Department  of  Public  Wel- 
fare” the  resolution  read  as  follows: 
“WHEREAS,  the  1970  House  of 
Delegates  of  the  Oklahoma  State 
Medical  Association  unanimously 
passed  a resolution  requesting  the 
President  of  our  Association  to  con- 
tact the  Governor  of  the  State  of 
Oklahoma  in  an  effort  to  obtain  a 
more  equitable  and  cooperative  ar- 
rangement with  the  Department  of 
Public  Welfare,  and 
WHEREAS,  our  President  was  un- 
able to  gain  an  audience  with  Gov- 
ernor Bartlett  to  even  make  such 
a request,  and 

WHEREAS,  the  Department  of 
Public  Welfare  continues  to  flagrant- 
ly refuse  to  cooperate  with  the  Okla- 
homa State  Medical  Association  Med- 
ical Insurance  Review  Committee 
and  abide  by  its  decisions,  and 
WHEREAS,  the  Department  of 
Public  Welfare  continues  to  reduce 
physician’s  fees  without  rhyme  or 
reason, 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  President  of  the 
OSMA  designate  a committee  to  try 
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tion  will  give  moral  support  and  en- 
couragement to  those  of  its  members 
who  might  be  harassed  as  a result 
of  refusing  assignments. 

(Late  Resolution) 

Resolution  No.  12 
(APPROVED) 

SUBMITTED  BY:  Robert  J.  Hogue, 
Jr.,  MD 

TITLE:  Direct  Billing 
REFERRED  TO:  Reference  Com- 

mittee No.  Ill 

WHEREAS,  physicians  of  the 
State  of  Oklahoma,  as  well  as  the 
entire  United  States,  are  continually 
harassed  and  the  doctor-patient  re- 
lationship suffers  due  to  the  interven- 
tion of  third  parties,  and 
WHEREAS,  the  only  reasonable  so- 
lution for  making  a last  ditch  stand 
against  this  third  party  interference 
is  obviously  to  continue  to  render  the 
best  medical  care  possible  to  our  pa- 
tients without  regard  to  their  ability 
to  pay  but  yet  to  deal  directly  only 
with  the  patient  regarding  financial 
arrangements  for  their  care,  and 
WHEREAS,  the  Kingfisher  County 
Medical  Society  has,  in  the  interest 
of  protecting  the  freedom  of  the  pri- 
vate practice  of  medicine  as  well  as 
the  freedom  of  their  patients  to  deal 
directly  with  their  physician,  taken 
this  stand  of  refusing  to  deal  with 
any  third  party  by  taking  assignment 
for  remuneration  for  services  ren- 
dered and  announced  it  publicly, 
therefore 

BE  IT  RESOLVED  that  the  Okla- 
homa State  Medical  Association  here- 
by gives  the  Kingfisher  County 
Medical  Society  physicians  their  high- 
est vote  of  commendation  for  this 
action,  and 

BE  IT  FURTHER  RESOLVED  that 
the  Oklahoma  State  Medical  Associa- 
tion officially  take  the  same  stand; 
encouraging  all  of  its  members  and 
contingent  county  medical  societies  to 
officially  and  publicly  take  this  stand, 
and 

BE  IT  FURTHER  RESOLVED  that 
the  Oklahoma  State  Medical  Associa- 
tion Delegation  to  the  American 
Medical  Association  draw  up  an  ap- 
propriate resolution  to  introduce  into 
the  American  Medical  Association 
House  of  Delegates  encouraging  all 
physicians  in  the  United  States  to 
take  this  stand  to  maintain  freedom 
of  the  private  practice  of  medicine 
and  the  traditional  doctor-patient  re- 
lationship. 


(Late  Resolution) 
Resolution  No.  14 
( APPROVED  AS  AMENDED) 
SUBMITTED  BY:  M.  Joe  Crosthwait, 
MD,  and  Arnold  G.  Nelson,  MD 
TITLE:  Physician-Patient  Relation- 
ship 

REFERRED  TO:  Reference  Commit- 
tee No.  Ill 

WHEREAS,  the  physicians  of  the 
Oklahoma  State  Medical  Association, 
in  association  with  many  other  phy- 
sicians over  the  country,  have  for 
many  years  developed,  supported, 
and  cooperated  with  Prepaid  Health 
Care  Programs,  and 
WHEREAS,  the  physicians  of  this 
State  and  Country  have  recognized 
their  duty  to  support  and  cooperate 
with  any  program  that  will  increase 
the  quality  of  care  and  provide  more 
and  better  care  for  their  patients, 
and 

WHEREAS,  the  physicians  of  this 
State  and  Country  do  also  recognize 
their  duty  to  resist  and  oppose  any 
program  or  programs  that  in  their 
medical  judgment  will  either  now  or 
in  the  future  result  in  less  and  poor- 
er care  for  their  patients,  also  result- 
ing in  loss  of  historical  and  tradi- 
tional doctor-patient  relationship,  and 
WHEREAS,  we  as  physicians  now 
recognize  that  many  of  our  efforts  to 
cooperate  and  develop  programs  in 
the  best  interest  of  the  patients  have 
in  fact  resulted  in  a beginning  of  de- 
terioration in  the  quality  of  care 
for  our  patients,  resulting  in  regula- 
tions and  controls  making  it  virtually 
impossible  to  continue  to  protect  the 
patient,  and 

WHEREAS,  the  beginning  of  the 
deterioration  in  quality  of  care  coin- 
cides with  the  entry  of  the  3rd  party 
in  between  the  doctor  and  the  pa- 
tient, and 

WHEREAS,  this  has  resulted  in  the 
development  of  controls  in  which  un- 
skilled agents  of  third  parties,  indeed 
in  many  instances,  file  clerks,  mak- 
ing medical  decisions  for  our  patients 
superceding  in  some  instances  the 
decisions  of  the  physician  and  cer- 
tainly interfering  with  the  unencum- 
bered decision  of  the  physician,  and 
WHEREAS,  we  as  physicians  now 
recognize  that  in  order  to  preserve 
the  quality  of  care  that  the  physi- 
cians of  this  country  have  devel- 
oped for  their  patients,  certain  basic 
decisions  must  now  be  made  to 
protect  this  quality  of  care,  and 
NOW  THEREFORE  BE  IT  RE- 
SOLVED. that  the  physicians  of  the 


state  be  encouraged  at  once  to  noti- 
fy their  patients  that  all  relationship 
between  physicians  and  third  parties 
will  cease  except  for  the  State  Medi- 
cal Care  Program  of  the  State  Wel- 
fare Department;  that  a basic  con- 
tractual agreement  exists  between 
the  patient  and  his  physician,  the 
physician  being  responsible  to  the  pa- 
tient, the  patient  being  responsible  to 
the  physician,  and  that  in  the  pa- 
tients’ best  interest  no  third  party 
must  be  allowed  to  come  between 
a patient  and  his  doctor  and  no  di- 
rect relationship  between  a physician 
and  any  third  party  will  be  recogniz- 
ed, and 

BE  IT  FURTHER  RESOLVED,  the 
physicians  of  this  State  and  this 
Country  in  association  with  each  oth- 
er continue  to  develop  Peer  Review 
mechanisms  that  will  protect  the 
quality  of  medical  care  rendered  to 
our  patients  and  further  protect  the 
physicians  from  encroachment  or  in- 
timidation by  any  third  party,  and 
BE  IT  FURTHER  RESOLVED,  the 
Oklahoma  Delegates  to  the  AMA  be 
instructed  to  introduce  the  Resolution 
to  the  AMA  House  of  Delegates  in 
the  usual  and  proper  manner. 

(Late  Resolution) 
Resolution  No.  16 
( APPROVED  AS  AMENDED) 
SUBMITTED  BY:  Board  of  Direc- 
tors, Oklahoma  County  Medical  So- 
ciety 

TITLE:  The  Budgetary  Crises  at  the 
University  of  Oklahoma  Health 
Sciences  Center 

REFERRED  TO:  Reference  Com- 

mittee No.  Ill 

WHEREAS,  the  appropriations  for 
the  University  of  Oklahoma  Health 
Sciences  Center  for  the  fiscal  year 
1972-73  are  over  two  million  dollars 
short  of  funds  needed  to  sustain  var- 
ious programs  at  the  Health  Sci- 
ences Center;  and 
WHEREAS,  a large  portion  of  the 
facilities  and  programs  created  at  the 
Center  since  1963  have  been  the  di- 
rect result  of  mandates  from  the  citi- 
zens of  Oklahoma  and  the  State  Leg- 
islature; and 

WHEREAS,  the  University  of  Okla- 
home  Health  Sciences  Center  is  striv- 
ing to  train  more  health  manpow- 
er and  ease  critical  health  manpow- 
er shortages  throughout  the  State; 
and 

WHEREAS,  traditionally  the  Uni- 
versity Hospitals  have  provided 
health  care  to  Oklahomans  without 
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committee  was  told  that  any  attempt 
to  remove  medical  students  from 
the  admissions  committee  of  the 
medical  school  would  result  in  an  ad- 
verse reaction  by  the  student  body. 
However,  the  administration  pointed 
out  that  they  would  not  object  to  the 
dilution  of  the  student  strength  and 
importance  by  increasing  the  size  of 
the  committee. 

During  the  discussion  Dean  Robert 
Bird  asked  that  the  committee  delay 
consideration  of  Resolution  No.  7 un- 
til a “new  study  of  the  admissions 
procedure  of  the  medical  school”  had 
been  published. 

The  report  had  been  commissioned 
by  the  dean  on  February  23rd,  1971, 
and  was  conducted  by  an  ad  hoc 
committee  of  the  Admissions  Board 
during  the  year  1971.  It  was  finally 
completed  and  published  on  January 
16th  of  this  year. 

According  to  Dean  Bird  the  report 
has  now  been  adopted  by  the  facul- 
ty board  and  will  be  submitted  to  the 
Board  of  Higher  Regents.  It  is  antici- 
pated that  most  of  the  recommenda- 
tions being  made  will  be  implement- 
ed this  summer. 

The  recommendations,  with  appro- 
priate comments,  are  listed  below. 

In  the  introduction  to  the  report  it 
states,  “According  to  the  bylaws  of 
the  College  of  Medicine,  ‘the  admis- 
sions board  is  appointed  by  the  Re- 
gents of  the  University  of  Oklaho- 
ma on  recommendation  of  the  Dean 
of  the  School  of  Medicine  with  the 
advice  of  the  Associate  Dean  of  Stu- 
dent Affairs.  Its  composition  shall 
be  specified  by  the  faculty  board.  The 
faculty  members  shall  be  selected 
from  among  those  receiving  the 
greatest  number  of  votes  by  the 
faculty  of  the  School  of  Medi- 
cine from  a list  of  all  faculty  mem- 
bers who  have  indicated  a willing- 
ness and  desire  to  serve  on  the  Ad- 
missions Board.  The  medical  stu- 
dent members  shall  be  selected 
from  among  those  receiving  the  great- 
est number  of  votes  by  the  senior 
class  from  a list  submitted  to  the 
Dean  from  the  Student  Council.’  ” 

It  goes  on  to  state  that  the  Admis- 
sions Board  is  presently  composed  of 
18  faculty  and  nine  student  members 
and  that  the  “Board  establishes  its 
own  mode  of  operation  each  year.” 
(emphasis  added) 

The  report  states,  “The  goal  of  the 
admissions  process  in  the  1970s  can 
no  longer  be  simply  stated  as  choos- 
ing the  applicant  who  is  most  likely 


to  succeed  in  medical  school  or  in 
medical  practice,  if  indeed  the  lat- 
ter can  be  defined.  Rather  than  this, 
the  admissions  process  needs  to  take 
cognizance  of  the  crisis  in  distribu- 
tion of  health  care  in  our  country, 
and  to  provide  for  broad  representa- 
tion in  our  medical  school  of  all  pop- 
ulation sub-groups:  urban  and  rural, 
male  and  female,  black  and  white. 
While  there  is  no  guarantee  that  a 
broader  representation  of  all  groups 
in  our  student  body  will  ultimately 
result  in  a more  equitable  distribu- 
tion of  health  care,  there  is  the  hope 
that  it  will  do  so.  The  fact  that  85% 
of  black  physicians  serve  primarily 
black  patients  and  that  among  gener- 
al practitioners  approximately  60% 
returned  to  practice  in  areas  where 
they  grew  up,  is  evidence  that  this 
hope  is  justified.”  (emphasis  added) 
Recommenation  No.  1: 

. . the  committee  recommends 
that  this  college  continue  to  require 
90  semester  units  and  to  recommend 
a bachelor  degree.”  Specific  courses 
in  chemistry,  physics,  biology,  Eng- 
lish and  the  social  sciences  were  then 
recommended  for  pre-medical  stu- 
dents. 

Recommendation  No.  2: 

. . the  committee  recommends 
that  this  college  maintain  the  mini- 
mum grade  point  average  standards 
as  they  currently  exist.” 
Recommendation  No.  3: 

“The  committee  recommends  that 
this  college  continue  to  require 
MCAT  (Medical  College  Admissions 
Test)  scores,  without  establishing 
specific  minimum  scores  for  qualifi- 
cation for  admission.”  Studies  gener- 
ally indicated  that  students  receiv- 
ing MCAT  scores  over  500  tended  to 
complete  school  while  those  under  500 
tended  to  make  lower  grades  with  ap- 
proximately 40%  of  those  scoring 
450  or  less  in  the  lower  1/3  of  their 
class. 

Recommendation  No.  4: 

“The  committee  recommends  that 
the  present  age  limit  be  maintained 
but  with  flexibility  permitted  at 
the  discretion  of  the  Admissions 
Board.”  At  present  admission  is  lim- 
ited to  students  age  30  years  or  un- 
der. 

Recommendation  No.  5: 

“.  . . the  committee  recommends 
that  the  college  be  encouraged  to  con- 
duct a formal  study  of  the  possible 
uses  of  psychological  testing  in  the 
admission  process.”  In  the  dictum 
accompanying  the  recommendation 


the  committee  stated,  “however,  our 
consultants  inform  us  that  such  tests 
are  not  yet  available.  Nor  do  we  have 
tests  which  can  accurately  identify 
those  personality  types  which  medi- 
cine can  best  do  without,  such  as  so- 
ciopaths. Consequently,  the  routine 
use  of  psychological  testing  was  not 
considered  a feasible  admission  tool 
at  this  time.” 

Recommendation  No.  6: 

. . the  committee  recommends: 

“A.  That  the  college  continue  to 
use  interviewing  specifically  for  the 
purpose  of  eliciting  information  rele- 
vant to  the  personality  characterist- 
ics of  the  applicant. 

“B.  That  the  size  of  the  interview- 
ing team  be  increased. 

“C.  That  the  college  develop  a pro- 
cess by  which  all  interviewers  will 
participate  in  recurring  workshops 
which  will  have  as  their  goals  im- 
proving orientation,  improving  inter- 
viewing techniques  and  refining  the 
information  to  be  sought.” 

Dean  Bird  considers  this  to  be  one 
of  the  most  important  recommenda- 
tions of  the  committee.  The  report 
states,  “At  the  present  time  our  in- 
terviewers undertake  their  task 
with  their  own  conceptions  of  what 
qualities  are  desirable  in  an  appli- 
cant and  their  own  techniques  of 
eliciting  information.  The  value  of  the 
interviews  can  be  enhanced  by  ef- 
forts at  standardizing  the  procedure. 

. . . The  scoring  system  needs  to  be 
thoroughly  understood  so  that  new  in- 
terviewers do  not  inadvertently  as- 
sign a score  with  an  effect  which 
they  did  not  intend.  Review  and  prac- 
tice with  basic  interviewing  skills 
need  to  be  provided  through  such 
modalities  as  audio-visual  techniques 
and  group  discussions.  The  topics  to 
be  explored  in  the  interviews  need  to 
be  more  specifically  defined  ...  We 
urge  that  the  primary  focus  of  the 
interview  be  directed  toward  assess- 
ing the  diverse  personality  charac- 
teristics of  the  applicant.  It  is  real- 
ized that  a skilled  interpretation  of 
the  responses  of  the  applicant  re- 
quires that  the  interviewer  have  a 
summary  knowledge  of  the  socio-eco- 
nomic and  academic  background  of 
the  applicant. 

“Members  of  the  Oklahoma  State 
Medical  Association  have  expressed 
their  desire  to  have  input  into  the 
process  of  choosing  their  future  col- 
leagues. There  are  also  many  fac- 
ulty members  who  would  like  to  con- 
tribute to  the  process.  Such  individ- 
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gram.  However,  April  1,  1971  through 
December  31,  1971  wasn’t  too  good 
for  the  company.  They  collected  $4,- 
767.46  and  paid  out  $5,316.64.  Since 
the  program’s  inception,  it  has  been 
extremely  profitable  for  the  compa- 
ny. 

The  premiums  are  tax  deductible 
as  a business  expense. 

SECTION  IV 

Excess  Limits  Liability  Program 

As  a companion  to  the  association’s 
basic  malpractice  program,  the 
OSMA  has  endorsed  the  Insurance 
Company  of  North  America's 
”XIC”  policy  for  those  physicians 
who  wish  to  carry  their  protection  to 
very  high  limits  of  coverage. 

This  coverage  requires  basic  mal- 
practice protection  of  $100,000/$300,- 
000  after  which  the  XIC  program  will 
extend  the  protection  to  as  high  as 
$1,000,000.  The  XIC  plan  also  provides 
excess  limits  protection  on  home 
owners,  auto,  farmers  personal  lia- 
bility, watercraft,  aircraft,  etc.  (sub- 
ject to  having  required  basic  liabili- 
ty protection  for  each  peril). 

XIC  is  recommended  by  the  Coun- 
cil on  Insurance  as  an  economical 
way  to  achieve  adequate  protection 
during  this  period  of  excessively  high 
damage  suit  awards.  However,  XIC 
is  not  mandatory  with  respect  to  the 
association’s  basic  malpractice  plan 
...  a physician  may  elect  to  pur- 
chase his  entire  protection  to  high 
limits  under  the  basic  program. 

Over  300  OSMA  members  are  par- 
ticipating in  XIC.  1971  premiums 
were  $60,500.  There  have  been  no 
losses  in  the  program. 

SECTION  V 

Professional  Liability  Program 

Although  the  association’s  profes- 
sional liability  program  ranks  as  one 
of  the  nation’s  finest,  it  is  having  the 
same  difficulties  as  programs  nation- 
wide . . . i.e.,  the  amount  of  claims 
being  paid  or  reserved  is  begin- 
ning to  exceed  the  premium  income. 
The  program  in  Oklahoma  is  under- 
written by  the  Pacific  Employer’s  In- 
demnity Company,  a subsidiary  of 
the  Insurance  Company  of  North 
America. 

At  a time  when  other  state  medical 
associations  are  having  difficulty  in 
finding  coverage  for  their  members 
at  any  price,  the  OSMA  plan  offers  a 
broad  coverage  with  a strong  com- 
pany. Even  though  they  find  it  neces- 


sary to  seek  premium  increase, 
Oklahoma  physicians  are  paying  pre- 
miums approximately  one-half  the 
rates  being  charged  by  other  compa- 
nies. 

The  program  underwent  a rate  in- 
crease approximately  5 years  ago, 
but  losses  have  continued  to  climb 
slowly. 

To  minimize  the  losses,  your  Coun- 
cil on  Insurance  has  carried  out  a 
claims  prevention  program  by  con- 
ducting educational  courses  on  medi- 
cal-legal matters  and  making  avail- 
able a very  informative  profession- 
al liability  booklet  to  all  members  of 
the  OSMA.  Copies  have  been  distrib- 
uted statewide  and  are  still  available 
through  the  association  office. 

Cooperation  between  the  associ- 
ation and  the  insurance  company  is 
of  a unique  type.  It  features  a con- 
tract whereby  the  company  is  re- 
quired to  advise  the  association  of 
all  claims  and  reserves,  thus  mak- 
ing it  possible  at  all  times  for  the 
Council  on  Insurance  to  monitor  the 
performance  of  the  plan  and  to  pro- 
tect the  members  against  unwarrant- 
ed premium  increases.  To  protect 
against  lost  policies,  the  contract  also 
provides  the  company  must  periodic- 
ally report  to  the  OSMA  names  of  all 
insured  physicians,  the  amounts  of 
their  coverage  and  the  policy  num- 
bers. 

During  the  past  year,  your  council 
has  continued  to  negotiate  with  the 
company  through  the  C.  L.  Frates 
Company.  Earlier  this  year  the  com- 
pany proposed  a rate  increase  of 
approximately  30%.  This  amount  had 
been  projected  by  their  actuaries  as 
the  minimum  they  would  need  to  con- 
tinue operating  the  program  prop- 
erly. 

In  our  behalf,  the  Frates  Com- 
pany countered  this  proposal  with  in- 
formation developed  in  Oklahoma 
and  succeeded  in  convincing  the  com- 
pany that  they  should  reduce  their 
rate  increase  to  approximately  21.7% 
overall.  This  9%  savings  that  was 
achieved  is  worth  approximately 
$71,000  a year  to  Oklahoma  physi- 
cians. The  rate  increase  will  produce 
an  additional  premium  of  approxi- 
mately $149,000  based  on  the  present 
participation  in  the  program. 

The  Frates  Company  projects  that 
the  rate  increase  should  hold  for 
at  least  two  years  using  the  current 
trends  in  loss  experience. 

Even  with  the  rate  increase,  Okla- 


homa physicians  will  still  be  paying 
only  about  50%  of  the  manual  rate 
in  most  classifications.  As  an  exam- 
ple, at  the  new  rate,  class  I physi- 
cians will  be  paying  $169  for  their 
$100,000  $300,000  professional  liabil- 
ity coverage.  Other  Oklahoma  physi- 
cians purchasing  their  coverage  from 
other  companies  can  expect  to  pay  as 
high  as  $296.  In  Colorado,  the  cover- 
age costs  $377,  $266  in  Arkansas,  $170 
in  Kansas,  $191  in  Missouri,  and  $179 
in  Texas. 

For  Class  III  physicians,  the  new 
rate  will  be  $590  for  $100,000/$300,- 
000  in  coverage.  Colorado  doctors 
pay  nearly  $1,500,  Arkansas  pays  $1,- 
009,  $646  is  the  rate  in  Kansas,  $726 
in  Missouri  and  $680  in  Texas. 

The  attached  “state  comparison 
professional  liability  premiums”  fully 
justifies  your  council’s  opinion  that 
Oklahoma’s  professional  liability  pro- 
gram is  one  to  be  envied  by  other 
states. 

Your  Council  is  continuing  its  ne- 
gotiation with  the  company  to  devise 
other  methods  of  lowering  premi- 
um rates  or  offsetting  premium  in- 
creases. 

Your  Council  asked  the  Frates 
Company  to  negotiate  with  the  pro- 
fessional liability  carrier  regarding 
the  abandonment  of  the  20%  sur- 
charge on  partnerships  and  corpora- 
tions. After  discussions,  Mr.  Rod 
Frates  pointed  out,  “I  am  not  sure 
this  is  advisable  inasmuch  as  we 
might  find  ourselves  at  some  future 
date  less  competitive  on  physicians 
who  are  not  in  partnerships  and 
some  other  companies  in  the  market- 
place. Furthermore,  there  is  a slight 
additional  exposure  (since)  in  a part- 
nership, a partner’s  insurance  be- 
comes excess  if  the  loss  exceeds  the 
limit  of  one  policy.  We’ve  never  had 
that  large  of  a loss  in  Oklahoma, 
but  it  is  a possibility  if  not  a prob- 
ability. Therefore,  it  is  appropriate 
to  make  some  additional  charge  (for 
the  additional  exposure).” 

State  Comparison  Professional 
Liability  Premiums 
100  300,000.00 


Class 

OSMA 

OSMA 

Projected 

Rate 

I 

$153.00 

$169.00 

II 

$269.00 

$297.00 

III 

$461.00 

$590.00 

IV 

$616.00 

$786.00 

V 

$769.00 

$983.00 
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Class 

Oklahoma 

California 

1 

$ 296.00 

$ 915.00 

II 

$ 517.00 

$1,603.00 

III 

$1,123.00 

$3,470.00 

IV 

$1,497.00 

$4,527.00 

V 

$1,871.00 

$5,783.00 

Class 

Colorado 

Arkansas 

I 

$ 377.00 

$ 266.00 

II 

$ 681.00 

$ 466.00 

III 

$1,429.00 

$1,009.00 

IV 

$1,905.00 

$1,346.00 

V 

$2,381.00 

$1,682.00 

Class 

Kansas 

Missouri 

I 

$ 170.00 

$ 191.00 

II 

$ 299.00 

$ 335.00 

III 

$ 646.00 

$ 726.00 

IV 

$ 862.00 

$ 968.00 

V 

$1,077.00 

$1,210.00 

Class 

North  Carolina 

Texas 

I 

$ 105.00 

$ 179.00 

II 

$ 182.00 

$ 314.00 

III 

$ 397.00 

$ 680.00 

IV 

$ 529.00 

$ 907.00 

V 

$ 662.00 

$1,134.00 

SECTION  V 
Miscellaneous 

During  the  past  year,  your  council 
has  discussed  the  possibility  of  set- 
ting up  a group  medical  and  hospital 
insurance  program  for  all  members 
of  the  OSMA.  The  C.  L.  Frates  Com- 
pany and  the  Wilson-Wilson  General 
Agency  have  been  asked  to  work  to- 
gether to  formulate  such  a program. 

It  was  recommended  that  the  pro- 
gram might  also  provide  for  option- 
al coverage  for  physician’s  employ- 
ees. As  of  the  writing  of  this  annual 
report,  the  two  companies  were  still 
in  the  process  of  writing  up  the  spec- 
ifications for  the  program  so  that 
bids  might  be  gathered. 

In  January  of  this  year,  your  Coun- 
cil voted  to  endorse  the  health  insur- 
ance council  insurance  claim  form. 

This  is  a standard  claim  form 
recommended  by  the  health  in- 
surance council  and  it  has  been 
widely  accepted  by  insurance  com- 
panies nationally  and  in  Oklahoma. 

Report  of  the 

COUNCIL  ON  PUBLIC  HEALTH 
(APPROVED) 

Council  Members 

Hayden  H.  Donahue,  MD,  Norman, 
Chairman 

Paul  A.  Bischoff,  MD,  Tulsa 
Charles  E.  Smith,  Jr.,  MD,  Oklaho- 
ma City 


Raymond  F.  Hain,  MD,  Oklahoma 
City 

Carl  D.  Osborn,  MD,  Ada 
Homer  A.  Ruprecht,  MD,  Tulsa 
Armond  H.  Start,  MD,  Oklahoma 
City 

Wayne  J.  Boyd,  MD,  Bartlesville 
James  B.  Silman,  MD,  Norman 
R.  Leroy  Carpenter,  MD,  Oklahoma 
City 

Mrs.  David  R.  Storts,  Tulsa 
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Charles  E.  Smith,  Jr.,  MD,  Oklaho- 
ma City,  Chairman 
William  T.  Holland,  MD,  Tulsa 
J.  Hartwell  Dimn,  MD,  Oklahoma 
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David  D.  Fried,  MD,  Hollis 
Jim  H.  Earls,  MD,  Oklahoma  City 
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Samuel  Sepkowitz,  MD,  Oklahoma 
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Camp  S.  Huntington,  MD,  Bartles- 
ville 

Jack  M.  Stephenson,  MD,  Oklahoma 
City 

T.  J.  Brickner,  MD,  Tulsa 
W.  R.  Schmieding,  Ph.  D.,  Oklahoma 
City 

Committee  on  Immunization 
Armond  H.  Start,  MD,  Oklahoma 
City,  Chairman 
John  C.  Kramer,  MD,  Tulsa 
Rex  M.  Graham,  MD,  Miami 
William  L.  Edwards,  MD,  Duncan 
Harris  D.  Riley,  Jr.,  MD,  Oklaho- 
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R.  Leroy  Carpenter,  MD,  Oklahoma 
City 

Y.  E.  Parkhurst,  MD,  Norman 
Burdge  F.  Green,  MD,  Stilwell 
Delmar  L.  Gheen,  Jr.,  MD,  Tulsa 
Ralph  W.  Murphy,  MD,  Ardmore 
George  W.  Prothro,  MD,  Tulsa 
Committee  on  Laboratory  Quality 
Raymond  F.  Hain,  MD,  Oklahoma 
City,  Chairman 

Dale  E.  Van  Wormer,  MD,  Tulsa 
John  F.  DeJarnette,  MD,  Ponca  City 


Robert  L.  Alexander,  Jr.,  MD,  Ok- 
mulgee 

F.  R.  Hassler,  MD,  Oklahoma  City 
Byron  F.  Smith,  MD,  Oklahoma  City 
J.  William  Hood,  MD,  Oklahoma  City 
Maternal  Mortality  Committee 
Paul  A.  Bischoff,  MD,  Tulsa,  Chair- 
man 

Jed  E.  Goldberg,  MD,  Tulsa 
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James  R.  McFarland,  MD,  Bartles- 
ville 

William  L.  Edwards,  MD,  Duncan 
Max  Deardorff,  MD,  Tulsa 
Matthew  B.  Moore,  MD,  Tulsa 
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Houston  F.  Mount,  MD,  Tulsa 
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SECTION  I 
INTRODUCTION 

More  frequently  than  ever  physi- 
cians and  medicine  in  general,  are 
being  asked  for  advice  on  medical 
aspects  of  life  that  are  outside  the 
sphere  of  medical  practice.  Not  only 
are  we  expected  to  keep  abreast  of 
our  own  dynamic  area  but  also  we 
must  try  and  understand  those  so- 
cial and  economic  factors  that  affect 
the  quality  of  life.  It  is  apparent  that 
we  can  not  restrict  our  activities  to 
the  delivery  of  medical  care,  we 
must  become  involved  in  improving 
health. 

Your  Council  on  Public  Health  is 
the  recipient  of  many  requests  for 
advice  and  assistance  in  improving 
health. 

A.  Council  Activities 

1.  MAST  — Military  Assistance  to 
Safety  and  Traffic 
The  Council  has  been  asked  to  par- 
ticipate in  establishing  an  emergency 
transportation  system  for  the  acute- 
ly ill,  utilizing  the  facilities  of  the 
Department  of  Defence.  Initially 
MAST  in  Oklahoma  will  operate  from 
Ft.  Sill  and  will  cover  a 100  mile 
radius  from  that  station.  Helicopters 
will  transport  patients  from  point-to- 
point  upon  orders  from  a physi- 
cian. Details  on  calling  the  equipment 
into  service,  communications  and  co- 
ordination with  hospitals  are  being 
drafted.  Similar  programs  have 
proven  successful  in  Colorado,  Texas 
and  Utah.  The  State  Health  Depart- 
ment and  ORMP  are  coordinators 
for  the  project. 
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2.  Emergency  Medical  Services 

The  MAST  Program  is  a part  of  a 

developing  Emergency  Medical  Ser- 
vices System.  The  College  of  Sur- 
geons (Committee  on  Trauma)  (Tul- 
sa) has  done  an  excellent  job  in  this 
area.  They  have  initiated  a training 
program  for  ambulance  operators, 
developed  a wide  area  communica- 
tions plan  for  hospitals  and  emer- 
gency vehicles  and  published  a di- 
rectory of  Emergency  Medical  facil- 
ities. These  projects  have  been  ac- 
complished through  cooperative  ef- 
forts with  various  organizations. 

3.  Venereal  Disease  Projects 

One  year  ago  the  Oklahoma  legis- 
lature passed  a law  that  . any 
person  regardless  of  age  has  the  ca- 
pacity to  consent  to  examination  and 
treatment  for  venereal  disease  . . .”. 
This  legislation,  at  a time  when  the 
incidence  of  V.D.  was  climbing  at 
near  epidemic  proportions,  set  off  a 
series  of  campaigns  for  examination 
and  treatment.  There  is  a new  public 
awareness  about  V.D.  and  hopefully 
the  trend  in  incidence  will  start  down. 

4.  National  Health  Service  Corps 

Last  summer  the  Planning  Com- 
mittee authorized  association  repre- 
sentatives to  discuss  with  rural  phy- 
sicians the  possibility  of  requesting 
government  doctors  to  serve  in  phy- 
sician shortage  areas.  Visits  were 
made  to  Idabel,  Hugo,  Talihina, 
Thomas  and  Sulphur.  The  essence 
of  the  program  is  that  the  National 
Health  Service  Corps  will  assign 
health  personnel  to  areas  of  need  if 
the  local  medical  community  and 
community  leaders  make  application. 
The  program  is  complex  and  plagued 
with  bureaucracy  and  it  is  doubtful 
that  it  will  do  much  for  the  long 
range  problems  of  rural  Oklahoma. 
Several  communities  have  made  ap- 
plication, Coalgate,  Davenport,  Mar- 
ietta, Laveme,  Hominy,  and  others 
plan  to  do  so.  We  expect  some  as- 
signments to  be  made  in  Oklahoma 
this  month. 

5.  Review  of  Medical  Services  in  Cor- 
rectional Institutions 

The  AMA  and  the  American  Bar 
Association  have  discussed  a plan  to 
join  in  studying  the  medical  services 
rendered  in  correctional  institutions. 
A special  committee  of  your  Council 
reviewed  services  in  Oklahoma  sev- 
eral years  ago.  While  such  a study 
would  be  helpful  — correctional  in- 
stitutions will  need  additional  funds 


before  conditions  can  be  improved 
significantly.  Your  Chairman  is  in 
close  contact  with  the  Board  of  Cor- 
rections on  this  problem. 

6.  Alcoholism  and  Intoxication  Treat- 
ment 

During  the  last  session  of  the  legis- 
lature, a proposal  was  introduced  to 
adopt  a Uniform  Alcoholism  and  In- 
toxication Treatment  Act.  The  bill 
was  very  controversial  and  was  not 
enacted.  Representative  of  one  of  the 
Council’s  committees  testified  at  the 
hearing,  generally  in  support  of  the 
measure.  The  position  adopted  by  the 
committee  spokesman  was  that  “al- 
coholism is  a disease  or  illness  and 
should  be  treated  as  such.”  This 
conforms  to  current  AMA  policy. 
There  was  inadequate  funding  pro- 
posed in  the  bill  even  though  the 
treatment  procedures  would  have 
been  costly.  OSMA  members  should 
know  that  there  will  be  an  increas- 
ing emphasis  on  alcoholism  and  our 
involvement  will  be  both  necessary 
and  essential.  Oklahoma  has  estab- 
lished a treatment  program  through 
the  Department  of  Mental  Health,  if 
adequate  funding  is  received  it  will 
be  expanded. 

7.  Health  Education  Curriculum 

One  of  the  great  needs  in  Oklaho- 
ma is  the  inclusion  of  a quality 
health  curriculum  in  Oklahoma’s 
Public  School  System.  Current  cours- 
es in  biology,  sciences,  physical  edu- 
cation and  personal  hygiene  are  in- 
adequate to  give  our  children  the 
proper  knowledge  of,  and  apprecia- 
tion for  good  health.  We  are  now  add- 
ing to  the  problem  by  requiring 
piecemeal  teaching  in  specific  areas 
—drug  education  for  example.  We 
need  a curriculum  to  train  teachers 
and  a curriculum  for  students  on  all 
aspects  of  health  including  econom- 
ics. Representatives  of  the  Council 
are  working  with  other  groups  to  get 
such  a program  started. 

8.  Miscellaneous 

Your  Council  has  provided  input  at 
National  Conference  on  Aging,  Men- 
tal Health  and  Health  Care  for  the 
Poor.  These  subjects  are  receiving 
much  attention  from  the  administra- 
tion and  it  is  very  likely  that  the  next 
Congress  will  pass  legislation  to  pro- 
vide even  more  health  services  to 
these  groups.  The  Council  will  keep 
OSMA  Members  informed. 

B.  Summary  and  Recommendations 

The  Chairman  would  like  to  ex- 
press his  appreciation  to  the  mem- 
bers of  the  various  committees  that 


compose  this  council.  They  have  la- 
bored diligently  and  because  of  their 
efforts  many  aspects  of  medicine, 
considered  public  health  have  been 
improved. 

Recommendations: 

1.  OSMA  Members  cooperate  in 
the  development  of  Emergency  Med- 
ical Services  with  the  College  of  Sur- 
geons Committee  on  Trauma  (Tulsa), 
the  Oklahoma  Department  of  Health 
and  the  Oklahoma  Regional  Medical 
Program. 

2.  The  Council  be  permitted  to  con- 
tinue its  monitoring  of  the  National 
Health  Service  Corps.  And  cooperate 
when  it  is  in  the  best  interest  of  the 
Public  and  the  medical  community. 

3.  OSMA  encourage  the  implemen- 
tation of  adequately  funded  pro- 
grams for  the  treatment  of  alcohol- 
ism. 

4.  OSMA  encourage  the  State  Board 
of  Education  and  State  Superintend- 
ent of  Public  Instruction  to  develop  a 
quality  health  education  curriculum 
for  the  public  school  system  for 
grades  K through  12. 

SECTION  II 

COMMITTEE  ON  ALCOHOLISM 
AND  DRUG  ABUSE 

During  the  past  year  your  commit- 
tee on  Alcoholism  and  Drug  Abuse 
has  continued  to  conduct  its  educa- 
tional program  among  association 
members  and  the  general  public. 

Numerous  speaking  engagements 
have  been  filled  by  members  of  the 
committee,  other  members  of  the  as- 
sociation, and  OSMA  staff  personnel 
on  the  subject  of  drug  abuse.  In  ad- 
dition, the  OSMA  booklet  “Drug 
Abuse  Treatment  Manual”  was  con- 
tinuously made  available  to  physician 
members  of  the  association  through- 
out the  year  and  numerous  requests 
for  copies  were  filled. 

The  manual,  published  approxi- 
mately 18  months  ago,  is  an  18  page 
booklet  designed  specifically  to  aid 
physicians  in  the  proper  diagnosis 
and  treatment,  on  a short  term  bas- 
is, of  the  drug  intoxicated  patient.  In 
compliance  with  a directive  from  the 
House  of  Delegates  1971  meeting, 
your  committee  is  in  the  process 
of  updating  the  manual  for  possible 
republication  this  year. 

Through  a contribution  from  the 
Hoffman  - LaRoche  Pharmaceutical 
Laboratories,  your  committee  was 
able  to  purchase  a 30  minute  film 
entitled  “What  Did  You  Take?”.  The 
film  was  prepared  in  cooperation 
with  the  New  York  Medical  Society 
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and  is  designed  to  instruct  physicians 
in  the  emergency  treatment  of  over- 
doses of  heroin,  barbiturates,  am- 
phetamines, and  LSD. 

As  soon  as  the  film  was  purchased, 
it  was  immediately  made  available 
to  all  medical  societies,  hospital 
staffs,  and  other  medical  organiza- 
tions interested  in  the  care  and 
treatment  of  the  drug  abusing  pa- 
tient. As  of  May  1 the  film  had  been 
shown  to  ten  different  audiences  and 
was  completely  booked  through  the 
month  of  May  and  up  to  June  15th. 

The  film  is  for  scientific  audiences, 
and  is  not  suitable  for  showing  to 
the  general  public.  Any  organization 
interested  in  obtaining  the  film  was 
urged  to  contact  the  OSMA  office. 

The  final  report  of  the  1971  House 
of  Delegates  urged  your  committee 
to  “consider  drug  abuse  programs 
for  elementary  and  secondary  school 
children.”  It  became  quickly  evident 
that  there  were  already  so  many  un- 
coordinated programs  in  this  area 
that  for  the  OSMA  to  launch  another 
would  simply  add  to  the  confusion. 
The  need  is  not  for  more  informa- 
tion, but  for  more  coordination.  One 
of  the  recommendations  at  the  end 
of  this  report  is  your  committee’s  at- 
tempt to  partially  correct  the  situa- 
tion. 

In  August  of  last  year,  OSMA  Pres- 
ident Lucien  M.  Pascucci,  MD,  called 
on  all  Oklahoma  physicians  to  volun- 
tarily limit  their  prescribing  of  am- 
phetamines and  methamphetamines 
and  to  carefully  review  their  pre- 
scribinog  of  other  dangerous  con- 
trolled substances.  This  plea  was 
made  in  response  to  a call  from 
President  Nixon  for  the  medical  pro- 
fession to  take  the  lead  in  stemming 
the  problems  of  drug  abuse. 

A statewide  information  program 
was  immediately  launched  to  in- 
form not  only  the  physicians,  but  the 
general  public  of  this  attack  on  drug 
abuse  by  the  OSMA.  After  numerous 
reminders  to  the  profession,  phar- 
macists in  Oklahoma  were  surveyed 
in  order  to  determine  whether  or  not 
the  program  was  working. 

Of  the  195  pharmacists  responding 
to  the  survey,  159  described  dramat- 
ic drops  in  amphetamine  prescrip- 
tions since  September,  1971. 

The  pharmacists  were  asked  to 
evaluate  the  physicians’  response  by 
indicating  whether  or  not  they  had 
noted  a slight,  moderate,  heavy  or 
no  decrease  in  the  prescribing  of  am- 
phetamines since  September  1.  The 


195  pharmacists  responding  to  the 
survey  were  scattered  over  61  Okla- 
homa counties. 

One  hundred  fifty-nine  indicated  a 
heavy  decrease,  25  indicated  a mod- 
erate decrease,  five  showed  only  a 
slight  decrease  while  six  said  there 
was  no  decrease  in  amphetamine  pre- 
scriptions at  all. 

Twenty-five  of  the  32  pharmacists 
in  Oklahoma  County  responding  in- 
dicated a heavy  decrease  in  ampheta- 
mine prescriptions,  four  showed  a 
moderate  decrease,  two  a slight  de- 
crease, and  two  indicated  no  de- 
crease at  all.  Of  the  ten  Tulsa  phar- 
macists responding,  six  showed  a 
heavy  decrease,  two  a moderate  de- 
crease, and  two  a slight  decrease. 

The  five  Muskogee  pharmacists 
that  responded  to  the  survey  unani- 
mously agreed  that  there  had  been  a 
heavy  decrease  in  amphetamine  pre- 
scribing. Five  pharmacists  from 
Ponca  City  and  three  from  Enid 
agreed.  The  four  McAlester  pharma- 
cists showed  a heavy  decrease  while 
one  indicated  only  a moderate  de- 
crease, with  identical  figures  coming 
from  Lawton  and  Altus. 

Doctor  Pascucci  described  the  re- 
sults of  the  survey  as  “most  grati- 
fying.” He  went  on  to  say,  “The  med- 
ical profession  throughout  the  state  is 
to  be  congratulated  on  this  effort  to 
police  itself.  In  August  when  I called 
on  all  physicians  to  voluntarily  limit 
their  prescribing  of  amphetamines 
and  methamphetamines,  I pointed 
out  that  this  could  very  well  be  the 
most  important  program  that  the 
OSMA  had  ever  undertaken.  Our 
members  have  responded  enthusiast- 
ically to  this  assault  on  the  drug 
abuse  problem.” 

The  demand  for  speakers  on  the 
subject  of  drug  abuse  for  schools, 
churches,  civic  groups,  etc.,  has  out- 
stripped the  supply  of  “drug  abuse 
experts.”  In  order  to  help  allevi- 
ate this  situation  your  committee 
contacted  nearly  50  organizations  and 
offered  to  assist  them  in  conducting 
a drug  education  training  program 
for  their  members. 

The  purpose  behind  the  offer  was 
to  conserve  the  time  and  energy  of 
the  true  drug  experts  in  the  state 
while  reaching  the  maximum  num- 
ber of  people  with  drug  abuse  edu- 
cation. The  committee  offered  to 
“tailor  make”  a program  to  fit  the 
requirements  of  the  requesting  or- 
ganization. 

The  program  was  to  take  the  form 


of  a training  session  to  prepare  the 
members  of  the  organization  to  go 
out  and  present  programs  on  drug 
abuse  on  their  own.  The  letters  mak- 
ing the  offer  went  out  in  early  De- 
cember of  last  year  and  as  of  May  1 
not  one  organization  had  requested 
such  a program.  A number  did  re- 
spond, however,  that  they  would  keep 
the  offer  in  mind  for  future  use. 
Recommendations : 

1.  It  is  recommended  that  the  com- 
mittee be  instructed  to  continue  its 
process  of  updating  the  “Drug  Abuse 
Treatment  Manual”  for  possible  re- 
publication. 

2.  It  is  recommended  that  your 
committee  be  instructed  to  work 
with  other  interested  organizations  in 
an  attempt  to  coordinate  drug  abuse 
information  programs  throughout  the 
state.  In  its  simplest  form  this  could 
be  no  more  than  the  publication  of 
a directory  of  such  programs. 

3.  Your  committee  recommends 
that  the  House  of  Delegates  urge  all 
Oklahoma  physicians  to  work  with 
their  local  school  boards,  educators, 
police  departments,  district  attor- 
neys, etc.,  to  make  available  their 
expertise  on  the  subject  of  drug 
abuse.  In  addition,  all  physicians 
should  be  advised  that  AMA  drug 
abuse  material  is  available  through 
the  OSMA  office  in  Oklahoma  City 
at  a slight  charge. 

4.  It  is  recommended  that  all  coun- 
ty medical  societies  in  Oklahoma  be 
urged  to  request  and  use  the  film 
“What  Did  You  Take?”  as  a pro- 
gram sometime  during  the  com- 
ing year. 

SECTION  III 
DISEASE  SCREENING 

This  committee  was  established 
three  years  ago  to  coordinate  with 
the  State  Health  Department  its 
chronic  disease  screening  programs. 
Our  current  policy  provides  that  the 
Health  Department  notify  our  com- 
mittee of  programs  that  will  be  con- 
ducted and  where.  They  then  notify 
the  County  Medical  Society  of  their 
intentions.  Our  committee  approves 
these  activities  and  assists  in  liaison 
with  the  county  society  if  neces- 
sary. Since  organization  of  the 
committee,  we  have  had  excellent  co- 
operation with  the  state’s  physicians 
and  with  the  Health  Department. 

There  are  currently  in  progress 
programs  screening  for  Glaucoma, 
Diabetes,  Hypertension,  Cervical 
Cancer,  Heart  Disease,  Obesity,  Pul- 
monary Diseases  and  Sickle  Cell  An- 
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news 

emia.  Approximately  30,000  Oklaho- 
mans have  been  screened  for  these 
diseases  in  the  past  year  through  the 
Health  Department. 

In  addition,  the  committee  chair- 
man has  been  working  with  various 
experiments  in  developing  multi- 
phasic  screening  operations  for  the 
physician’s  office.  While  there  are  ob- 
vious benefits  to  both  physician  and 
patients  the  cost  is  extremely  high 
for  both  personnel  and  equipment. 
Some  large  medical  laboratories 
have  started  sophisticated  screening 
processes  with  results  being  rapidly 
available  to  the  physician  and  costs 
reasonable  to  the  patients. 

The  committee  will  continue  to 
watch  developments  in  this  area  of 
medical  care  and  report  to  OSMA 
members. 

Recommendations: 

1.  That  the  committee’s  activities 
be  continued. 

SECTION  IV 

IMMUNIZATION  COMMITTEE 

Your  committee  maintains  a con- 
stant surveillance  on  the  immuniza- 
tion levels  of  epidemiological  dis- 
eases. Due  to  excellent  cooperation 
with  the  Health  Department.  Oklaho- 
ma maintains  high  immunization 
levels  on  most  diseases.  However,  a 
recent  study  of  pre-school  Oklahoma 
children  indicates  that  almost  one- 
third  of  that  age  group  do  not  have 
adequate  polio  immunity.  The  state 
has  a law  requiring  basic  immuni- 
zations prior  to  entry  in  school  and 
it  was  anticipated  that  parents  would 
delay  in  starting  their  children  on  an 
immunization  program.  Several  out- 
breaks of  polio  have  occurred  in  the 
Southern  part  of  the  United  States 
and  in  Mexico.  The  committee  feels 
that  with  the  relatively  high  number 
of  susceptible  children  in  Oklahoma 
and  with  potential  carriers  migrat- 
ing from  the  South  that  we  should 
conduct  a statewide  campaign  this 
fall.  We  have  contacted  sponsoring 
groups  for  public  support  and  have 
receved  assurance  of  cooperation. 
In  addition,  WKY-TV  has  agreed  to 
conduct  an  intensive  Public  Relations 
campaign.  The  committee  has  set 
September  10  as  the  date  for  the 
statewide  effort.  We  will  need  the 
help  of  OSMA  members. 

Immunization  levels  on  other  dis- 
eases are  relatively  high:  DPT  stud- 
ies indicate  89  percent  of  pre-school 


children  have  been  immunized, 
67.9  percent  are  protected  against 
Rubeola,  and  fifty-seven  percent 
have  received  Rubella  vaccine. 
These  percentages  compare  very  fa- 
vorably with  national  averages  and 
in  fact  are  higher  in  every  disease 
category. 

Each  year  the  committee  reviews 
the  Health  Department’s  recommend- 
ed “Schedule  for  active  immuniza- 
tions and  tuberculin  testing  for  nor- 
mal infants,  children  and  adults.’’ 
Appropriate  changes  are  made  and 
the  schedule  is  distributed  to  the 
state’s  physicians.  At  this  date  the 
revised  schedule  is  being  printed  and 
will  be  mailed  soon. 
Recommendations: 

1.  That  the  committee’s  activities 
be  continued. 

2.  That  the  House  of  Delegates  ap- 
prove the  statewide  polio  campaign 
and  urge  OSMA  members  to  partici- 
pate. 

SECTION  V 
COMMITTEE  ON 
LABORATORY  QUALITY 

For  several  years  this  committee 
has  promoted  and  reviewed  a labor- 
atory survey  program  for  Physicians’ 
Office  Laboratories. 

In  1971,  73  labs  were  enrolled  in  a 
Peer  Evaluation  Program  sponsored 
by  the  College  of  American  Patholo- 
gists. The  program  provides  each 
participating  lab  with  four  sets  of 
check  samples  (1  set  each  quarter) 
permitting  as  many  as  96  tests. 
A copy  of  test  results  is  reviewed 
by  the  committee  and  medically  mis- 
leading values  established. 

The  results  of  the  1970-71  program 
were  presented  to  the  Oklahoma  Clin- 
ical Society  last  October  by  the  com- 
mittee chairman  and  an  article  based 
on  the  Oklahoma  experience  “Profi- 
ciency Testing  in  the  Physician’s  Of- 
fice Laboratory  — an  Ounce  of  Pre- 
vention” will  be  published  in  the  Mav 
issue  of  the  Southern  Medical  Journal. 

A summary  of  the  1971-72  program 
has  not  been  compiled  however,  the 
committee  will  provide  OSMA  Mem- 
bers with  details  of  the  review  later 
in  the  year. 

It  is  obvious  from  the  3 year  re- 
sults that  the  performance  of  Physi- 
cians’ Office  labs  is  better  than  be- 
lieved by  many  authorities.  Howev- 
er, there  is  still  room  for  improve- 
ment. The  committee  has  offered  to 
conduct  seminars  for  participants,  but 
insufficient  interest  has  been  shown. 
The  committee  is  concerned  that  the 


testing  program  is  being  construed 
as  quality  control.  The  testing  proc- 
ess only  points  up  areas  of  deficiency 
and  physicians  who  operate  labora- 
tories should  insist  their  personnel 
review  the  test  results  and  correc- 
tive action  be  taken  when  indicated. 
We  will  conduct  appropriate  confer- 
ences when  and  if  they  are  desired 
by  OSMA  Members. 

Enrollment  for  the  1972-73  program 
was  completed  this  Spring.  Seventy 
laboratories  are  enrolled  in  the  PEP 
Program  and  eleven  are  enrolled  in 
the  Basic  Survey  Program,  a more 
comprehensive  survey. 

Oklahoma  still  has  the  highest 
percentages  of  physicians  enrolled  in 
laboratory  survey  programs  and  they 
should  be  congratulated  for  their  par- 
ticipation. 

Recomm  endations : 

The  committee’s  activities  be  con- 
tinued. 

(Late  Resolution) 

Resolution  No.  10 
(APPROVED) 

SUBMITTED  BY:  Pittsburg  County 
Medical  Society 

TITLE:  Standardization  of  Student 
Physical  Examination 
REFERRED  TO:  Reference  Com- 
mittee No.  TV 

WHEREAS,  there  are  twenty-six 
(26)  State  supported  Schools  of  High- 
er Education  in  the  State  of  Okla- 
homa. all  of  which  require  their  stu- 
dents to  have  a physical  examina- 
tion by  a physician  before  admis- 
sion, and 

WHEREAS,  every  School  has  its 
own  Student  Physical  Examination 
Form  requiring  information  pecul- 
iar only  to  that  School,  including  a 
marked  variation  in  supporting  lab- 
oratory procedures  which  range  all 
the  way  from  none  at  all  at  one 
School  to  $25.00  to  $35.00  worth  of 
laboratory  and  x-ray  procedures  at 
other  Colleges,  and 
WHEREAS,  this  variation  of  forms 
makes  it  impossible  for  a physician 
to  transfer  the  information  from  one 
form  to  that  from  another  School  in 
the  case  of  application  at  more  than 
one  School,  or  of  transfer  of  Schools, 
which  makes  for  waste  of  time  on  the 
part  of  the  physician,  and  a ridicul- 
ous and  unnecessary  financial  bur- 
den on  the  part  of  the  student,  and 
WHEREAS,  a Standardized  Medi- 
cal Examination  Form  would  lend  it- 
self to  the  transfer  of  records  from 
one  School  to  another  upon  request 
in  the  same  manner  as  transfer  of 
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transcripts,  making  for  a far  better, 
less  expensive  and  more  efficient 
health  record, 

NOW  BE  IT  RESOLVED  THAT  the 
State  Medical  Association  endorse 
the  adoption  of  a Standardized  Phys- 
ical Examination  Form  for  students 


at  all  State  supported  Schools  of 
Higher  Education,  and  request  that 
the  Presidents  of  the  various  State 
Colleges  and  Universities  do  so,  and 
BE  IT  FURTHER  RESOLVED 
that  a copy  of  this  Resolution  be  sent 
to  Doctor  E.  T.  Dunlap,  Chancellor 


of  the  Oklahoma  State  Board  of  Re- 
gents for  Higher  Education  and  an- 
other to  Doctor  Edward  Vineyard, 
President  of  the  Presidents  Council 
for  Higher  Education,  Northern  Okla- 
homa State  College,  Tonkawa,  Okla- 
homa. 


Miscellaneous  Advertisements 


INDUSTRIAL  PHYSICIAN  to  as- 
sist a five-man  department  in  large 
multi-specialty  group.  No  plant  re- 
sponsibilities. Primary  care  of  acute 
injuries.  Must  have  one-year  resi- 
dency. Contact  Joseph  W.  Rhine, 
P.O.  Box  3718  or  918  742-3341. 


PHYSICIANS  WANTED.  Planning 
to  build  multi-suite  Professional 
Mall  in  Weatherford,  Oklahoma,  a 
friendly  fast  growing  college  city; 
will  build  to  suit.  Need  Two  MDs. 
Write  T.  J.  Toma,  DDS,  Box  310, 
Weatherford  73096. 


INTERNIST  NEEDED  in  one  of 
Oklahoma’s  fastest  growing  com- 
munities — Claremore.  Seventy-five 
bed  community  hospital  with  plans 
to  double  in  the  next  two  years.  Set 
your  own  schedule  in  this  fine  com- 
munity. Office  space  available  July 
1st  in  new  clinic.  Mail  inquiries  to 
Drawer  B,  Claremore,  Oklahoma 
74017. 


DICTIONARIES  — WEBSTER,  Li- 
brary size,  1971  edition,  brand  new, 
still  in  box.  Cost  new;  $45.00.  Will 
sell  for  $15.00.  Deduct  ten  percent 
on  orders  of  six  or  more.  Mail  to 
North  American  Liquidators,  1450 
Niagara  Falls  Boulevard,  Depart- 
ment KK-166,  Tonawanda,  New  York 
14150.  C.O.D.  orders  enclose  $1.00 
good  will  deposit.  Pay  balance  plus 
C.O.D.  shipping  on  delivery.  Be  sat- 
isfied on  inspection  or  return  within 
ten  days  for  full  refund.  No  dealers, 
each  volume  specifically  stamped 
not  for  resale.  Please  add  $1.25 
postage  and  handling.  New  York 
State  residents  add  applicable  sales 
tax. 

INTERNISTS  AND  FAMILY  PHY- 
SICIANS badly  needed  in  Atlanta 
suburb  near  third  busiest  airport  in 
the  world.  New  offices  available 
adjacent  to  new  385  bed  South  Ful- 
ton community  hospital.  Please  con- 
tact Mr.  Jim  Henderson,  Lee-Dixon 
Realty,  Inc.,  5075  Old  National  High- 
way, Atlanta,  Georgia  30349.  Phone 
404  762-8175. 


MD  WISHES  WORK  in  occupa- 
tional, institutional  or  industrial  type 
of  practice.  GS  12,  13  and  14  rating 
with  Civil  Service.  References  fur- 
nished. Contact  Key  A,  The  Journal, 
Oklahoma  State  Medical  Association, 
601  N.W.  Expressway,  Oklahoma 
City  73118. 


WOULD  LIKE  TO  PURCHASE 
two  used  gynecological  examining 
tables  with  matching  cabinets,  stools, 
trash  cans,  etc.  Would  pay  one-half 
of  original  price  if  they  are  in  fair 
condition.  Might  be  interested  in 
other  used  equipment.  Contact  Key 
S,  The  Journal,  Oklahoma  State 
Medical  Association,  601  N.W.  Ex- 
pressway, Oklahoma  City  73118. 


FOR  SALE:  Used  X-ray  machine, 
Profexray.  Also  other  items  for  doc- 
tor’s clinic.  Call  or  write  Billings 
Chamber  of  Commerce,  c/o  Aubrey 
Tipton,  Billings,  Oklahoma  74630. 
Phone  725-3424.  □ 
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What  Oklahoma 
doctors  need, 
is  a Malpractice 
Liability  Carrier 
that  won’t  fade 
when  trouble 
comes. 


This  means  the  up-to-date  carrier.  The  one  that’s  replete  with 
innovatians  and  new  developments  in  this  clouded,  sensitive  area  of 
liability  protection.  And  the  one  that  doesn’t  talk  malpractice  coverage 
just  to  get  a foot  in  the  door  for  every  other  kind  of  insurance. 

What  Oklahoma  doctors  need,  is  Casualty  Indemnity  Exchange, 
the  carrier  that  pioneered  the  modern  approach  to  malpractice  cover- 
e,  and  the  carrier  geared  to  STAY  in  the  market. 


SfCURITr  SINCE  1312 


CASUALTY  INDEMNITY  EXCHANGE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 


Contact  your  local  agent,  or 
L.  E.  Stoner,  Jr. 

4501  East  31st  Street  • Tulsa,  Okla.  74135 
(918)  747-8631  or 


DIRECTORY  OF  CLINICS,  HOSPITALS,  LABORATORIES 


Nolen  Armstrong,  MD 
Charles  Beck,  MD 
Harold  J.  Binder,  MD 
Sam  Coliins,  MD 
Hugh  M.  Conner,  MD 
James  A.  Cox,  AID 
Thomas  Donica,  MD 
Jim  Earls,  A1D 
A.  A.  Hellams,  MD 
Charles  E.  Leonard,  AID 
Richard  B.  Lincoln,  MD 


The  Coyne  Campbell  Hospital 

2601  Spencer  Road  Spencer,  Oklahoma  73084 
Phone  405  427-2441 


Serving  Oklahomans  with  Private 
Psychiatric  Care  — Since  1939 


Charles  F.  Obermann,  MD 
Robert  J.  Outlaw,  AID 
Moorman  P.  Prosser,  AID 
Joseph  A.  Rieger,  AID 
Wm.  L.  Savage,  AID 
Harold  J.  Sleeper,  AID 
Carl  R.  Smith,  MD 
Charles  E.  Smith,  Jr.,  AID 
John  R.  Smith,  MD 
B.  Ray  Worsham,  MD 


DOLORES  WIGGINS,  Administrator 


Charles  L.  Reynolds,  Jr.,  MD,  FACS 
Clinical  Director 

Diplomate  of  the  American  Board  of  Urology 


SENIOR  UROLOGISTS 

J.  Hartwell  Dunn,  MD,  FACS 
Meredith  M.  Appleton,  MD,  FICS 
Harry  C.  Miller,  Jr.,  MD,  FACS 
Associate  Urologist 

Diplomates  of  the  American  Board  of  Urology 


ADMINISTRATRIX 
Mrs.  Pat  Clark 


THE 

DUNN-REYNOLDS 
UROLOGY  CENTER 

3113  Northwest  Expressway 
OKLALIOA1A  CITY,  OKLAHOMA 

Telephone  843-5761 


General  Urology 
Pediatric  Urology 
Neoplastic  Surgery,  Urinary  Tract 
Renal  Vascular  Surgery 

Plastic  and  Reconstructive  Surgery,  Urinary  Tract 
Fertility  Problems 

Complete  Clinical  Laboratories 
Tissue  Pathology 
Radioactive  Isotopes 
Renal  Function  Studies 
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GOLDFAIN  RHEUMATISM-ARTHRITIS 

LABORATORY 

228  NORTHWEST  13th  STREET 

OKLAHOMA  CITY,  OKLAHOMA 

DEVOTED  TO  THE  DIAGNOSIS  AND  TREATMENT  OF  RHEUMATIC  DISEASES 

€> 

X-RAY  AND  CLINICAL  LABORATORY  SURVEY  OF  EACH  PATIENT 

<S> 

E.  GOLDFAIN,  MD,  Director 


McALESTER  CLINIC 

Third  and  Seminole 
McAlester,  Oklahoma 

Complete  Clinic  Facilities 

Surgery 

‘George  M.  Brown,  Jr.,  MD,  FACS 
E.  H.  Shuller,  MD 
‘William  G.  Blanchard,  MD 

Internal  Medicine 

*S.  L.  Norman,  MD 
*C.  K.  Holland,  Jr.,  MD 
Leroy  M.  Milton,  MD 

Obstetrics  - Gynecology 

*W.  Riley  Murphy,  Jr.,  MD 
*D.  Ross  Rumph,  MD 
‘Paul  P.  Saneman,  MD 

Ophthalmology 

‘Fred  D.  Switzer,  MD 

Pediatrics 

‘Thurman  Shuller,  MD 
D.  W.  Bridges,  Jr.,  MD 

Radiology 

‘Bruce  H.  Brown,  MD 
‘Donald  H.  Shuller,  MD 

Anesthesiology 

H.  C.  Wheeler,  MD 

Otolaryngology 

Samuel  E.  Dakil,  MD 

'Certified  by  Specialty  Board 

Jewell  M.  Green,  Jr. 
Business  Manager 

Family  Medicine 

Charlees  S.  Cunningham,  MD 
Lloyd  T.  Anderson,  MD 
John  B.  Cotton,  MD 

XIV 


Oklahoma  State  Medical  Association 


George  S.  Bozalis,  MD  Robert  S.  Ellis,  MD 

Vernon  D.  Cushing,  MD  Lyle  W.  Burroughs,  MD 

George  L.  Winn,  MD  Charles  D.  Haunschild,  MD 

Administration 
Dwight  Mitchell,  Jr. 

Oklahoma  Allergy  Clinic 

Specializing  in  the  diagnosis  and 
treatment  of  allergic  diseases 

Office  Address:  Mail  Address: 

711  N.W.  10th  Street  Post  Office  Box  26827 

Telephone  405  239-6221  Oklahoma  City,  Oklahoma  73126 

Office  Hours-  8-12  EverY  daY  excePc  SundaY 

12-5  Except  Sunday,  Wednesday  and  Saturday 


OKLAHOMA  CITY  CLINIC 

301  Northwest  12th  Street  Oklahoma  City,  Oklahoma  236-0641 


INTERNAL  MEDICINE 

W.  W.  Rucks,  Jr.,  MD 
Medicine 

Robert  C.  Lawson,  MD 

Medicine,  Metabolic  Diseases 
James  J.  Gable,  Jr.,  MD 
Medicine,  Cardiology 
William  S.  Pugsley,  MD 
Medicine,  Arthritis 
Charles  W.  Cathey,  MD 
Medicine,  Cardiology 
Charles  W.  Robinson,  Jr.,  MD 
Medicine,  Cardiology 
Donald  G.  Preuss,  MD 
Medicine 

James  L.  Males,  MD 

Medicine,  Endocrinology 
Alexander  Poston,  MD 
Medicine,  Cardiology 
William  P.  Munsell,  MD 
Medicine,  Gastroenterology 
Thomas  R.  Russell,  MD 
Medicine,  Cardiology 
Paul  C.  Houk,  MD 
Medicine,  Cardiology 

NEUROLOGY 

Charles  G.  Reul,  MD 


GENERAL  SURGERY 

Edward  R.  Munnell,  MD 
General  Vascular 
Frank  G.  Catchell,  MD 
General,  Head  and  Neck 
H.  Jack  Brown,  MD 
General 

THORACIC  SURGERY 

Edward  R.  Munnell,  MD 

OBSTETRICS-GYNECOLOGY 

John  W.  Records,  MD 
Schales  L.  Atkinson,  MD 
Roger  D.  Quinn,  MD 

ORTHOPEDIC  SURGERY 

Robert  P.  Holt,  MD 
Edwin  R.  Maier,  MD 
Wayne  B.  Lockwood,  MD 

OTOLOGIC,  RHINOLOGIC,  AND 
LARYNGEAL  SURGERY 

Bronchoesophagology 

Head  and  Neck  Surgery 

L.  Chester  McHenry,  MD 
Ethan  A.  Walker,  Jr.,  MD 
Charles  J.  Wine,  MD 


CLINICAL  PSYCHOLOGY 

R.  Vernon  Enlow,  PhD 

PEDIATRICS 

James  E.  Mays,  Jr.,  MD 

Pediatrics,  Endocrine  Disorders 
Armond  H.  Start,  MD 
Pediatrics 
R.  Lee  Austin,  MD 
Pediatrics 


RADIOLOGY 

Diagnostic  and  Therapeutic 
Edmond  H.  Kalmon,  Jr.,  MD 
Melvin  C.  Hicks,  MD 
William  A.  Vint,  MD 

UROLOGY 

Donald  D.  Albers,  MD 

ACUTE  MEDICINE 

Elton  W.  LeHew,  MD 
David  P.  West,  MD 


Journal  / July  1972  / Volume  65 


xv 


Orthopedic  & i 

Arthritis  Center 

McBride  clinic,  inc. 

600  N.W. 

11th  Street 

Oklahoma  City,  Oklahoma  — 2 32-0341 

DEPARTMENT  OF  ORTHOPEDICS 

DEPARTMENT  OF  ARTHRITIS 

♦Marvin  K.  Margo,  MD,  FACS 

♦William  K.  Ishmael,  MD,  FACP 

* James  P.  Bell,  MD,  FACS 

John  A.  Blaschke,  MD 

♦Stephen  Tkach,  MD,  FACS 

♦Phillip  J.  Wright,  MD 

♦Joseph  F.  Messenbaugh  III,  MD 

Mary  L.  Duffy  Honick,  MD 

J.  Patrick  Evans,  MD 

Claude  M.  Bloss,  Jr.,  MD 

♦Edwin  E.  Rice,  MD 

♦Richard  J.  Hess,  MD 

DEPARTMENT  OF  OCCUPATIONAL  and 

INDUSTRIAL  MEDICINE 

Robert  R.  Dugan,  MD 

CONSULTANT  EMERITUS 

DIRECTOR  OF  LABORATORIES 

♦Earl  D.  McBride,  MD,  FACS 

♦J.  N.  Owens,  Jr.,  MD,  FCAP,  FACP 

♦Specialty  Board  Diplomate 

MANAGEMENT  SERVICES 

J.  Lamont  Baxter,  MA,  JD,  CPA 

Administrator  & Controller 

Mary  Magruder, 

Personnel  Director 

THE 

SUGG 

CLINIC 

Incorporated 

Complete  Clinical  and  Laboratory  Facilities 


TISSUE  EXAMINATIONS 


RADIUM  AND  X-RAY  THERAPY 


Surgery 

E.  M.  Gullatt,  MD 

Richard  M.  Taliaferro,  MD,  FACS 

Obstetrics  and  Gynecology 
J.  B.  Wallace,  MD 
E.  F.  Deese,  MD 

Orthopedic  Surgery 
David  C.  Ramsay,  MD,  FACS 

Pediatrics 

George  K.  Stephens,  MD,  FAAP 
Pathology 

Larry  W.  Cartmell,  MD,  FCAP 
Bruce  VanHom,  MD 
Consulting  Pathologists 


100-04  E.  13th  Street 
ADA,  OKLAHOMA 
Telephone  332-5252 


Internal  Medicine 

Frank  J.  Martin,  MD,  FACP 
James  F.  Hohl,  MD 
John  E.  Roberts,  MD 
Joe  L.  Troska,  MD 

General  Medicine 
Carl  D.  Wiseman,  MD 

Otolaryngology  and  Ophthalmology 
Wm.  G.  Peterson,  MD,  FICS 

Radiology 
H.  B.  Yagol,  MD 

Business  Manager 
John  A.  Barringer 
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THE  OKLAHOMA  PLASTIC  SURGERY  CENTER,  INC. 

3141  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 

Plastic  and  Reconstructive  Surgery 
Cosmetic,  Maxillo-Facial  and  Hand  Surgery 

GILBERT  L.  HYROOP,  MD,  FACS  DAVID  WILLIAM  FOERSTER,  MD 

848-3341  848-3459 

Dr.  Hyroop  and  Dr.  Foerster  are  Board  Certified  in  Plastic  Surgery 


MID-WEST 

SURGICAL  SUPPLY 

CO.,  INC. 

OF  OKLAHOMA 

3 East  8th  Street 

Phone  239-7341 

Oklahoma  City,  Okla.  73104 

COME  SEE  US  AT  OUR  NEW  ADDRESS 

PRIVATE  PRACTICES 

$40,000  minimum  collections  guaranteed 
first  year,  payable  monthly.  Not  a loan. 
Need  general  practitioners,  internists,  OB/ 
GYNs,  anesthesiologists,  and  orthopedists 
in  many  states.  Practices  available  for  1972- 
73-74.  Not  an  employment  agency.  No  cost 
to  physician  to  investigate  practice. 

Write  or  call  Sanford  Smith 

Director  of  Physician  Planning 
Hospital  Affiliates 
Incorporated,  P.O.  Box  9836 
Houston,  Texas  77015,  713/453-6324 


“My  secret ? 

For  heartburn  I always 
use  ‘DicarbosiV 


Dicarbosil 


ANTACID 

Write  for  Clinical  Samples 


ARCH  LABORATORIES 


319  South  Fourth  Street,  St.  Louis,  Missouri  63102 
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ALLERGY 


W.  T.  McCOLLUM,  MD 


RAYMOND  L.  ROSE,  MD 


BLUE  ALLERGY  GROUP 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Lister  Medical  Building  430  Northweset  12th  405  236-1446 
Oklahoma  City,  Oklahoma  '3103 

Johnny  A.  Blue,  BA,  MD  James  M.  Nelson,  MD 

Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergy 
Diplomate  American  Assoc  Clinical  Allergy  and  Immunology 


FANNIE  LOJ  LENEY,  MD 
Fellow  American  College  of  Allergists 
Fellow  American  Academy  of  Allergy 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Telephone  843-6611  Office 
Resident  843-3541 

3141  N.W.  Expressway,  Room  501  Oklahoma  City,  Okla. 


ARTHRITIS 


THE  ARTHRITIS  CLINIC 

Arthritis,  Rheumatism  and  Related  Diseases 

Lyman  C.  Veazey,  MD  Lloyd  G.  McArthur,  PhD,  MD 
Robert  C.  Troop,  MD  Winfred  L.  Medcalf,  MD 

207  C Street  NW  Ardmore,  Okla.  73401 

Phone  223-5180  If  no  answer:  223-4895 


CARDIOLOGY 


STANLEY  R.  McCAMPBELL,  MD 
Cardiology  and  Electrocardiography 


1211  North  Shartel 


236-1295 


Oklahoma  City,  Oklahoma 


JAMES  S.  WILLIAMS,  MD,  Inc. 

Board  Certified  in  Cardiovascular  Disease 
Cardiology  and  Electrocardiography 
Price  Tower  Bartlesville,  Oklahoma  336-6450 


CARDIOVASCULAR 


CARDIOVASCULAR  CLINIC 

Wm.  Best  Thompson,  MD  Galen  P.  Robbins,  MD 

William  S.  Myers,  MD  William  R.  Bullock,  MD 

Lawrence  M.  Higgs,  MD  Ronald  H.  White,  MD 

William  J.  Fors,  MD 

ADULT  AND  PEDIATRIC  CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  arteriography 
Radioisotope  studies  and  telephone  electrocardiography 
Lipoprotein  electrophoresis  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 
3300  Northwest  56th  Telephone  947-3341 

Oklahoma  City,  Okla.  73112 


CARDIOVASCULAR  ASSOCIATES 
J.  J.  DONNELL,  MD  J.  L,  BRESSIE,  MD 

G.  L.  HONICK,  MD  A.  F.  ELLIOTT,  MD 

Adult  and  Pediatric  Cardiovascular  Diseases 
Cardiac  catheterizations,  aortography  and  selective  arteriography, 
and  telephone  electrocardiography 

Physicians  and  Surgeons  Bldg.  Doctors  Medical  Bldg. 

1211  N.  Shartel  5700  N.W.  Grand  Blvd. 

235-4661  Oklahoma  City  947-2551 


TULSA  CARDIOVASCULAR  ASSOCIATES,  Inc. 

R.  Wayne  Neal,  MD  Robert  P.  Zoller,  MD 

Charles  L.  Cooper,  MD 

Adult  and  Pediatric  Cardiovascular  Consultation 
Diagnostic  Cardiac  Catheterization  and  Coronary  Arteriography 
Routine,  Telephone  Transmitted  and  Treadmill  Electrocardiography 
St.  John's  Doctors  Building,  Suite  711 
1705  East  Nineteenth  Street  Telephone  747-1335 

Tulsa,  Oklahoma 


437  N.W.  12th  St.  Oklahoma  City,  Okla. 

235-6461 

CONSULTANTS  IN  CARDIOVASCULAR  DISEASES 
(Including  Cardiac  Catheterizations  and  Angiography) 

Diplomates,  American  Board  of  Internal  Medicine 
in  Cardiovascular  Diseases  and  Internal  Medicine 
Fellows,  Council  of  Clinical  Cardiology 
American  Heart  Association 
Fellows,  American  College  of  Cardiology 
Fellows,  American  College  of  Physicians 


CLINICS 


MIAMI  CLINIC 

Miami  Clinic  Bldg. — 30  B,  S.W.  Miami,  Oklahoma 


Rex  M.  Graham,  MD  

H.  W.  Wendelken,  MD  

J.  E.  Highland,  MD 

Harry  C.  Ford,  MD  

Glenn  W.  Cosby,  MD 
Ralph  H.  Cully,  DDS 


Obstetrics  8<  Gynecology 
__  Internal  Medicine  8<  Cardiology 

--  General  Practice 

Eye,  Ear,  Nose  & Throat 

Obstetrics  8.  Gynecology 

Dental  Surgery 


DERMATOLOGY 


WILLIAM  E.  EASTLAND,  MD,  FACR 
Dermatology  and  Malignancies  of  the  Skin 
Grenz  Ray  X-Ray  Radium  Therapy 

1211  North  Shartel  Physicians  & Surgeons  Building 
Oklahoma  City,  Oklahoma  Phone  235-1446 


HERVEY  A.  FOERSTER,  MD 
Practice  Limited  to  Diseases  of  the  Skin 
X-Ray  and  Radium  Therapy 

1212  N.  Walker  Oklahoma  City 


RONALD  W.  GILCHRIST,  JR„  MD 
Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

4200  South  Douglas  Avenue  632-4200 

South  Community  Medical  Center  Oklahoma  City,  Oklahoma 


DONALD  E.  JOHNSON,  MD 
Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

330  South  Fifth  234-5121 

Enid,  Oklahoma 


W.  A.  SHOWMAN,  MD 

Practice  Limited  to  Diseases  and  Malignancies  of  the  Skin 
X-Ray — Grenz  Ray  and  Radium  Therapy 
850  Utica  Square  Tulsa,  Okla. 

Medical  Center  747-7521 


SKIN  8,  SKIN  CANCER  CENTER 
C.  Jack  Young,  MD 

Radium  Therapy  X-Ray  Therapy 

Surgical  Planing  of  Acne  Scars  8.  Tattoos 
Hemangiomas 

CLINIC  BUILDING  3434  N.W.  56th 

OKLAHOAAA  CITY,  OKLAHOMA  946-5678 


DIAGNOSIS 


HUGH  JETER,  MD,  FACP,  ASCP 
American  Board  of  Internal  Medicine 
Diagnosis  and  Internal  Medicine  Clinical  Pathology 

Osier  Building  Oklahoma  City  Phone  232-8274 


EYE,  EAR,  NOSE  AND  THROAT 


GERALD  R.  DIXON,  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Phone  843-9337  3141  N.W.  Expressway 

Oklahoma  City 


JOHN  W.  HUNEKE,  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  322-1880  1201-G  East  5th 

Ada,  Oklahoma 
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WILLIAM  D.  HEATH,  MD,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  232-1508 


JAMES  B.  MILLS,  MD 
JAY  C.  JOHNSTON,  MD 
Surgery  and  Diseases  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  232-4222  Oklahoma  City  73103 


Surgery  and  Diseases  of  the  Eye 
W.  S.  MUENZLER,  MD 

430  N.W.  12th  Street  Phone 

Lister  Building  232-6361 

Oklahoma  City 


DISEASES  AND  SURGERY  OF  THE  EYE 
TOM  LAMAR  JOHNSON,  MD 
Certified  by  the  American  Board  of  Ophthalmology 
Medical  Tower 
3141  N.W.  Expressway 
Suite  301  848-2893 
Oklahoma  City 


GASTROENTEROLOGY 


DOCTORS  MATTHEWS  AND  COLVERT 
Sanford  Matthews,  MD 
J.  R.  Colvert,  MD,  FACP 

Certified  American  Board  of  Internal  Medicine  and 
Gastroenterology 

Complete  X-ray  and  Laboratory  Facilities 


1319  Classen  Drive  232-2033  Oklahoma  City,  Okla. 


INTERNAL  MEDICINE 

E.  GOLDFAIN,  MD 

Diagnosis  and  Treatment  of  Rheumatic  and 

Arthritic  Diseases 

228  N.W.  13th  St. 
Off.  Phone  235-9832 

Oklahoma  City 
Res.  Phone  524-1102 

NEUROPSYCHIATRY 

BILL  J.  BIRD,  MD 
Child,  Adolescent  & Adult  Psychiatry 
Certified  by  the  American  Association  of 
Psychiatric  Clinics  for  Children 
Dynamically  Oriented  Individual,  Family  & 

Group  Therapy 

SUITE  523 

Warren  Professional  Building  6465  South  Yale 

Tulsa,  Oklahoma  622-8020 

SAM  COLLINS,  JR.,  MD 
Board  Qualified 
Psychiatry  and  Neurology 

3141  N.W.  Expressway 
Phone  843-5577 

Oklahoma  City,  Oklahoma 


A.  A.  HELLAMS,  BS,  MD,  FAPA 
Diplomate  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 

209  Wildwood  Plaza  842-1131 

Oklahoma  City,  Oklahoma 

CHARLES  E.  LEONARD,  BS,  MD,  FACP,  FAPA 
Certified  by  The  American  Board  of  Neurology 
and  Psychiatry  in  Psychiatry 

Practice  Limited  to 
Psychiatry  and  Psychoanalysis 

Medical  Tower — Suite  701  3141  N.W.  Expressway 

Telephone  842-0110  Oklahoma  City 

NEUROPSYCHIATRY 
CHARLES  E.  SMITH,  MD,  FAPA,  FACP 
ROBERT  J.  OUTLAW,  MD,  FAPA 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
S.  DAVID  GLASS,  MD,  MAPA 
THURMAN  E.  COBURN,  PhD,  Licensed  Clinical  Psychologist 
KENNETH  LEVEQUE,  PhD,  Licensed  Clinical  Psychologist 
DAVID  SCHWARTZ,  ACSW,  Clinical  Psychiatric  Social  Worker 
Suite  308 

Physicians  8.  Surgeons  Building  1211  North  Shartel  235-8525 


MOORMAN  P.  PROSSER,  MD,  FACP,  FAPA 
Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

JOSEPH  A.  RIEGER,  MD  HUGH  M.  CONNER,  MD 

and 

RICHARD  B.  LINCOLN,  MD 
Neurology,  Electroencephalography  and  the  Epilepsies 
in  the  practice  of  Psychiatry  and  Neurology 

427  Pasteur  Building  Phone  232-9895 

Oklahoma  City,  Oklahoma 

HAROLD  G.  SLEEPER,  MD,  FAPA 

Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

Practice  Limited  to 
Psychiatry  — Electroencephalography 

235-6454  430  N.W.  12th  Street  Res.  525-6846 

Oklahoma  City 


OBSTETRICS  AND  GYNECOLOGY 


GERALD  ROGERS,  MD,  FACS 
JAMES  C.  BEAVERS,  MD,  FACOG 
Certified  American  Board  of  Obstetrics  and  Gynecology 
Pasteur  Building,  1111  N.  Lee  Phone  232-8722 

Oklahoma  City,  Oklahoma 

JOE  BILLS  REYNOLDS,  MD 
Obstetrics  and  Gynecology 

5514  S.  Western  632-6691 

Oklahoma  City,  Oklahoma  73109 

OBSTETRICS  AND  GYNECOLOGY 
E.  MALCOLM  STOKES,  MD,  FACS 
JIMMIE  C.  TONEY,  MD  (Board  Qualified) 

Certified  American  Board  of  Obstetrics  and  Gynecology 
610  Doctor's  Building  2021  S.  Lewis 
Tulsa,  Oklahoma  Phone  743-6496 


WENDELL  R.  SYLVESTER,  MD 
FACOG,  FACS 

5211  South  Pennsylvania 
Oklahoma  City,  Oklahoma  73119 
Telephone  405  682-1405 

Practice  limited  to  the  specialty  of  Obstetrics  and  Gynecology 
By  Appointment  Only 


ORTHOPEDICS 


WILLIAM  S.  DANDRIDGE 
BA,  MD,  MS  (Orthopedic  Surgery),  FACS,  FICS 
Orthopedic  Surgery 

Diseases,  Injuries,  Deformities  of  Spine  and  Extremities 
Parkview  Medical  Building 

330  South  5th  Street  Enid,  Oklahoma  73701 

Phone  233-5656 

THE  MUSKOGEE  ORTHOPEDIC  CLINIC 
Port  Johnson,  MD 
Richard  L.  Pentecost,  MD 
John  L.  Branscum,  MD 

Diplomates  American  Board  of  Orthopedic  Surgery 
211  South  36th  Street 

Zip  Code  74401  Phone  682-7717 

Muskogee,  Oklahoma 


JOHN  RAYMOND  STACY,  MD,  FACS 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N.W.  12th  St.  235-6315 

Oklahoma  City,  Oklahoma 

THE  ORTHOPEDIC  CLINIC 
Of 

TULSA,  OKLAHOMA  74104 

St.  John's  Doctors  Building 
1705  East  19th  Street 

John  E.  McDonald,  MD  John  C.  Dague,  MD 

Practice  Limited  to  Bone  and  Joint  Surgery 


Suite  503 
Medical  Tower 
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PEDIATRICS 


General  Pediatrics 
G.  EDWARD  SHISSLER,  MD 

821  South  Pine  Phone  372-9577 

Stillwater,  Oklahoma 


RADIOLOGY 


ALLEN  E.  GREER,  MD 
JOHN  M.  CAREY,  MD 
NAZIH  ZUHDI,  MD 
WILLIAM  D.  HAWLEY,  MD 
Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 
Practice  Limited  to  Cardiovascular  and  Thoracic  Surgery 
(Open  Heart,  Vascular,  Pulmonary,  Esophageal) 
Bronchoscopy  Esophagoscopy 

1211  North  Shartel,  Suite  900  Oklahoma  City,  Okla.  73103 

235-3377 


RADIOLOGY  ASSOCIATES 


JAMES  T.  BOGGS,  MD 
ROBERT  SUKMAN,  MD 
RICHARD  B.  PRICE,  MD 
GEORGE  BEN  CARTER,  MD 

DAN  MITCH 


WAYNE  H.  SCHULTZ,  MD 
LINDBERG  J.  RAHHAL,  MD 
ROBERT  W.  GEYER,  Jr.,  MD 
JOHN  R.  OWEN,  MD 
LL,  Jr.,  MD 


Diplomates  American  Board  of  Radiology 

X-Ray  — Diagnosis  Including  Angiography  and  Lymphangiography 
— Radiation  Therapy  — Isotopes  — Cobalt  Therapy 
Deep  and  Interstitial  Therapy 


204  Medical  Tower  Bldg.  Doctors  Medical  Building 

848-3711  946-9923 

Baptist  Memorial  Hospital  Physicians  and  Surgeons  Bldg. 

946-6411  Suite  70S  235-2583 

Deaconess  General  Hospital 
946-5581 


TULSA  RADIOLOGY  ASSOCIATES,  INC. 
Diplomates  of  American  Board  of  Radiology 
X-ray,  Diagnosis,  Radiation  Therapy  and  Isotopes 


St.  John's  Hospital 
1923  S.  Utica 
743-3311 


St.  Francis  Hospital 
6161  S.  Yale 
627-2200 


Lucien  M.  Pascucci,  MD,  FACR 
Ernest  S.  Kerekes,  MD,  FACR 
Donald  F.  Mauritson,  MD,  FACR 
Richard  F.  Barbee,  MD 
Norman  L.  Bartlett,  MD 
Zia  O.  Vargha,  MD 

David  V. 


John  E.  Kauth,  MD 
John  L.  Ritan,  MD 
George  H.  Kamp,  MD 
Thomas  S.  Llewellyn,  MD 
Theodore  J.  Brickner,  Jr.,  MD 
Tim  S.  Caldwell,  MD 
Eakin,  MD 


RADIOLOGICAL  PHYSICS 


DAVID  S.  GOODEN,  PhD 
1249  East  26th  Street 
Tulsa,  Oklahoma  74114 
Phone  918  742-8108 
PHYSICS  CONSULTATION  IN- 

Diagnostic  x-ray  . Radiation  Therapy  • Nuclear  Medicine 
Radiography  • Instrumentation  . Dosimetry  • Leak  Testing 
Shielding  Design  • Radiation  Safety  • Personnel  Monitoring 
AEC  License  Applications  • State  and  Federal  Compliance 


ROBERT  B.  HOWARD,  MD,  FACS 
Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and 
Diseases  of  the  Thyroid  Gland 

544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


GILBERT  L.  HYROOP,  MD,  FACS,  FICS 


Certified  by  the  American  Board  of  Plastic  Surgery 
Practice  Limited  to  Plastic  & Reconstructive  Surgery  and 
Cosmetic  Surgery 


Medical  Tower 
3141  N.W.  Expressway 


848-3341 

Oklahoma  City,  Oklahoma  73112 


GEORGE  H.  KIMBALL,  MD,  FACS 
Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
321  Pasteur  Building  Oklahoma  City  Phone  232-1036 

HERBERT  M.  KRAVITZ,  MD,  FACS 
Diplomate  American  Board  of  Plastic  Surgery 

Reconstructive,  Cosmetic,  and  Hand  Surgery 

Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 

F.  M.  LINGENFELTER,  MD,  FACS 
Surgery  and  Surgical  Diseases  of  the 
Thyroid  Gland 

216  Osier  Building,  Oklahoma  City,  Okla. 


FRED  R.  MARTIN,  MD 
Diplomate  American  Board  of  Surgery 


601  St.  John's  Doctors  Bldg. 


742-4851 


1705  East  19th  Street 


Tulsa,  Oklahoma  74104 


SURGERY 

WILLIAM  O.  COLEMAN,  MD,  FACS 
Certified  American  Board  of  Surgery 
General  Surgery 

Suite  603  Baptist  Hospital  Complex 

5700  N.W.  Grand  Blvd. 

Telephone:  1 405  946-0727 

WARREN  L.  FELTON  II,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Oklahoma  City,  Okia. 

208  Doctors  Medical  Building 

5700  N.W.  Grand  Blvd.  947-5573 

WILLIAM  J.  FORREST,  MD 
Plastic  and  Reconstruction  Surgery 
Surgery  of  the  Hand 

1211  North  Shartel  235-3361 

Oklahoma  City 

Professional  Card  listings  are  available  to  members. 

They  are  sold  in  vertical  increments  of  one-half  inch, 
at  the  rate  of  $25.00  per  year. 


CHARLES  A.  TOLLETT,  BS,  MD,  DSc 
Certified  American  Board  Surgery 
General  Surgery 

Dowell  Building  235-7750 

405  N.  Durland  Street  Oklahoma  City,  Oklahoma 
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or  open  to  infection  ••• 

choose  the  topieals 
that  give  your  patient- 


t broad  antibacterial  activity  against 
susceptible  skin  invaders 
g lowallergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Y2  oz.  for  topical  use  only. 

Aanishing  Cream  Base 

Neosporitf-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  f 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base);  J 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing  8 

cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g.  :I 

>.  Jt 

mm 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  rangt 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage  range:. 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycii 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5%  glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  no 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


II[ections  caused  by  susceptible  strains 
pneumococci,  streptococci,  and 
iphylococci,  including  penicillin- 
;istant  strains.  Staphylococcal  strains 
sistant  to  Lincocin  (lincomycin 
drochloride,  Upjohn)  have  been 
covered.  Before  initiating  therapy, 
lture  and  susceptibility  studies  should 
performed.  Lincocin  has  proved 
iluable  in  treating  patients  hyper- 
nsitive  to  penicillin  or  cephalosporins, 
ijice  Lincocin  does  not  share 
ntigenicity  with  these  compounds, 
owever,  hypersensitivity  reactions 
ive  been  reported,  some  of  these  in 
itients  known  to  be  sensitive  to 
micillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride,Upjohn) 

For  further  prescribing  information,  please  see  following  page. 
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veil  tolerated  at  infusion  site:  Lincocin 
travenous  infusions  have  not 
roduced  local  irritation  or  phlebitis, 
hen  given  as  recommended.  Lincocin 
usually  well  tolerated  in  patients  who 
*e  hypersensitive  to  other  drugs, 
evertheless,  Lincocin  should  be  used 
mtiously  in  patients  with  asthma  or 
gnificant  allergies. 


1 patients  with  impaired  renal  function, 
le  recommended  dose  of  Lincocin 
lould  be  reduced  to  25—30%  of 
le  dose  for  patients  with  normal 
idney  function.  Its  safety  in 
regnant  patients  and  in  infants 
:ss  than  one  month  of  age  has 
ot  been  established. 


incocin  may  be  used  with  other 
ntimicrobial  agents:  Since  Lincocin 
stable  over  a wide  pH  range,  it  is 
iitable  for  incorporation  in 
1 travenous  infusions;  it  also  may  be 


(lincomycin  hydrochloride,  Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


ach  Lincomycin 

reparation  hydrochloride 

antains:  monohydrate 

equivalent  to 
lincomycin  base 

50  mg  Pediatric  Capsule 250  mg 

30  mg  Capsule  500  mg 

Sterile  Solution  per  1 ml 300  mg 

yrup  per  5 ml  250  mg 


Contains  also:  Benzyl  Alcohol  9 mg;  and. 
Water  for  Injection — q.s. 

incocin  (lincomycin  hydrochloride)  is  in- 
icated  in  infections  due  to  susceptible  strains 
f staphylococci,  pneumococci,  and  strepto- 
acci.  In  vitro  susceptibility  studies  should 
e performed.  Cross  resistance  has  not  been 
emonstrated  with  penicillin,  ampicillin, 
:phalosporins,  chloramphenicol  or  the  tet- 
icyclines.  Some  cross  resistance  with  eryth- 
amycin  has  been  reported.  Studies  indicate 
tat  Lincocin  does  not  share  antigenicity 
'ith  penicillin  compounds. 

ONTRAINDICATIONS:  History  of  prior 
ypersensitivity  to  lincomycin  or  clindamy- 
in.  Not  indicated  in  the  treatment  of  viral 
r minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
ERS1STENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
IECESS1TA  TED  DISCONTINUANCE 
>F  THE  DRUG.  THIS  DIARRHEA  HAS 
EEN  OCCASIONALLY  ASSOCIATED 
VITH  BLOOD  AND  MUCUS  IN  THE 
TOOLS  AND  HAS  AT  TIMES  RE- 
ULTED  IN  AN  ACUTE  COLITIS.  THIS 
IDE  EFFECT  USUALLY  HAS  BEEN 
ISSOCI ATED  WITH  THE  ORAL  DOS- 
I GE  FORM  BUT  OCCASIONALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY . A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranes—  Skin  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported.  Liver— Although  no  direct  re^ 
lationship  to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests) 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  IV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  senses— Tinnitus  and  vertigo  have 
been  reported  occasionally.  Local  reactions 
—Excellent  local  tolerance  demonstrated  ta 
intramuscularly  administered  Lincocin 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  nc 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  m, <■ 
Capsules— bottles  of  24  and  100.  Sterih 
Solution,  300  mg  per  ml— 2 and  10  ml  vials 
and  2 ml  syringe.  Syrup,  250  mg  per  5 tni 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consul I 
the  package  insert  or  see  your  Upjohn 
representative. 

MED  B-6-S  (K.ZL-7)  JA7 1-1631 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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Pink  isn’t  exactly  his  color, 


but  he  loves  it  for  a change 

WinGel  ■■■■ 


aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 

For  your  ulcer  and  ulcer-prone  patients... 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 

• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  taxation 


WINTHROP  LABORATORIES 
NEW  YORK,  N.Y.  10016 


Change  the  AMA! 


Maybe  you’re  one  of  those  doctors  at  odds  with  some  AMA 
policies.  Your  question  is:  how  do  you  change  them? 

First,  consider  who  sets  those  policies.  In  a real  sense,  it  is 
you.  You  elect  the  delegates  to  your  state  association.  They  in 
turn  elect  the  delegates  who  will  represent  your  views  in  the 
AMA  House. 


As  an  active,  involved  member,  you  can  influence  policy 
by  making  your  views  known  to  your  delegates,  both  national 
and  state.  It  is  your  democratic  right  — and  responsibility. 

Write  your  delegates,  call  them,  see  them.  If  they  aren’t 
responsive,  tell  them  they’ll  be  hearing  from  you 
at  election  time. 

You  can  also  go  directly  to  the  top  and  express  your  views 
before  the  AMA  House’s  Reference  Committees  at  either  of 
the  two  annual  conventions. 

But  it's  up  to  you.  If  you  have  strong  convictions  about 
something  that  should  be  changed,  you  can  be  heard. 

Join  us.  We  are  only  what  the  doctors  of  this  country  want 
us  to  be.  Find  out  more  about  the  AMA.  Send  for  the  pamphlet, 
“The  AMA  and  the  American  Doctor:  Sharing  a Common 
Goal.”  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 
535  North  Dearborn  Street/Chicago,  Illinois  60610 


"The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  " The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Would  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


i 


Would  it  be  useful  in  clinical  practic 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really 
determined. 

The  Bureau  of  Drugs 
suggested  the  package 
sert  as  a possible  means 
communicating  informat  1 
on  relative  efficacy  of  dr  I 
to  the  physician.  I find  t J 
objectionable,  since  I > 
not  believe  the  physic! 
should  have  to  rely  on  tl 
source  for  final  scientl 
truth.  There  is  also  a prl 
tical  objection:  Since  fl 
physicians  actually  d I 
pense  drugs,  they  seldjl 
see  the  package  insert.  | 
any  event,  I would  ma 
tain  that  the  physici 
should  know  what  drug 
wants  and  why  without  i 
pending  on  the  governm* 
or  the  manufacturer  to  1 
him. 

Undoubtedly,  physickl 
are  swamped  by  excess  j 
numbers  of  drugs  in  so  j 
therapeutic  categories.  A1 
I am  well  aware  that  ma  i 
drugs  within  such  ca  i 
gories  could  be  eliminaij 
without  any  loss,  or  p I 
haps  even  some  profit,  I 
the  practice  of  medici  I 
But,  in  my  opinion,  neitli 
the  FDA  nor  any  otH 
single  group  has  the  exp  j 
tise  and  the  wisdom  nec  j 
sary  to  determine  the  ci 
“drug  of  choice”  in  J 
areas  of  medical  practice 


L cirtisement 


One  of  a series 


i laker  of  Medicine 


tieth  G.Kohlstaedt.M.D., 
Vice  President, 
Medical  Research, 
i Lilly  and  Company 


i my  opinion,  it  is  not 
function  of  any"  govern- 
t or  private  regulatory 
icy  to  designate  a “drug 
loice.”  This  determina- 
should  be  made  by  the 
sician  after  he  has  re- 
ed full  information  on 
properties  of  a drug, 
then  it  will  be  based  on 
experience  with  this 
l and  his  knowledge  of 
individual  patient  who 
>eking  treatment, 
an  evaluation  of  com- 
lative  efficacy  were  to  be 
le,  particularly  by  gov- 
! nent,  at  the  time  a new 
|g  is  being  approved  for 
keting,  it  would  be  a 
at  disservice  to  medi- 
* and  thus  to  the  patient 
e consumer.  For  exam- 
when  a new  therapeu- 
agent  is  introduced,  on 
basis  of  limited  knowl- 
e,  it  may  be  considered 
be  more  potent,  more 
ective,  or  safer  than 
•ducts  already  on  the 
rket.  Conceivably,  at 
3 time  the  new  drug 
Id  be  labeled  “the  drug 
choice.”  But  as  addi- 
lal  clinical  experience  is 
umulated,  new  evidence 
y become  available, 
er,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  Bi?  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

Send  us  vour  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Ampicillin,  Carbenicillin,  Oxacillin 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

Totacillin  (ampicillin  trihydrate) 

Pyopenhisodium  carbenicillin) 

Bactocill  (sodium  oxacillin) 


and  more  to  come 


Beecham-Massengill 
Pharmaceuticals  mma 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./  5 cc.  and  250  mg./  5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Bactocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


Why  send  him 
to  the  islets 
of  Langerhans? 


Since  sulfonylureas  promote  the  release  of 
nsulin  which  is  lipogenic  and  helps  transport 
;lucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
lave  normal  or  high  levels  of  endogenous  insulin, 
vhy  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . . 

DBI-TD"  Geigy 

phenformin  HCI 

lowers  blood  sugar  without  raising  blood  insulin. 


DBI?1  phenformin  HCI 
I Tablets  of  25  mg. 

DBI-TD®'  phenformin  HCI 
Capsules  of  50  and  100  mg. 

Indications:  Stable  adult  diabetes 
mellitus;  sulfonylurea  failures, 

; primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus 
that  can  be  regulated  by  diet  alone; 
i juvenile  diabetes  mellitus  that  is 
uncomplicated  and  well  regulated  on 
j insulin;  acute  complications  of 
I diabetes  mellitus  (metabolic  acidosis, 
coma,  infection,  gangrene);  during 
or  immediately  after  surgery  where 
insulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock);  after  disease  states 
associated  with  hypoglycemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions : 1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 

If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 

( B)98-146-103-C 

For  complete  details,  including 
dosage,  please  see  lull  prescribing 
information. 


GEIGY  Pharmaceuticals 
Division  of 

CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


DB1  8567-9 


BECAUSE  ALLERGIES 
AREA 

YEAR-RBUNB 

THING. 


NOVAHISTINE  LP 


Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about  ...East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  with  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured. 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but 
ovide  both  its  benefits 


not  one  can  pr 
and  potency.  And  codeine  provides 
an  antitussive  bonus. 

Compound  with  Codeine 

is  the  most  widely  used, 
l and  probably  the  most 

L pharmaceutically  ele- 

Y gant  analgesic  prepara- 

' tion  providing  codeine. 

It’s  the  time-tested  combi- 
nation for  predictable  pain 
Ik  relief  . . . whether  the  pain  is 

visceral  or  musculoskeletal ; 
acute  or  chronic. 

((Ill  New  prescription  flexibility.  At  your  dis- 
cretion, and  where  state  law  permits,  a pre- 
scription for  Empirin  Compound  with 
Codeine  may  now  be  refilled  up  to  five 
times  in  six  months. 

Empirin  Compound  with  Codeine 
No.  3 contains  codeine  phosphate*  IBk 

(32.4  mg.)  gr.  ]/2.  No.  4 contains  codeine 
phosphate*  (64.8  mg.)  gr.  1.  *(Warning— 
may  be  habit-forming.)  Each  tablet  also 

contains:  aspiri?i 

A \ \ g>' 3 1/2  ’Phen' 

[rMfe  ace  tin  gr. 

2 ■ 

Bottles  of 

' lOOandlOQO. 


trin 


But  for  relief  of  Western  p/ii 


Burroughs  Wellcome  Co.,  Research  Triangle  Park,  North  Carolina  27709 


.in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distension  and  pain  due  *to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasader.a,  California  91109  1 Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/  sedative/ antiflatulent 


jring  peeper  (tree  frog,  Hyta  crucifer)’. 
>it  small  amphibian  can  expand 
l throat  membrane  with  air  until  it  is  - 
rice  the  size  of  its  head. 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 


When  it’s  mandatory  to  keep  the  post' 
coronary  patient  calm,  consider  Valium  (diazepam 
Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2'mg  Valium  tablets  b.  i.  d.  to  q.  i.  d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  lCkmg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 


Valium  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy 

Dosage:  Individualize  for  maximurr 
beneficial  effect.  Adults:  Tension,  anxietj 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients-.  2 to 
2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  2Vz  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  TOO  and  500.  All  strengths  also 
available  in  Tel-E-Dose®  packages 
of  1000. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  eheck  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished  its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  follow  ed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
hav  e been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
oatients  receiving  Valium  should 
ae  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  hy  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticit] 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prom 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten 
tiate  its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children. 
1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-L-Dose®  packages  of  1000. 


Valium 

(diazepam) 


To  help  you  manage  excessive  psychic  tension 


What  Oklahoma 
doctors  need, 

Malpractice 
Liability  Carrier 

that  won’t  fade 
when  troubl 
comes. 


SECURITY  SINCE  7$7 

0 AS U ALIY  INDEMNITY  EXDHANBl 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 


This  means  the  up-to-date  carrier.  The  one  that’s  replete  wit 
innovatians  and  new  developments  in  this  clouded,  sensitive  areac) 
liability  protection.  And  the  one  that  doesn’t  talk  malpractice  coverag 
just  to  get  a foot  in  the  door  for  every  other  kind  of  insurance. 

What  Oklahoma  doctors  need,  is  Casualty  Indemnity  Exchange] 
the  carrier  that  pioneered  the  modern  approach  to  malpractice  covet 
, and  the  carrier  geared  to  STAY  in  the  market. 


Contact  your  local  agent,  or 
L.  E.  Stoner,  Jr. 

4501  East  31st  Street  • Tulsa,  Okla.  74135 
(918)  747-8631  or 
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The  science 

of  treating 

gas  pain 

J #When  gas  is  entrapped  i n the  G.  I.  tract,  it  can 
cause  pain  severe  enough  to  mimic  that. of  peptic  ulcer,  angina  pectoris,  or 
myocardial  infarction.^  Most  of  the  gas  symptoms  brought  to  your  attention 
will  be  due  to  gas  trapped  in  the  intestines,  not  the  stomach.^  The  source  of 
most  G.l.  gas  is  air-swallowing,  often  an  anxiety  response  of  which  the  patient 


is  unaware. 


new 


PHASH.  treats 
gas  pain  scientific aly 

J#Phasil  is  the  only  single-entity  simethicone  tablet  with  measured  medi- 
cation for  both  stomach  and  intestine.  Phasil’s  protected  inner  core  releases 
40  gm.  of  specially-activated  simethicone  in  the  intestines,  the  most  common 
site  of  gas  entrapment.2#Phasil  also  releases  20  mg.  of  specially-activated 
simethicone  while  in  transit  through  the  stomach,  for  immediate  dispersion  of 
any  gas  accumulated  there.^  Phasil  is  safe:  no  systemic 
effects,  no  untoward  reactions,  no  contraindications. 

Sig.:  One  Phasil  tablet  before  meals  and  at  bedtime  pro- 
vides reliable  relief  of  gas  pain,  bloating  and  distention. 

Available  in  bottles  of  1 00  tablets. 

References:  1.  Roth.  J.  L Ann  N Y Acad  Sci.  150  109.  Feb  26.  1968  2.  Reich,  N E.,  and 
Fremont.  R E (eds ) Chest  Pam,  The  Macmillan  Company,  New  York,  1961,  p.  348. 
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Encounter  under  the 
Scanning  Electron  Microscope 


SEM  reveals  changes 
in  E.  coli  exposed  to  antibacterial  agents 

The  Scanning  Electron  Microscope  (SEM)  is  detailed  perspective.  Changes  in  surface  mcrphol- 
the  only  instrument  which  gives  3-dimensional  views  ogy  of  E.  coli  exposed  to  various  antimicrobial 
on  a microscopic  level.  This  permits  the  surface  agents  are  seen  on  the  following  page.  An  SEM  pho- 
morphology  of  microorganisms  to  be  observed  in  tomicrograph  of  normal  control  £.  co// appears  above. 


Different  modes  of  antibacterial  action  — 
Similar  changes  in  morphology 


As  part  of  a series  of  experiments,1-3  strains  of 
E.  coli  proven  susceptible  to  each  antibacterial  agent 
were  exposed  to  1 MIC  of  the  respective  antibac- 
terials for  a three-hour  period.  Included  were  cell- 
wall-active  drugs,  ampicillin  and  cephalothin;  a drug 
interfering  with  intracellular  protein  synthesis, 
tetracycline;  and  a chemical  agent  which  acts  by 
interference  with  para-aminobenzoic  acid,  sulfa- 
methoxazole. 

As  seen  above,  elongation  of  the  bacilli,  mid- 
cell defects  and  spheroplast-like  forms  may  be 
appreciated  with  the  SEM  technique.  These  changes 
in  bacterial  morphology  were  similar ...  regardless 
of  the  antibacterial  agent  used  and  irrespective  of 


its  mechanism  of  action. 

“At  present,  the  significance  of  these  observa- 
tions in  clinical  infection  must  be  considered  with 
caution,  but  it  is  hoped  that  these  data  will  stimulate 
a reevaluation  of  present  concepts  of  the  nature  and 
role  of  morphological  variants  of  bacteria  exposed 
to  a variety  of  antibacterial  factors."2 
References: 

1.  Klainer,  A.  S.;  Fass,  R.  J.,  and  Perkins,  R.  L.:  Scien- 
tific Exhibit  presented  at  the  25th  American  Medical  Asso- 
ciation Clinical  Convention,  New  Orleans,  La.,  Nov.  28-Dec. 
1,  1971. 

2.  Klainer,  A.  S.,  and  Perkins,  R.  L.:  Antimicrob.  Agents 
Chemother.,  1:164,  1972. 

3.  Klainer,  A.  S.:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  N.J. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic  urinary  tract 
infections  (primarily  pyelonephritis,  pyelitis  and  cystitis)  due  to  sus- 
ceptible organisms  (usually  E.  coli,  Klebsiella-Aerobacter,  Staphylo- 
coccus aureus,  Proteus  mirabilis,  and,  less  frequently,  Proteus 
vulgaris)  and  in  the  absence  of  obstructive  uropathy  or  foreign 
bodies. 

Note:  Since  in  vitro  sulfonamide  sensitivity  tests  are  not  always 
reliable,  carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests  with 
bacteriologic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
media  of  patients  receiving  sulfonamides.  The  increasing  frequency  of 
resistant  organisms  is  a limitation  of  usefulness  of  antibacterial  agents, 
including  sulfonamides,  especially  in  chronic  or  recurrent  urinary  tract 
infections. 

Blood  levels  should  be  measured  in  patients  receiving  sulfona- 
mides for  serious  infections,  since  there  may  be  wide  variations  with 
identical  doses;  20  mg/ 100  ml  should  be  the  maximum  total  sul- 


fonamide level,  as  adverse  reactions  occur  more  frequently  above 
this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants  less 
than  2 months  of  age  (except  adjunctively  with  pyrimethamine  in 
congenital  toxoplasmosis);  pregnancy  at  term  and  during  nursing 
period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  established,  and 
teratogenicity  potential  has  not  been  thoroughly  investigated.  Sul- 
fonamides will  not  eradicate  or  prevent  sequelae  to  group  A strepto- 
coccal infections,  i.e.,  rheumatic  fever,  glomerulonephritis.  Deaths 
from  hypersensitivity  reactions,  agranulocytosis,  aplastic  anemia 
and  other  blood  dyscrasias  have  been  reported;  early  clinical  signs 
such  as  sore  throat,  fever,  pallor,  purpura  or  jaundice  may  indicate 
serious  blood  disorders.  Complete  blood  counts  and  urinalysis  with 
careful  microscopic  examination  are  recommended  frequently  dur- 
ing sulfonamide  therapy.  Clinical  data  are  insufficient  on  prolonged 
or  recurrent  therapy  in  chronic  renal  diseases  of  children  under 
6 years. 


Encounter  in  Clinical  Practice 

Control  of  primary  bacterial  offenders 

Antibacterial  Gantanol® (sulfamethoxazole)  often  implicated  in  acute  nonobstructed  pyelo- 
controls  susceptible  strains  of  E.  coli  and  other  nephritis  and  cystitis, 
gram-negative  and  gram-positive  organisms 

Prompt  antibacterial  blood  and  urine  levels 

In  from  2 to  3 hours  after  the  initial  2-Gm  both  the  blood  and  urine, 
adult  dose,  antibacterial  levels  are  present  in 

B.I.D./T.I.D.  dosage  for  around-the-clock  coverage 

Subsequent  1-Gm  doses  provide  up  to  12  and  sleeping  hours— especially  important  during 
hours  of  antibacterial  coverage.  More  severe  hours  of  sleep  when  normal  urinary  retention 
u.t.i.  may  require  a q.  8 h.  dosage  regimen.  Either  tends  to  favor  bacterial  proliferation, 
schedule  provides  coverage  during  the  waking 

Also  effective  in  nonobstructed  chronic  and  recurrent  u.t.i. 


i 


It  is  not  uncommon  for  the  elderly  and  the 
debilitated  to  develop  chronic  and/or  recurrent 
nonobstructed  urinary  tract  infections  such  as 
pyelonephritis  and  cystitis.  Such  cases  often  re- 


spond satisfactorily  to  Gantanol.  The  increasing 
frequency  of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents,  including  sul- 
fonamides, especially  in  chronic  or  recurrent  u.t.i. 


Your  Option:  Tablets  or  Suspension 


Either  dosage  form  — the  Tablets  or  the 
pleasant-tasting,  cherry-flavored  Suspension  — 
can  provide  the  dependable  antibacterial  activity 
necessary  to  control  susceptible  nonobstructed 
cystitis  and  pyelonephritis.  Symptomatic  im- 
provement may  usually  be  expected  in  24  to  48 
hours.  The  usual  precautions  with  sulfonamide 


therapy  should  be  observed,  including  adequate 
fluid  intake.  Gantanol  (sulfamethoxazole)  is  gen- 
erally well  tolerated  with  relative  freedom  from 
complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent 
c.b.c.’s  and  urinalyses  with  microscopic  exam- 
ination are  recommended. 


In  nonobstructed  cystitis 
and  pyelonephritis  due  to 
susceptible  organisms 


Gantanol* 

(sulfamethoxazole) 
Basic  Therapy 


Precautions:  Use  with  caution  in  patients  with  impaired  renal 
or  hepatic  function,  severe  allergy,  bronchial  asthma  and  in  glucose- 
6-phosphate  dehydrogenase-deficient  individuals.  In  the  latter,  dose- 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake  to 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis,  aplastic 
anemia,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia;  allergic  reactions: 
erythema  multiforme  (Stevens-Johnson  syndrome),  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myo- 
carditis; gastrointestinal  reactions:  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and  stomatitis;  C.N.S.  re- 
actions: headache,  peripheral  neuritis,  mental  depression,  convul- 
sions, ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia;  and 
miscellaneous  reactions:  drug  fever,  chills,  toxic  nephrosis  with  oli- 
guria and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due  to 


certain  chemical  similarities  with  some  goitrogens,  diuretics  (aceta- 
zolamide  and  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in  infants 
under  2 months  of  age,  except  adjunctively  with  pyrimethamine  in 
congenital  toxoplasmosis.  Usual  dosage  is  as  follows: 

Adults  — 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  (2  tabs  or 
teasp.)  b.i.d.  or  t.i.d.  depending  on  severity  of  infection.  Children 
—0.5  Gm  (1  tab  or  teasp. ) / 20  lbs  of  body  weight  initially,  followed 
by  0.25  Gm/20  lbs  (V2  tab  or  teasp.)  b.i.d.  Maximum  dose  for  chil- 
dren should  not  exceed  75  mg/ kg / 24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension,  0.'5 
Gm  sulfamethoxazole/ teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Your  continuing  cooperation  with  the  American  Associatio 
of  Medical  Assistants  has  been  generous.  With  your 
support  our  organization  has  achieved  a membership  of 
14,000  medical  assistants  in  more  than  400  chapters  in 
45  states,  District  of  Columbia  and  Puerto  Rico. 

Since  our  first  organizational  meeting  15  years  ago,  we 
have  worked  toward  the  primary  goal  of  providing  educa- 
tional opportunities  to  the  medical  assistant  in  the 
doctor’s  office.  In  a short  decade  and  a half  the 
association  has: 

• Established  and  conducted  a certification  program  as  an  incen- 
tive to  self-education. 

• Developed  curricula  for  medical  assisting  programs  in 
hundreds  of  junior  and  community  colleges. 

• Carried  on  a continuing  education  program  for  medical  assistant 
through  seminars,  workshops  and  a professional  bi-monthly 
journal. 

• Published  career  materials  and  established  a scholarship  loan 
fund  to  help  recruit  future  medical  assistants. 

• Cooperated  with  AMA  in  public  relations  efforts  beneficial  to  th 
medical  profession  as  a whole. 

But  our  work  cannot  stop  here.  As  the  only  national 
association  for  medical  assistants,  AAMA  is  eager  to 
contribute  to  advancement  of  this  allied  health  field.  We 
would  like  to  share  our  educational  programs  with  all  of  tht 
medical  assistants  across  the  nation.  But  to  do  this  we 
need  the  co-operation  of  many  more  physicians. 

If  your  medical  assistant  is  not  a member  of  AAMA,  please 
fill  out  this  coupon  today.  Her  greater  knowledge  of  medica 
assisting  will  be  your  reward. 

American  Association  of  Medical  Assistants 


I wish  to  inquire  about  membership  for  my  medical  assistant  in  the  Amer 
can  Association  of  Medical  Assistants,  Inc.  Please  have  someone  sen 
more  information  to: 

Name 

Business  Address  Phone 

(Street) 

City State Zip 

Member  of  county  medical  society:  Yes No 

County — — - 

Name  of  Assistants:  Address: 


P.S.  AAMA  bylaws  provide  that  the 
association,  "is  not,  nor  shall  it  ever  be- 
come a trade  union  or  collective  bargain- 
ng  agency." 


Clip  and  mail  to: 

American  Association  of  Medical  Assistants 

One  East  Wacker  Drive 
Chicago,  Illinois  60601 
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Oklahoma  State  Medical  Association 


rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


TA.83S6  -s 


BECAUSE  ALLERGIES 
AREA 

YEAR-RRUND 

THING. 


NGVAHISTINE  LP 


if  skin  is  infected, 
or  open  to  infection  ••• 

choose  the  topicals 
that  give  your  patient 


i?  broad  antibacterial  activity  against 
susceptible  skin  invaders 
i lowallergenic  risk— promptclinical  response 


Special  Petrolatum  Base 

Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

M ; f 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

\anishing  ( "ream  Base  | 

Neosporin-G  cni,. 

(polymyxin  B-neomycin-gramicidin)  I 


Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  j 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base);  M 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing  ( 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 


NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptibie  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


Wellcome 


Burroughs  Welcome  Co.  I 

Research  Triangle  Park 
North  Carolina  27709 


When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5 % glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 

Sphypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

t Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin' 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


Well  tolerated  at  infusion  site:  Lincocin 
intravenous  infusions  have  not 
produced  local  irritation  or  phlebitis, 
when  given  as  recommended.  Lincocin 
is  usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 

^ Nevertheless,  Lincocin  should  be  used 
cautiously  in  patients  with  asthma  or 
i significant  allergies. 

In  patients  with  impaired  renal  function, 
1 the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
the  dose  for  patients  with  normal 
kidney  function.  Its  safety  in 
pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
not  been  established. 

Lincocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
is  stable  over  a wide  pH  range,  it  is 
suitable  for  incorporation  in 
intravenous  infusions;  it  also  may  be 

0** 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

'"Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


"Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASION  ALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY . A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranes—  Skin  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported.  Liver—  Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  IV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  senses— Tinnitus  and  vertigo  have 
been  reported  occasionally.  Local  reactions 
—Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocin 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  mg 
Capsules— bottles  of  24  and  100.  Sterile 
Solution,  300  mg  per  ml— 2 and  10  ml  vials 
and  2 ml  syringe.  Syrup,  250  mg  per  5 ml 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consult 
the  package  insert  or  see  your  Upjohn 
representative. 
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The  Upjohn  Company 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice." 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art" 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Would  it  be  useful  in  clinical  practice 
to  have  government  predetermine 
drugs  of  choice? 


Doctor  of  Medicine 
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The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really  be 
determined. 

The  Bureau  of  Drugs  has 
suggested  the  package  in- 
sert as  a possible  means  of 
communicating  information 
on  relative  efficacy  of  drugs 
to  the  physician.  I find  this 
objectionable,  since  I do 
not  believe  the  physician 
should  have  to  rely  on  this 
source  for  final  scientific 
truth.  There  is  also  a prac- 
tical objection:  Since  few 
physicians  actually  dis- 
pense drugs,  they  seldom 
see  the  package  insert.  In 
any  event,  I would  main- 
tain that  the  physician 
should  know  what  drug  he 
wants  and  why  without  de- 
pending on  the  government 
or  the  manufacturer  to  tell 
him. 

Undoubtedly,  physicians 
are  swamped  by  excessive 
numbers  of  drugs  in  some 
therapeutic  categories.  And 
I am  well  aware  that  many 
drugs  within  such  cate- 
gories could  be  eliminated 
without  any  loss,  or  per- 
haps even  some  profit,  to 
the  practice  of  medicine. 
But,  in  my  opinion,  neither 
the  FDA  nor  any  other 
single  group  has  the  exper- 
tise and  the  wisdom  neces- 
sary to  determine  the  one 
“drug  of  choice”  in  all 
areas  of  medical  practice. 
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In  my  opinion,  it  is  not 

!he  function  of  any  govern- 
nent  or  private  regulatory 
igency  to  designate  a “drug 
| >f  choice.”  This  determina- 
I ion  should  be  made  by  the 
physician  after  he  has  re- 
ceived full  information  on 
he  properties  of  a drug, 
ind  then  it  will  be  based  on 
tiis  experience  with  this 
drug  and  his  knowledge  of 
the  individual  patient  who 
is  seeking  treatment. 

If  an  evaluation  of  com- 
parative efficacy  were  to  be 
made,  particularly  by  gov- 
ernment, at  the  time  a new 
drug  is  being  approved  for 
marketing,  it  would  be  a 
great  disservice  to  medi- 
cine and  thus  to  the  patient 
—the  consumer.  For  exam- 
ple, when  a new  therapeu- 
tic agent  is  introduced,  on 
the  basis  of  limited  knowl- 
edge, it  may  be  considered 
to  be  more  potent,  more 
effective,  or  safer  than 
products  already  on  the 
market.  Conceivably,  at 
this  time  the  new  drug 
could  be  labeled  “the  drug 
of  choice.”  But  as  addi- 
tional clinical  experience  is 
accumulated,  new  evidence 
may  become  available. 
Later,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  B12  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 
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What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 
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Now  Let’s  Try  Unity 

FaCED  WITH  THE  hard  reality  that  bu- 
reaucrats care  only  for  programs,  not  peo- 
ple, the  Kingfisher  County  Medical  Society 
recently  sponsored  an  informal  forum  dis- 
cussion for  local  physicians.  Physicians 
from  four  counties  met  at  dinner  and  dis- 
cussed new  ways  to  react  to  the  general  de- 
terioration in  relations  with  various  agen- 
cies. 

The  concensus  was  that  human  freedoms 
have  already  been  lost,  and  that  a new  stance 
is  mandatory.  Although  we  did  not  chart 
any  definitive  course,  our  sharing  of  con- 
cerns and  frustrations  was  comforting,  and 
we  scheduled  two  later  meetings. 

To  enlarge  participation,  the  two  later 
meetings  convened  in  other  cities;  the  last 
was  sponsored  by  the  Canadian  County  Med- 
ical Society.  The  discussions  have  been  in- 
cisive, thought-provoking,  and  very  educa- 
tional. The  courses  of  action  suggested  have 
been  variable ; but  nearly  everyone  agrees 
that  a new  activism  is  obligatory  if  we  are 
to  remain  free  professionals. 

We  concluded  that  the  most  potent  wea- 
pon we  have  is  the  refusal  to  accept  assign- 
ments. Much  of  the  tension  in  patient  re- 
lationships results  from  the  interposition  of 
the  agency  and  the  patient-physician  rela- 
tion. Assignment  refusal  restores  the  per- 
sonal contract  and  dispels  distrust  of  treat- 
ment needs  and  fee  levels.  The  financial 
cost  is  picayune  compared  to  the  freedom 
gained  and  most  patients  can  recover  much 
of  their  costs  from  the  agency  if  they  pre- 
sent bills  or  receipts. 

Partly  as  a result  of  these  forums,  the 
Kingfisher  County  Medical  Society  unani- 
mously united  in  a public  announcement  of 
assignment  refusal  in  April,  1972.  The  So- 
ciety bought  space  in  all  county  newspapers 
to  present  this  message: 

“Because  of  a continuous  increase  in  gov- 
ernment rules  that  hinder  good  medical 
care,  the  members  of  the  Kingfisher  County 
Medical  Society  have  joined  in  a decision  not 
to  take  assignments  from  Medicare,  Wel- 
fare, or  Medicaid.  That  is,  we  will  not  send 
bills  or  claims  to  these  agencies.  We  shall 
continue  to  do  our  best  to  provide  necessary 
medical  service  to  everyone,  but  we  believe 
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that  people  should  deal  directly  with  the 
agency  for  their  benefits.  We  know  that  a 
personal  understanding  of  both  parties’  re- 
sponsibilities is  needed  for  dignified,  quality 
medical  care,  and  we  will  be  glad  to  explain 
our  position  to  any  interested  patient.” 

Happily,  the  public  reaction  to  this  an- 
nouncement has  thus  far  been  positive,  and 
it  is  our  firm  resolve  that  medical  needs  will 
be  met.  But  we  also  firmly  insist  that  any 
fees  paid  for  this  type  of  care  come  through 
the  hands  of  the  patient. 

In  May,  the  OSMA  House  of  Delegates 
passed  a resolution  encouraging  physicians 
to  refuse  assignments.  Our  experience  here 
confirms  their  wisdom ; a medical  profes- 
sion united  in  assignment  refusal  will  then 
have  an  opportunity  to  restore  quality,  dig- 
nified medical  care  to  all  patients.  The 
agency  must  be  a patient  resource  instead 
of  a guardian  of  the  patient. 

Discussions  have  revealed  other  needs. 
The  fellowship  and  renewed  acquaintance  of 
our  colleagues  is  a necessity.  Our  need  to 
strengthen  and  use  the  OSMA  has  been  em- 
phasized. But  we  have  also  deduced  that  a 
significant  part  of  the  task  before  us  must 
be  done  locally.  The  general  public  must  be- 
come aware  of  the  loss  of  freedoms  through 
government  intervention  in  medical  care. 
Public  pressure  on  the  political  process  will 
then  result  in  constructive  changes.  Our  ex- 
perience has  underscored  a need  for  con- 
genial relations  with  the  press;  physicians 
should  visit  with  the  local  journalists.  Posi- 
tive, constructive  programs  dealing  with 
area  health  problems  should  be  advanced. 

It  seems  desirable  that  our  new-found 
unity  be  spread  everywhere.  We  hope  to 
share  these  ideas  by  direct  extension  of  our 
discussion  group  invitations  to  adjacent 
areas.  We  hope  that  other  concerned  phy- 
sicians will  start  similar  forum  discussions 
on  problems  in  their  own  area,  and  unite 
in  refusing  assignment.  □ 

Ray  V.  McIntyre,  MD 
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The  American  Medi- 
ical  Association  is  alive 
and  '.veil  in  Chicago. 

The  reports  of  its  de- 
mise, like  that  of  Mark 
Twain,  are  quite  prema- 
ture. AMA  is  a highly 
democratic  functioning 
organization  performing 
vast  amounts  of  good  for 
the  people  and  the  physicians  cf  the  United 
States  of  America. 

Each  year  there  are  presented  to  the 
OSMA  House  of  Delegates,  and  defeated, 
several  resolutions  suggesting  that  we  dis- 
continue compulsory  AMA  membership  for 
OSMA  members.  These  resolutions  are  pre- 
pared by  two  groups : 

a.  the  ultra  conservatives,  who  feel  that 
AMA  is  not  militant  enough  in  protecting 
the  freedoms  of  American  physicians  and 
medicine. 

b.  the  ultra  liberals  who  feel  that  the 
AMA  is  a bunch  of  old  moss-backs  who 
are  not  deeply  enough  committed  to  solv- 
ing socio-quasi  medical  problems. 

Both  groups  are  wrong  in  my  opinion. 

I am  usually  against  anything  that  is  com- 
pulsory for  physicians,  since,  gentlemen,  our 
compulsive  character  traits  are  deeply  en- 
grained by  the  rigors  of  medical  training, 
and  are  responsible  in  part  for  the  excellence 
of  American  Medicine.  In  the  case  of  AMA 
membership,  however,  it  would  seem  a bad 
time  to  water  down  the  powers  of  the  most 
widely  representative  organization  of  phy- 
sicians in  America.  The  external  pressures 
on  medicine  by  the  government  and  the  lib- 
eral press  are  too  great  to  damage  in  any 
way  this  organization  that  has  been  the  back- 
bone of  American  medicine  for  125  years. 
Some  states  have  ended  compulsory  member- 
ship and  membership  has  dropped  a few 
thousand,  so  imagine  the  glee  of  the  liberal 
establishment  in  announcing  that  AMA  is 
dead. 

When  I was  a freshman  medical  student, 
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President  Truman  was  re-elected  president 
on  the  promise  of  socializing  medicine  in 
America.  The  fact  that  I have  practiced  pri- 
vate medicine  for  fifteen  years  is  due  almost 
totally  to  efforts  of  AMA. 

In  opposing  Medicare,  the  AMA  lost  the 
battle  but  gained  for  physicians  a better 
agreement  than  the  American  Hospital  As- 
sociation which  embraced  Medicare  and  has 
long  since  regretted  it.  Even  in  losing  there 
was  not  a total  defeat. 

The  many  splinter  groups  that  are  spring- 
ing up  to  represent  smaller  numbers  of  phy- 
sicians are  mostly  critical  of  the  AMA  stand 
on  socio-economic  problems  of  medicine.  I 
approve  of  most  of  the  groups,  which  rep- 
resent a grass-roots  movement  on  the  part 
of  physicians.  When  their  position  becomes 
accepted  widely  enough  it  will  be  enacted  by 
the  AMA.  The  AMA  operates  on  a purely 
democratic  basis  with  majority  rule.  At 
times  the  U.S.  Government  seems  to  have 
forgotten  majority  rule  in  favor  of  the  po- 
tentially unworkable  theory  of  minority  rule. 
Even  though  I would  often  disagree  with  ac- 
tivities of  the  U.  S.  Government,  it  does  not 
mean  that  we  should  abolish  it  and  not  have 
any  government  at  all.  At  least  one  distinc- 
tion between  civilized  and  uncivilized  people 
is  that  civilization  requires  a stable  organi- 
zation that  is  widely  supported  by  its  con- 
stituents. One  of  the  tragedies  of  our  period 
in  history  is  the  tendency  to  form  splinter 
groups  and  divide  our  power,  like  General 
Custer  splitting  the  7th  Cavalry,  a mistake 
we  do  not  want  to  make  especially  while  un- 
der enemy  fire. 

A frequent  question  asked  by  physicians 
is,  “Yeah,  but  what  has  the  AMA  done  for 
me  lately?”  An  excellent  answer  is  published 
in  a report  by  Doctor  Ernest  B.  Howard, 
Executive  Vice-President  of  AMA  in  JAMA 
221:486,  July  31,  1972.  This  report  is  a 
presentation  of  the  incredible  number  of 
functions  performed  daily  by  the  AMA  for 
physicians  and  for  the  people  of  our  coun- 
try. It  is  recommended  reading  for  those 
having  reservations  about  their  AMA  mem- 
bership. □ 
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Primary  Hyperparathyroidism 
A Study  of  Nineteen  Cases  and 
A Radiographic  Follow-Up 


WILLIAM  D.  SMITH,  MD 


Primary  hyperparathyroidism  is  a dis- 
ease xohich  may  present  to  almost  any 
physician  because  of  the  multiple 
clinical  manifestations  associated  with 
with  hypercalcemia. 

OSTEITIS  FIBROSA  cystica  generalisata 
is  the  bone  disease  associated  with  primary 
hyperparathyroidism.  It  was  first  described 
in  1891  by  Von  Recklinghausen.  In  1903  As- 
kanazy  found  a parathyroid  adenoma  in  a 
patient  dying  with  this  bone  disease,  but  be- 
lieved the  parathyroid  tumor  to  be  secondary 
rather  than  casual.  Mandl,  in  1925,  re- 
moved a parathyroid  tumor  from  a patient 
with  osteitis  fibrosa  cystica  with  resultant 
improvement  and  the  relationship  was  thus 
established. 

Overactivity  of  the  parathyroid  glands 
may  exist  in  primary,  secondary,  and  ter- 
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tiary  forms.  In  the  primary  form  there  is 
autonomous  glandular  hyperactivity  for  un- 
known reasons.  The  secondary  form  is  char- 
acterized by  an  excess  of  parathyroid  hor- 
mone as  a compensatory  phenomenon  where 
low  serum  calcium  levels  occur,  such  as  mal- 
absorption states  and  chronic  renal  failure. 
In  a more  recently  described  entity,  “ter- 
tiary hyperparathyroidism,”11  patients  de- 
velop parathyroid  adenomata  causing  hyper- 
calcemia during  the  compensatory  or  secon- 
dary form. 

Primary  hyperparathyroidism  is  being 
diagnosed  with  increasing  frequency  because 
of  more  thorough  understanding  of  clinical 
and  laboratory  manifestations  of  the  dis- 
ease as  well  as  the  performance  of  routine 
biochemical  testing  in  asymptomatic  pa- 
tients. Although  patients  seen  early  in  the 
course  of  the  disease  may  be  totally  asymp- 
tomatic, it  is  a disease  of  protean  manifes- 
tations and  one  or  more  body  systems  is  usu- 
ally involved.  Patterns  of  familial  involve- 
ment have  been  recognized,10  though  this  is 
not  the  usual  case,  and  the  association  with 
multiple  endocrine  adenomata  has  been  de- 
scribed. Approximately  90  percent  of  all 
cases  of  primary  hyperparathyroidism  are 
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due  to  parathyroid  adenomas.  Hyperplasia 
accounts  for  about  eight  percent  and  carci- 
noma comprises  less  than  two  percent  of  all 
cases.5  All  of  these  varieties  give  rise  to 
similar  clinical  pictures. 

The  overproduction  of  parathyroid  hor- 
mone leads  to  a rise  in  blood  calcium,  an  in- 
creased excretion  of  calcium  and  phosphate 
in  the  urine  and  a decrease  in  blood  phos- 
phate. The  classic  triad  of  the  disease  is 
hypercalcemia,  hypophosphatemia  and  hy- 
percalcuria.  These  serum  and  urine  changes 
are  effected  by  the  calcium  mobilizing  prop- 
erties and  the  phosphaturic  activity  of  para- 
thyroid hormone.8  The  hormone  increases 
osteoclastic  activity  which  results  in  the  re- 
lease of  calcium  into  the  serum.  It  also  in- 
creases renal  tubular  absorption  of  calcium 
and  increases  distal  tubular  secretion  of 
phosphates.  Hypercalcuria  occurs,  despite 
the  increased  tubular  absorption  of  calcium, 
because  the  increase  in  filtered  load  of  cal- 
cium outweighs  the  increased  tubular  ab- 
sorption. Gastrointestinal  absorption  of 
calcium  is  accelerated  in  primary  hyperpara- 
thyroidism. 

CLINICAL  PICTURE 

The  hypercalcemia  present  in  primary 
hyperparathyroidism  can  give  rise  to  a va- 
riety of  clinical  signs  and  symptoms.  These 
include  anorexia,  lethargy  and  fatigue.  Be- 
cause of  reduced  neuromuscular  excitability, 
weakness  and  hypotonicity  of  skeletal  mus- 
cles may  occur.  Mental  symptoms  vary  and 
include  nervousness,  irritability,  loss  of 
mental  acuity  and  psychosis.  Gastrointestin- 
al symptoms  of  dyspepsia,  nausea,  and  con- 
stipation are  attributed  to  decreased  tone  of 
the  intestinal  tract.6  Peptic  ulcer  is  reported 
in  about  10  percent  of  patients.  Elevated 
serum  calcium  is  postulated  to  increase  gas- 
tric acid  and  pepsin  secretion3  as  well  as  to 
depress  mucosal  protective  factors.13  There 
is  also  an  increased  incidence  of  pancreatitis 
and  cholelithiasis  in  the  disease  entity.  The 
main  renal  effects  are  the  formation  of  cal- 
culi and  subsequent  obstruction  and  infec- 
tion. This  is  a result  of  precipitation  of  cal- 
cium salts  in  the  urine.  There  may  also  be 
precipitation  of  calcium  in  the  renal  paren- 
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chyma.  Polyuria  is  usually  associated  with 
hypercalcuria. 

Skeletal  changes  can  be  offset  by  a high 
dietary  calcium  intake  which  can  keep  pace 
with  the  excess  calcium  excretion.  In  early 
stages  of  the  disease  skeletal  changes  are 
often  not  present  or  at  least  not  recognizable. 
When  present,  osteitis  fibrosa  cystica  is 
characterized  by  bone  destruction.  There  is 
disorganized  arrangement  of  trabeculae, 
generalized  decalcification,  and  cystic 
changes  of  the  skull  and  long  bones.  It  is 
separable  from  other  metabolic  bone  dis- 
eases in  that  there  is  no  failure  of  matrix 
formation  (as  in  osteoporosis)  and  no  fail- 
ure of  matrix  calcification  (as  in  osteoma- 
lacia).4 The  bone  changes  are  best  seen  in 
the  hands,  feet,  jaw,  skull,  and  ends  of  long 
bones.  In  the  hands  there  is  decalcification 
and  subperiosteal  bone  resorption,  especial- 
ly in  the  middle  phalanges,  and  resorption  of 
the  tufts  of  the  terminal  phalanges  is  com- 
mon. In  the  skull  there  is  indistinct  separa- 
tion of  the  inner  and  outer  tables.  The  teeth 
are  not  decalcified  but  there  is  often  resorp- 
tion of  the  lamina  dura,  which  is  the  cortex 
of  the  jaw  around  the  tooth.  This  is  often 
an  early  radiologic  sign.  Bone  swelling  and 
cyst  formation  are  referred  to  as  “osteo- 
clastomas” or  “brown  tumors”  and  frequent- 
ly lead  to  pathologic  fractures.  Microscop- 
ically, as  the  name  implies,  there  is  an  abun- 
dance of  proliferating  fibroblastic  tissue 
that  replaces  the  bone  that  disappears.  There 
is  an  increase  in  number  of  osteoclasts  pres- 
ent. Weakening  of  the  bone  structure  leads 
to  multiple  infractions  and  in  turn  hemor- 
rhage. Old  blood  pigment  and  aggregates  of 
giant  cells  are  found.  The  constant  attempt 
at  repair  results  in  deposition  of  new  bone 
over  old  with  resultant  prominent  osteoid 
seams  lining  the  spicules.1  A row  of  active 
osteoblasts  is  often  found  along  the  osteoid 
seams.  According  to  Ascenzi,2  the  osteo- 
clasts secrete  a substance  that  dissolves  the 
bone  matrix.  It  is  unknown  whether  the  fi- 
brous reaction  is  a direct  response  to  hemor- 
rhage or  some  other  factor. 


William  D.  Smith , MD,  was  gradu- 
ated, from  the  University  of  Oklahoma  Col- 
lege of  Medicine  in  1967,  ivhere  he  is  pres- 
ently taking  his  third-year  orthopaedic  sur- 
gery residency. 
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DIAGNOSIS 

The  diagnosis  of  primary  hyperparathy- 
roidism ultimately  depends  on  biochemical 
tests.  There  are  many  elaborate  tests  but 
the  elevation  of  serum  calcium  is  the  sine 
qua  non  for  the  diagnosis.  Repeated  deter- 
minations often  must  be  made  to  detect  the 
elevation.  On  the  other  hand  the  finding 
should  be  reproducible.  Since  serum  calcium 
values  are  affected  by  renal  disease  and  se- 
rum protein  fluctuations,  it  is  imperative 
that  these  abnormalities  be  taken  into  con- 
sideration when  interpreting  the  serum  cal- 
cium. Normally  about  40  percent  of  serum 
calcium  is  bound  to  plasma  albumin.  In  hy- 
poproteinemic  states  less  calcium  is  bound 
and  more  of  the  ionized  (active)  form  is 
available.  Thus  a hypercalcemic  state  may 
exist  with  a normal  serum  calcium.  One  can 
readily  see  that  a persistingly  normal  serum 
calcium  could  exist  in  a patient  with  hyper- 
parathyroidism.14 Hypercalcemia  combined 
with  the  signs  and  symptoms  of  hyperpara- 
thyroidism usually  leads  to  the  diagnosis 
but  in  an  asymptomatic  patient  the  diagnosis 
is  made  by  exclusion.  Other  conditions  as- 
sociated with  hypercalcemia  are  multiple 
myeloma,  hyperthyroidism,  milk-alkali  syn- 
drome, vitamin  D intoxication,  states  of  im- 
mobilization, and  occult  malignancy.  Mye- 
loma and  thyroid  disease  can  be  readily  dif- 
ferentiated by  clinical  testing.  History 
should  exclude  milk-alkali  syndrome,  hyper- 
vitaminosis  D and  recent  immobilization. 
The  hypercalcemia  of  sarcoidosis  is  relieved 
by  corticosteroid  therapy.  It  is  sometimes 
impossible  to  differentiate  hyperparathy- 
roidism from  occult  malignancy  complicated 
by  hypercalcemia.  The  administration  of 
hydrocortisone  will  relieve  the  hypercalce- 
mia of  most  malignant  conditions.12  The 
same  regimen  will  not  affect  the  hypercal- 
cemia of  hyperparathyroidism.  X-rays  may 
be  of  value  in  differentiating  the  two.  Reiss 
states  that  with  normal  history,  physical, 
laboratory  data  and  x-ray  studies  (includ- 
ing IVP  and  GI  workups)  and  with  steroids 
failing  to  decrease  the  serum  calcium,  pri- 
mary hyperparathyroidism  can  be  assumed 
to  be  present.9  Low  serum  phosphate  when 
accompanied  by  hypercalcemia  is  a quite 
helpful  guide  to  the  diagnosis  but  it  is  often 
normal.  An  elevation  of  alkaline  phospha- 
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tase,  a result  of  increased  osteoblastic  activ- 
ity, is  often  seen  and  seems  to  be  related 
to  the  severity  of  skeletal  involvement.  How- 
ever, it  may  be  normal  with  early  x-ray  evi- 
dence of  osteitis  fibrosa  cystica.  Twenty- 
four  hour  quantitative  urine  calcium  and 
phosphate  determinations,  if  increased,  may 
be  of  diagnostic  value  but  false  negatives  are 
common.  Phosphate  deprivation,  calcium  in- 
fusion and  parathyroid  hormone  infusion 
tests  may  be  of  interest  but  are  of  low  spe- 
cificity and  are  not  within  the  scope  of  this 
discussion.  The  assay  of  parathyroid  hor- 
mone is  not  available  in  most  clinical  settings. 

Once  the  diagnosis  is  established,  the 
treatment  is  surgical.  Following  the  removal 
of  the  hyperfunctioning  parathyroid  tissue, 
the  serum  calcium  usually  returns  to  normal 
or  even  subnormal.  Some  degree  of  tetany 
is  common  but  this  is  most  often  self-limited 
because  the  remaining  parathyroid  tissue 
will  regain  its  function  within  a few  weeks. 
Excessive  administration  of  calcium  and 
vitamin  D will  delay  this  return  to  normal.9 
However,  in  advanced  bone  disease,  hypo- 
calcemia may  be  a result  of  rapid  uptake  by 
depleted  bones.  This  is  referred  to  as  “bone- 
hunger  tetany”  and  is  an  indication  for  vig- 
orous therapy.  Postoperatively  the  hyper- 
calcemic symptoms  commonly  disappear 
within  24  hours;  the  formation  of  renal  cal- 
culi usually  ceases  and  remineralization  of 
the  skeleton  reportedly  occurs  rapidly.7 

CASE  MATERIAL 

A study  of  the  records  of  nineteen  patients 
with  surgically  proven  primary  hyperpara- 
thyroidism treated  at  Baptist,  St.  Anthony’s 
and  Presbyterian  Hospitals,  Oklahoma  City, 
Oklahoma  from  1966  to  1971  was  performed. 
(Table  I)  There  were  twelve  females  and 
seven  males,  which  is  considerably  lower 
than  the  usual  ratio  of  three  or  four  females 
to  one  male.  The  age  of  these  patients  varied 
from  twenty-three  to  seventy-two.  (Table 
II)  It  is  significant  to  note  that  thirteen  or 
68%  were  between  the  ages  of  fifty  and 
sixty-six. 

A summary  of  the  presenting  or  chief 
complaints  of  the  patients  is  listed  in  Table 
III.  Seven  (37%)  presented  with  skeletal 
symptoms.  Four  of  these  complained  of  bone 
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TABLE  I 


Presenting 

Secondary 

Serum 

Serum 

Alkaline 

24-hr.  Urinary 

24-hr.  Urinary 

Patient 

Age 

Sex 

Complaint 

Symptoms 

Calcium 

Phosphate 

Phosphatase 

Calcium 

Phosphate 

1. 

S. 

M. 

61 

F 

Hip  pain 

None 

Elevated 

Depressed 

Normal 

Not  performed 

Not  performed 

2. 

V. 

P. 

58 

F 

None  (rou- 
tine exam) 

None 

Elevated 

Depressed 

Normal 

Not  performed 

Not  performed 

3. 

J. 

T. 

72 

M 

Seizure 

Abdominal  pain; 
nausea  & vomit- 
ing 

Elevated 

Depressed 

Elevated 

Depressed 

Not  performed 

4. 

C. 

F. 

59 

F 

Multiple  ren- 

Fingertip  pain 

Elevated 

Not  per- 

Elevated 

Elevated 

Not  performed 

al  stones 

formed 

5. 

V. 

P. 

60 

F 

Hand  swell- 

Bone  pain; 

Elevated 

Normal 

Elevated 

Elevated 

Not  performed 

ing 

Weakness;  N&V; 
past  cholecys- 
titis and  pan- 
creatitis 

6. 

M. 

P. 

62 

F 

Psychosis 

Occasional 
back  pain 

Elevated 

Depressed 

Elevated 

Normal 

Normal 

7. 

P. 

P. 

23 

F 

Hip  & knee 

Weakness  and 

Elevated 

Normal 

Elevated 

Normal 

Not  performed 

pain 

Vomiting 

8. 

E. 

N. 

66 

M 

Weight  loss 

Weakness  and 

Elevated 

Not  per- 

Elevated 

Not  performed 

Not  performed 

Vomiting 

formed 

9. 

J. 

M. 

58 

M 

Renal  stone 

None 

Elevated 

Depressed 

Normal 

Elevated 

Elevated 

10. 

B. 

A. 

43 

F 

Fractured 

Nausea  & vomit- 

Elevated 

Normal 

Elevated 

Elevated 

Not  performed 

femur 

ing;  past  chole- 
cystitis 

11. 

R. 

G. 

39 

M 

Renal  stones 

None 

Elevated 

Depressed 

Normal 

Normal 

Normal 

12. 

C. 

F. 

50 

F 

Weakness 

Bone  pain; 
Nausea  & 
vomiting 

Elevated 

Depressed 

Elevated 

Elevated 

Not  performed 

13. 

I. 

W. 

58 

F 

Fatigue 

Weight  loss; 
past  chole- 
cystitis 

Elevated 

Depressed 

Normal 

Elevated 

Not  performed 

14. 

J. 

B. 

66 

M 

Foot  pain 

Ulcer  symptoms; 
past  renal  stones 

Elevated 

Elevated 

Elevated 

Elevated 

Elevated 

15. 

P. 

M. 

65 

F 

Bone  pain 

Indigestion; 
past  renal  stones 

Elevated 

Depressed 

Elevated 

Not  performed 

Not  performed 

16. 

C. 

H. 

26 

F 

Depression 

Decreased 
mental  acuity 

Elevated 

Depressed 

Normal 

Not  performed 

Not  performed 

17. 

R. 

T. 

60 

M 

Renal  stones 

None 

Elevated 

Depressed 

Not  per- 
formed 

Elevated 

Not  performed 

18. 

V. 

D. 

66 

M 

Renal  stones 

Past  ulcers 

Elevated 

Depressed 

Normal 

Normal 

Not  performed 

19. 

E. 

W. 

48 

F 

Fractured 

femur 

Polydipsia 

Elevated 

Depressed 

Elevated 

Not  performed 

Not  performed 
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TABLE  I (Continued) 


Biopsy  of  Bone  Lesion 

Parathyroid  Diagnosis 

Radiographic  Findings 

Radiographic  Follow-up 

Clavicle — osteitis 

Adenoma 

1.  Diffuse  demineralization 

Nine  months  postoperative: 

fibrosa  cystica 

2.  Subperiosteal  resorption  of  phalanges 

1.  Remineralization 

generalisata 

3.  Decreased  lamina  dura 

4.  IVP— renal  stone 

2.  Reversal  of  hand  changes 

None 

Adenoma 

1.  Negative  bone  survey 

None 

Adenoma 

1.  Negative  hand  films 

2.  Renal  stone 

None 

Adenoma 

1.  Diffuse  demineralization 

Eighteen  months  postoperative: 
Remineralization 

Metacarpal — Osteitis 

Adenoma 

1.  Diffuse  demineralization 

Three  years,  five  months  post- 

fibrosa  cystica 

2.  Subperiosteal  resorption  of  phalanges 

operative: 

generalisata 

3.  Metacarpal  cyst 

1.  Remineralization 

4.  IVP— renal  stone 

2.  Reversal  of  hand  changes  with 

healing  of  cyst 

None 

Adenoma 

1.  Diffuse  demineralization 

One  year,  nine  months  post- 

2.  Absent  lamina  dura 

operative: 

3.  Nephrocalcinosis 

1.  Remineralization 

None 

Adenoma 

1.  Diffuse  demineralization 

Six  months  postoperative: 

2.  Subperiosteal  resorption  of  phalanges 

1.  Remineralization 

3.  Cysts— multiple 

4.  Absent  lamina  dura 

2.  Healing  of  cysts 

None 

Adenoma 

1.  Cystic  lesions  of  hands 

2.  Pathologic  fractures  of  rib  and 
humerus 

3.  Nephrocalcinosis 

Deceased 

None 

Adenoma 

1.  Normal  hand  films 

2.  Bilateral  renal  stones 

Femur — “benign 

Adenoma 

1.  Diffuse  demineralization 

Deceased 

fibro-osseous 

2.  Multiple  cysts 

lesion” 

3.  Pathologic  fractures  of  both  femurs 

4.  Renal  stones 

None 

Adenoma 

1.  Normal  hand  films 

Lost  to  follow-up 

(Found  on  second 

2.  Absent  lamina  dura 

exploration) 

None 

Adenoma 

1.  Normal  hand  films 

2.  Normal  dental  films 

None 

Adenoma 

1.  Normal  hand  films 

2.  Bilateral  renal  stones 

Femur— osteitis 

Adenoma 

1.  Diffuse  demineralization 

Deceased 

fibrosa  cystica 

2.  Multiple  cyst  formation 

generalisata 

3.  Soft  tissue  calcification  of  foot 

None 

Adenoma 

1.  Diffuse  demineralization 

Lost  to  follow-up 

None 

Adenoma 

1.  Normal  hand  films 

2.  Normal  dental  films 

None 

Hyperplasia 

1.  Normal  hand  films 

2.  Normal  dental  films 

None 

Adenoma 

1.  Normal  hand  films 

2.  Normal  dental  films 

3.  Renal  stone 

Femur— osteitis 

Adenoma 

1.  Diffuse  demineralization 

Two  months  postoperative: 

fibrosa  cystica 

2.  Subperiosteal  resorption  of  phalanges 

Early  healing  of  fracture 

generalisata 

3.  Pathologic  fracture  of  femur 

4.  Normal  dental  films 
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TABLE  II 

AGE  OF  19  PATIENTS  WITH  SURGICALLY  PROVEN 
PRIMARY  HYPERPARATHYROIDISM 


Years 

Number  of  Patients 

20-29 

2 

30-39 

1 

40-49 

2 

50-59 

5 

60-69 

8 

70-79 

1 

pain;  one  had  a mass  on  the  dorsum  of  her 
hand,  and  two  had  pathologic  fractures  of 
the  femur.  Five  (26%)  presented  with  renal 
stones.  Two  (11%)  presented  strictly  as 
psychiatric  patients  (depression  and  psy- 
chosis). Three  (16%)  complained  of  a more 
generalized  problem  (weakness,  fatigue  and 
weight  loss).  One  patient  presented  to  a 
neurologist  because  of  major  motor  seizure, 
and  a single  patient  was  totally  asympto- 
matic and  was  diagnosed  during  her  yearly 
checkup  which  included  a serum  calcium  de- 
termination. 

Most  patients  had  multiple  secondary 
symptoms.  Table  IV  presents  a summary 
of  all  the  complaints  mentioned.  Ten  (55%) 
had  significant  abdominal  distress.  Seven 
mentioned  nausea  and  vomiting,  and  a past 
history  of  proven  cholecystitis,  ulcer  disease, 
and  pancreatitis  existed  in  three,  two  and 
one  patients  respectively.  Two  patients  gave 
skeletal  symptoms  as  a secondary  or  past 
problem  for  a total  of  nine  (47%).  Seven 
(37%)  had  present  or  past  symptoms  re- 
lated to  renal  stones.  Weakness,  fatigue  or 
tiredness  was  mentioned  by  five  (26%)  of 
the  patients. 

TABLE  III 

PRESENTING  COMPLAINT  OF  19  PATIENTS  WITH 
SURGICALLY  PROVEN  PRIMARY 
HYPERPARATHYROIDISM 


Complaint 

Number  of 
Patients 

Percentage 

Orthopedic 

7 

37% 

Urologic 

5 

26% 

Psychiatric 

2 

11% 

Generalized 

3 

16% 

Neurologic 

1 

5% 

Asymptomatic 

1 

5% 

100% 
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TABLE  IV 

SUMMARY  OF  COMPLAINTS  OF  19  PATIENTS  WITH 
SURGICALLY  PROVEN  PRIMARY  HYPERPARA- 
THYROIDISM IN  DECREASING  ORDER  OF 
FREQUENCY 


Number  of 

Symptom 

Patients  Percentage 

Abdominal  distress  (including 
nausea  and  vomiting) 

10 

55% 

Skeletal  symptoms 

9 

47% 

Urinary  calculi 

7 

37% 

Weakness  or  fatigue 

5 

26% 

Anxiety  of  similar  symptoms 

3 

16% 

The  serum  calcium  was  elevated  in  all 
nineteen  patients  (100%).  The  serum  phos- 
phate was  found  to  be  low  in  thirteen  (77% ) 
of  seventeen  patients  in  which  the  study  was 
performed.  The  alkaline  phosphatase  was 
elevated  in  eleven  (61%)  of  eighteen  pa- 
tients tested.  Nine  of  those  eleven  had  dem- 
onstrable x-ray  evidence  of  bone  disease, 
which  will  be  mentioned  subsequently. 
Twenty-four  hour  urinary  calcium  determi- 
nations were  performed  in  fourteen  cases 
and  were  elevated  in  eight  (58%  ).  Twenty- 
four  hour  urinary  phosphate  value  was  ele- 
vated in  two  of  four  patients  tested. 

Seven  patients,  otherwise  asymptomatic, 
were  found  to  have  renal  calculi  or  nephro- 
calcinosis  by  x-ray.  A total  of  fourteen  pa- 
tients (74%),  therefore,  had  renal  stones 
clinically  and/or  by  x-ray. 

Eleven  patients  (60%)  had  radiographic 
evidence  of  bone  disease.  Ten  of  these 
showed  evidence  of  demineralization  or  sub- 
periosteal resorption  of  bone.  Six  had  cyst 
formation  present  by  x-ray ; three  had  patho- 
logic fractures  and  one  had  extra-osseous 
soft  tissue  calcification.  Resorption  of  the 
lamina  dura  was  noted  in  four  of  nine  pa- 
tients in  which  dental  films  were  taken.  The 
four  with  normal  dental  films  correlated  in 
every  case  but  one  with  the  remainder  of  a 
negative  bone  survey.  It  is  worthy  of  note 
that  thirteen  (68%)  patients  had  radio- 
graphic  evidence  of  bone  disease  and  or  ele- 
vated alkaline  phosphatase. 

A biopsy  of  a specific  bone  lesion  was  per- 
formed for  diagnostic  purposes  in  five  pa- 
tients. In  four  the  diagnosis  was  ostetitis 
fibrosa  cystica.  In  the  other  the  diagnosis 
of  “benign  fibrosseous  lesion”  was  advanced. 

The  surgical  findings  at  neck  exploration 
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FIG.  1-A  (left) 

Case  5:  Sixty-year-old  white  female  with  a tender  mass 
on  the  dorsum  of  her  hand.  Serum  calcium  and  alka- 
line phosphatase  values  were  elevated.  In  addition  to 
the  large  cyst,  demineralization  and  subperiosteal  re- 
sorption of  the  phalanges  can  be  seen. 

FIG.  1-B  (right) 

Case  5:  Same  hand  three  years  and  five  months  fol- 
lowing removal  of  a parathyroid  adenoma. 

revealed  eighteen  cases  (95%)  of  parathy- 
roid adenoma  and  one  case  of  benign  hyper- 
plasia. The  serum  calcium  values  returned 
to  normal  in  the  early  postoperative  period 
in  every  case  but  one.  This  patient  later  re- 
quired re-exploration  of  the  neck  and  a sec- 
ond adenoma  in  the  retroesophageal  area 
was  found. 


FIG.  2-A  (left) 

Case  7:  Twenty-three-year-old  white  female  with  left 
hip  and  knee  pain.  Serum  calcium  and  alkaline  phos- 
phatase values  were  elevated.  Cyst  formation  is  seen 
in  the  left  iliac  wing. 

FIG.  2-B  (right) 

Case  7:  Six  months  following  removal  of  a parathyroid 
adenoma  remineralization  and  cyst  healing  are  seen. 


FIG.  3- A (left) 

Case  19:  Forty-eight-year-old  white  female  who  sus- 
tained a fractured  femur  with  minimal  trauma.  Seram 
calcium  and  alkaline  phosphatase  values  were  elevated. 

FIG.  3-B  (right) 

Case  19:  Lateral  view.  Note  the  cystic  lesion  at  the 
fracture  site. 

RADIOGRAPHIC  FOLLOW-UP 

A radiographic  follow-up  was  performed 
on  the  patients  with  x-ray  evidence  of  bone 
disease.  Three  who  had  had  extensive  os- 
seous lesions  were  deceased.  Two  could  not 
be  located.  Six  were  examined  radiograph- 
ically with  the  follow-up  period  ranging  from 
two  months  to  three  years  and  five  months. 
(Cases  1,  4,  5,  6,  7 and  19).  In  every  case 
remineralization  was  present  and  in  those 
cases  where  subperiosteal  resorption  exist- 
ed preoperatively,  this  was  reversed.  Cystic 
lesions  likewise  showed  evidence  of  healing, 
and  a pathologic  fracture  of  the  femur 
showed  remarkable  early  repair  two  months 
postoperatively.  (case  19). 

CASE  REPORTS 

Case  5:  V.P.,  a sixty-year-old  white  fe- 

male presented  with  a slowly  enlarging  mass 
on  the  dorsum  of  her  left  hand.  Secondary 
complaints  included  diffuse  bone  pain,  weak- 
ness, and  occasional  nausea  and  vomiting. 
She  had  a past  history  of  pancreatitis  and 
cholecystitis.  Her  admitting  physical  exam- 
ination revealed  a 3 x 4 cm.  boney-hard  mass 
overlying  the  second  metacarpal  dorsally. 
Her  serum  calcium,  24-hour  urinary  calcium, 
and  alkaline  phosphatase  values  were  ele- 
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FIG.  4-A  (left) 

Case  19:  Radiograph  showing  reduction,  fixation  and 
early  healing  two  months  following  removal  of  para- 
thyroid adenoma. 

FIG.  4-B  (right) 

Case  19:  Lateral  view. 

vated.  The  serum  phosphate  was  normal. 
Radiographic  bone  survey  revealed  diffuse 
demineralization.  X-rays  of  the  hands 
showed  subperiosteal  resorption  and  a large 
cyst  of  the  second  metacarpal.  (Fig.  1A) 
A renal  stone  was  found  on  IVP.  Biopsy  of 
the  metacarpal  lesion  was  performed  and 
the  cyst  walls  were  collapsed.  The  patho- 
logic diagnosis  was  osteitis  fibrosa  cystica. 
The  patient  underwent  neck  exploration  and 
excision  of  a parathyroid  adenoma.  Her 
postoperative  serum  calcium  promptly  re- 
turned to  normal  and  her  secondary  symp- 
toms soon  subsided.  Figure  IB  depicts  her 
left  hand  three  years  and  five  months  fol- 
lowing removal  of  the  parathyroid  adenoma. 

Case  7 : P.P.,  a twenty-three-year-old 

white  female  presented  with  left  hip  and 
knee  pain.  Secondary  symptoms  of  weak- 
ness and  intermittent  vomiting  had  been 
present.  Past  history  and  physical  findings 
were  unremarkable.  Her  serum  calcium  and 
alkaline  phosphatase  values  were  elevated 
and  the  serum  phosphate  was  depressed. 
Twenty-four  hour  urinary  calcium  was  nor- 
mal. Radiographic  bone  survey  revealed  de- 
mineralization of  the  skull  and  distal  clavi- 
cles, subperiosteal  resorption  of  the  phalan- 
ges and  cyst  formation  in  the  iliac  wings. 
(Fig.  2 A)  Dental  films  revealed  absent  lam- 
ina dura.  Neck  exploration  revealed  a para- 
thyroid adenoma.  Her  postoperative  course 
was  benign  and  she  had  rapid  cessation  of 
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the  weakness  and  vomiting  as  well  as  return 
of  serum  calcium  to  normal.  Figure  2B  de- 
picts her  ilium  six  months  postoperatively. 

Case  19:  E.W.,  a forty-eight-year-old 

white  female  presented  with  a pathologic 
fracture  of  her  left  femur.  Secondary  com- 
plaints included  polydipsia.  Physical  exam 
was  negative  except  for  the  fracture  de- 
formity. Serum  calcium  and  alkaline  phos- 
phatase values  were  elevated  and  serum 
phosphorous  was  low.  Radiographic  bone 
survey  revealed  diffuse  demineralization, 
subperiosteal  resorption  of  the  phalanges 
and  a fracture  through  a large  cystic  lesion 
in  the  distal  left  femur.  (Figs.  3A  and  3B) 
Dental  films  revealed  normal  lamina  dura. 
Biopsy  of  the  femoral  lesion  was  perfomed 
with  simultaneous  reduction  and  internal 
fixation  of  the  fracture.  The  pathologic  di- 
agnosis wTas  osteitis  fibrosa  cystica.  Neck 
exploration  a few  days  later  revealed  a para- 
thyroid adenoma.  Postoperatively  the  se- 
rum calcium  returned  to  normal.  Figures 
4A  and  4B  reveal  the  reduction  and  early 
healing  two  months  postoperatively. 

SUMMARY 

Primary  hyperparathyroidism  may  exist 
in  a variety  of  clinical  forms.  Its  skeletal 
manifestation  is  osteitis  fibrosa  cystica. 

Repeated  calcium  determinations  should 
be  performed  in  patients  with  unexplained 
skeletal  pain,  renal  stones,  chronic  gastro- 
intestinal disorders  and  vague  general  symp- 
toms. The  diagnosis  involves  differentiat- 
ing between  the  other  diseases  that  can  give 
rise  to  hypercalcemia. 

A retrospective  study  of  nineteen  patients 
was  performed  with  respect  to  age,  sex, 
symptomatology,  laboratory  and  radio- 
graphic  studies.  A prompt  return  of  serum 
calcium  to  normal  occurred  following  sur- 
gical removal  of  the  abnormal  parathyroid 
tissue.  In  addition,  radiographic  improve- 
ment of  bene  abnormalities  was  demon- 
strated. □ 
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WATCH  FOR 
OSMA  COMMENT 
STARTING  SEPTEMBER  1st 

On  September  1st  physicians  will  begin  to  receive  OSMA 
Comment  in  place  of  the  OSMA  News.  Comment  will  be 
a one  page,  front  and  back,  mimeographed  newsletter.  Its 
purpose  will  be  to  pack  the  maximum  amount  of  informa- 
tion into  a minimum  amount  of  reading  time. 

OSMA  Comment  will  also  have  a minimum  delay  between 
the  time  it  is  written  and  the  time  it  is  received  by  phy- 
sicians. It  will  be  timely  and  topical. 

OSMA  Comment  will  be  delivered  to  the  physician’s  home 
so  it  can  be  shared  with  his  wife. 
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Rural  Mental  Health  Care: 
A Fourth  Year  Report 


ROBERT  E.  L.  JOHNSON,  Jr.,  DR,  PH 
WILLIAM  F.  GANDY,  AB,  BD,  ThM 

Rural  mental  health  care  frequently 
lacks  depth  and  breadth  but  the  Bi-State 
Mental  Health  Foundation  is  proof 
positive  that  quality  programming  is 
possible  in  a non-metropolitan  area. 


INTRODUCTION 

The  BI-STATE  Mental  Health  Founda- 
tion, Ponca  City,  Oklahoma  is  a private, 
non-profit  mental  health  organization  which 
is  financed  through  local,  state  and  federal 
funds  to  serve  a seven  county  catchment  area 
(six  counties  in  Oklahoma  and  one  in  Kan- 
sas) with  a population  base  of  approximate- 
ly 175,000  persons.  Through  direct  service, 
cooperation  and  collaboration  with  existing 
agencies,  the  five  essential  comprehensive 
mental  health  services  are  augmented  by  48 
professionals  and  56  nonprofessionals.  The 
scope  of  the  Foundation’s  activities  include: 
In  and  out  patient  phychiatry;  speech  and 
hearing  services;  school  guidance  and  con- 
sultation, mental  health  education,  teacher 
inservice  training;  a halfway  house  for  alco- 
holics ; consultation  to  minority  groups ; pas- 
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toral  counseling  and  consultation;  commun- 
ity planning  and  development;  consultation 
to  Boards  of  Education,  welfare  associations, 
the  courts  as  well  as  paraprofessional  and 
professional  student  training  programs  with 
a local  college  and  two  local  universities. 

HISTORY  AND  BACKGROUND 

In  1956  a group  of  interested  citizens 
formed  a coalition  to  advocate  the  mental 
health  needs  of  Kay  County  Oklahoma 
school  children,  which  evolved  into  a local 
mental  health  association,  culminating  in  the 
spring  of  1958,  with  the  opening  of  the  Kay 
County  Guidance  Center.  Coincidental  with 
this  guidance  center’s  beginning  operation, 
was  a thrust  toward  community  interven- 
tion and  involvement  (ie,  schools,  courts, 
churches  and  civic  groups)  which  provided 
a growing  awareness  of  community  inter- 
ests, needs  and  resources. 

Originally  the  staff  was  composed  of  a 
part-time  psychiatrist,  psychologist,  and  a 
full-time  social  worker.  Program  expansion 
characterized  the  early  development  of  the 
Kay  Guidance  Center  and  eight  professional 
staff  members  were  employed  to  perform 
services  from  1959-1965.  In  1966,  an  ESEA 
Title  III  grant  was  awarded  which  extend- 
ed the  provision  of  school  services  (ie,  in- 
service  sex  education,  teacher  training  pro- 
grams, and  guidance  services  to  students). 
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Further,  this  grant  aided  in  the  establish- 
ment of  a speech  and  hearing  department 
which  quickly  developed  an  outreach  capa- 
bility. In  1968,  under  the  provisions  of  Pub- 
lic Law  88-164,  a comprehensive  mental 
health  center  was  established  and  the  full 
complement  of  in  and  out  patient  services 
( ie , five  essential  services)  was  operation- 
ized  by  July,  1968.  Since  that  time  the  “55 
and  Older  Club”  for  senior  citizens,  “Half- 
way House”  for  alcoholics,  “White  Eagle 
Development  Association”  for  Ponca  Indians 
and  community  planning  and  development 
services  have  been  added,  thus  fulfilling  the 
1968  projected  foundation  development, 
which  boasts  a 104  member  staff. 

DIMENSIONS  OF  SERVICE  DELIVERY 

A comprehensive  mental  health  center’s 
effectiveness  is  contingent  on  the  accessi- 
bility, continuity,  quality  and  efficiency  of 
care  provided  to  its  clients.  Although  the 
Foundation’s  four  year  maturation  must  be 
considered  in  an  overview  of  its  perform- 
ance, significant  achievements  are  recog- 
nizable throughout  the  service  delivery 
system. 

A multi-county  operation  of  outpatient 
clinics,  school  and  speech  and  hearing  serv- 
ices typifies  the  aggressive  outreach  and 


Robert  E.  L.  Johnson,  Jr.,  DR,  PH,  was 
graduated  from  the  School  of  Health,  Uni- 
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staff  mobility  of  this  organization,  and  the 
near  thirty-seven  percent  (1,393  to  3,791) 
increase  in  recipients  of  outpatient  services 
from  1969  to  present  demonstrates  the  com- 
munities’ acceptance  and  the  accessibility  of 
its  decentralized  operations.  Continuity  of 
care,  however,  is  not  sacrificed  by  decentral- 
ization as  a triage  is  utilized  to  assure  pa- 
tient flow  from  outreach  operations  to  spe- 
cialized service  centers  made  up  of  multi- 
disciplinary  teams  who  carefully  coordinate 
their  patient  care  efforts.  This  continuity 
may  be  demonstrated  by  noting  that  through 
screening  tests  given  within  the  area  schools, 
children  are  referred  to  a learning  disabili- 
ties team,  who  upon  study  completion,  co- 
ordinate treatment  programs  involving  the 
interpretation  of  findings  to  parents  and 
teachers  by  the  referring  school  service  rep- 
resentative, as  well  as  the  counselor  and/or 
speech  and  hearing  pathologist  assigned  to 
assist  the  family  in  problem  resolution. 

It  is  estimated  that  during  the  current 
school  year,  more  than  150  children  will  be 
evaluated  for  learning  disabilities.  This 
large  case  volume  is  made  possible  by  the 
diligent  efforts  of  a highly  efficient  and  ded- 
icated nine  member  team  composed  of  a 
psychiatrist,  school  counselors,  speech  and 
hearing  pathologists,  social  workers  and 
secretaries  whose  work  interest  makes  their 
time  consuming  duties  appear  to  be  an  avo- 
cation. Furthermore,  efficiency  of  founda- 
tion operations  has  been  achieved  when 
equitable  financing  and  adequate  staff  com- 
pensation are  considered,  and  with  recent 
organizational  changes  from  a disciplinary 
to  a functional  model  of  service,  overall 
program  administration  will  be  simplified. 

DISCUSSION 

This  Foundation’s  quality  program  is  the 
result  of  multi-dimensional  planning  and  a 
service  delivery  system  that  carefully  brings 
into  balance  the  promotive,  preventive,  eval- 
uative and  rehabilitative  aspects  of  compre- 
hensive mental  health  care.  Program  com- 
prehensiveness is  exemplified  by  a current 
focus  on  drug  abuse  problems  which  are  ob- 
served throughout  the  catchment  area.  Re- 
cently in  Ponca  City,  this  center  acting  as  a 
catalyst,  assisted  local  leaders  (ie,  mayor’s 
committee  on  drug  abuse,  civic  clubs,  law 
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enforcement,  school  and  public  health  of- 
ficials) in  their  efforts  to  mobilize  commun- 
ity interest  in  drug-  abuse,  resulting  in  the 
establishment  of  a kindergarten  through 
twelfth  grade  educational  program  utilizing 
classroom  teachers,  guest  lecturers  and  au- 
diovisual aids.  In  addition,  a simultaneous 
effort  was  successfully  made  to  provide  sem- 
inars for  interested  parent  and  professional 
groups  within  the  community.  Program 
impact  is  observable  by  student,  parent  and 
professional  interest  as  well  as  a decrease 
of  adolescent  drug  admissions  to  the  in- 
patient  psychiatric  service.  These  highly  ef- 
fective promotive  and  preventive  techniques 
could  not  be  utilized  without  the  knowledge 
and  assurance  that  prompt  referral  and  spe- 
cialized in  and  out  patient  treatment  services 
await  recipients  in  need  of  rehabilitative 
care.  Without  fail  the  referral  system  from 
schools,  churches,  physicians,  and  commun- 
ity agencies  has  operated  smoothly,  thus  as- 
suring, when  indicated,  prompt  patient  care. 

The  thoroughness  of  our  approach  in  deal- 


ing with  drug  problems  is  typical  of  what 
may  be  observed  in  all  of  the  center  projects, 
to  mention  a few,  sex  education;  learning, 
speech  and  hearing  disability  detection  and 
treatment;  problems  in  family  living;  treat- 
ment of  alcoholism,  psychotic  disorders; 
youth  rights  and  human  relations. 


SUMMARY 


The  Bi-State  Mental  Health  Foundation 
is  a comprehensive  mental  health  center 
which  has  developed  an  effective  service  de- 
livery system  for  the  seven  county  catch- 
ment area  that  it  serves.  A broad  range  of 
promotive,  preventive,  evaluative  and  reha- 
bilitative services  are  provided  which  makes 
it  unique  among  the  nation’s  rural  mental 
health  centers.  □ 
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FEATURING: 

• 20  Outstanding  Speakers 

® 12  Elective  Hours  Credit  by  The  American  Academy  of 
Family  Physicians 

• Annual  Physicians  Award  of  the  Presidents  Committee 
on  Employment  of  the  Handicapped. 

All  interested  physicians  are  urged  to  attend  this  important  two- 
day  meeting.  There  is  no  registration  fee. 
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He  won't  resist 
Feeling  better  with 

Mylanta 

Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


aluminum  and  magnesium  hydroxides  with  simethicone 


S 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


If  you  ve 
. seen  one, 
have  you 
really  seen 
them  all? 

The  following  patient  profiles  represent 
typical  clinical  situations,  but  do  not 
necessarily  represent  actual  cases. 


Age  22,  previously  normal  menses 
with  occasional  menorrhagia.  Now 
on  a sequential  O.C.  for  four  months 
Complains  of  heavy  flow, 
occasional  intracyclic  bleeding, 
edema,  tender  swollen  breasts. 

Indicates  estrogen  excess. 

1st  choice:  Switch  to  a com- 
bination 50-mcg  -estrogen  O.C. 
(such  as  Demulen'). 


Age  21,  short,  mammose,  with 
normal  menses,  some  acne.  Was  put 
on  prenuptial  regimen  of  50-mcg. - 
estrogen/moderate-progestogen 
O.C.  for  two  months  Now  has 
increased  acne. 

Indicates  metabolic  production 
of  androgen  or  relative  estrogen 
deficiency. 

1st  choice:  Switch  to  a 100-mcg- 
estrogen  combination  (such  as 
Enovid-E  or  a sequential). 

\ 


Age  25,  average  frame,  poor 
complexion.  No  problem  with  menses, 
normal  para  1.  On  a low-estrogen/ 
high-progestogen  0 C.  for  two 
years.  Now  complains  of  scanty 
flow,  decreased  libido,  depression. 

Indicates  probable  buildup  of 
progestogen-related  side  effects. 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen, 
less  progestational  activity 
(such  as  Ovulen5). 


Age  19,  small  breasts,  minor 
hirsutism,  oily  hair  and  skin. 

History  of  metrorrhagia,  skipped 
or  scanty  menses.  New  user. 

Indicates  androgenic  excess  or 
estrogen  deficiency  (fertility 
is  suspect). 

1st  choice:  An  estrogen-dominant 
O.C.  (such  as  Enovid-E*). 


Unmasked,  physiologically  and  anatomically,  they’re  not  all  the 
same.  A basic  difference  lies  in  their  hormone  profiles.  One  may 
secrete  too  much  estrogen,  another  not  enough. ..or  perhaps  too  much 
androgen;  the  vast  majority  would  fit  somewhere  into  the  broad  center 
spectrum. 


Age  25,  tall,  slender,  athletic, 
with  flat  chest.  On  a progestogen- 
dominant  50-mcg  -estrogen  0 C. 

Has  recurrent  trichomoniasis 
and  Monilia 

Indicates  estrogen  deficiency  and 
excess  of  progestogen  in  current  0 C. 

1st  choice:  Switch  to  a com- 
bination pill  with  100  meg. 
estrogen  and  less  progestational 
activity  (such  as  Enovid-E’  or 
Ovulen  or  a sequential). 


Although  the  profiles  described  below  may  not  be  completely 
predictive,  in  optimal  O.C.  selection,  the  estrogen-progestogen  activity 
ratio  should  be  carefully  matched  to  the  patient  profile.  Searle  offers 
you  O.C.s  in  a range  not  only  suitable  for  your  patients  in  the  balanced 
center  spectrum,  but  also  adaptable  to  the  patient  with  another  type 
of  hormone  profile. 

Oral  contraceptives  are  complex  medications.  Among  the 
commonly  reported  adverse  reactions  are:  intracycle  bleeding,  fluid 
retention,  tender  or  swollen  breasts,  exacerbation  of  acne  condition, 
changes  in  libido,  amenorrhea  while  on  medication  and  upon 
discontinuance,  nausea,  leg  cramps,  headaches,  weight  gain.  Therefore, 
after  reference  to  the  prescribing  information,  oral  contraceptives 
should  be  prescribed  with  care. 

*riote:  In  some  patients  any  level  of  exogenous  estrogen  or 
progestogen  may  produce  symptoms  of  excess  hormone  activity. 


Age  23,  "Miss  America"  figure, 
previously  normal  menses,  healthy 
skin  and  hair.  On  a 50-mcg. - 
estrogen  pill  for  four  months. 
Complains  of  intracyclic  bleeding. 

Indicates  probable  need  for 
more  estrogen 

1st  choice  Switch  to  a center- 
spectrum  0 C with  more  estrogen 
and  moderate  progestogen 
dominance  (such  as  Ovulen 


Age  21,  college  senior,  average 
build.  On  highly  progestogen- 
dommant/low-dose-estrogen  O.C. 
for  six  months.  Now  complains  of 
amenorrhea,  between-cycle 
headaches,  weight  gain. 

Indicates  probable  progestogen 
excess 

1st  choice:  Switch  to  a center- 
spectrum  pill  (such  as  Ovulen  ) 


Age  27,  slightly  overweight, 
multiparous  Nausea  with  all  three 
pregnancies  and  with  a sequential 
O.C.  three  years  ago.  Has  pre- 
menstrual fluid  retention  and 
leg  cramps. 

Indicates  probable  excess  of 
estrogen 

1st  choice:  A 50-mcg  -estrogen/ 
progestogen-dominant  pill 
(such  as  Demulen) 


Fora  brief  summary 
of  prescribing  information, 
please  see  next  page. 


Each  tablet  contains  norethynodrel  2.5  mg./mestranol  0.1  mg. 


Product  of  Searle  Laboratories  Division 
G.D.SEARLE&CO. 

P.O.  Box  5110,  Chicago,  Illinois  60680 

Where  'The  Pill”  Began 


jEjaeh  white  tablet  contains  ethynodiol  diacetate  1 mg./mestranot  OJ.  mg. 

Jtf mmj;  a moderately 

i|Arv  progestogen-dominant  O.C. 

UCl  I llllCl  1 for  many 

Each  white  tablet  contains  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  inOvulen-28®  and  Demulen®-28  is  a placebo,  containing  no  active  ingredi 
Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 

qFAB  F | Products  of  SEARLE  & CO. 

1 San  Juan,  Puerto  Rico  00936 

• i i-*®  a moderately 
|h  T'i/vinHaailH  estrogen-dominant  O.C. 

ELI1UV1C1  C for  some 


a family  of  O.C.  products  to  help  you  match 
the  right  pill  to  the  right  patient 

Ovulen  Demulen* 

Each  white  tablet  contains  Each  white  tablet  contains 

ethynodiol  diacetate  1 mg  /mestranol  0 1 mg.  ethynodiol  diacetate  1 mg  /ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28’and  Demulerf -28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960  Reported  pregnancy  rates  vary  from  product  to  product 
The  effectiveness  of  the  sequentia1  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception 

Contraindications -Patients  with  thrombophlebitis  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis)  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain'  5 leading  to  this  conclusion,  and  one4  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  associates4  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 

A small  traction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len. Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam.  nonfunctional  causes  should  be  borne  in  mind  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives The  mechanism  of  this  decrease  is  obscure  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
Theage  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids 
Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives -A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e g . retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  |aundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives hepatic  function  increased  sulfobromophthalein  retention  and  other 
tests,  coagulation  tests  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X. 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values,  metyrapone  test  and  pregnanediol  deter- 
mination 

References:  1.  Royal  College  of  General  Practitioners  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J Coll  Gen  Pract  13 267-279  (May)  1967 
2.  Inman,  W H W.,  and  Vessey,  M P Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit  Med  J.  2:193-199  (April  27)  1968  3.  Vessey,  M P,  and  Doll,  R Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Further  Report,  Brit  Med  J 2651-657  (June  14)  1969  4.  Sartwell. 
P E . Masi,  A T Arthes,  F G„  Greene.  G R , and  Smith,  H,  E Thromboem- 
bolism and  Oral  Contraceptives  An  Epidemiologic  Case-Control  Study,  Amer, 
J Epidem.  90:365-380  (Nov.)  1969 
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Enovid-E* 

norethynodrel  2 5 mg  /mestranol  0 1 mg 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH) 
Indication -Enovid-E  is  indicated  for  oral  contraception 
The  Special  Note , Contraindications , Warnings,  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories  Division 
G.D.SEARLE&CO. 

P.O.  Box  5110,  Chicago,  Illinois  60680 

Where  “The  Pill"  Began 
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You  Gotta  Have  Heart 


JENKIN  LLOYD  JONES 


It  is  a peculiar  time  in  which  the 
American  public  accepts  as  never  before 
the  scientific  skill  of  MD’s  and 
questions  as  never  before  their  basic 

humanity. 

In  THE  FIRST  act  of  the  musical  comedy, 
“Damn  Yankees,”  there  is  a song-  entitled, 
“You  Gotta  Have  Heart.” 

“Heart”  in  our  confused  slang  can  mean 
either  determination  or  compassion. 

The  determination  of  the  American  med- 
ical profession  to  develop  its  art  and  im- 
prove its  techniques  is  almost  universally 
admitted.  So  great  is  the  awe  and  respect 
of  the  general  public  for  the  modern  science 
of  medicine  that  your  one-time  rivals  are 
either  fading  or  joining  you. 

The  naturopaths  have  faded.  Chiroprac- 
tors seem  to  be  treating  a diminishing  per- 
centage of  the  population.  Hostetter’s  Bit- 
ters, Peruna  and  even  Hadacol  are  no  longer 
popular.  And  the  osteopaths  have  now  em- 
barked on  a regimen  of  training  that  seems 
to  have  no  quarrel  of  consequence  with  med- 
ical theory. 

Presented  to  the  Annual  Meeting  of  the  Oklahoma  State 
Medical  Association,  May  20th,  1972,  in  Oklahoma  City. 
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In  short,  the  people  not  only  admire  med- 
ical skills  but,  thanks  to  the  enthusiastic 
writing  of  the  science  reporters  in  my  pro- 
fession, they  often  hold  an  exaggerated  es- 
timate of  the  medical  art.  In  this  respect, 
your  public  relations  have  been  marvelous. 

But  where  “heart”  may  be  taken  to  mean 
compassion,  the  public  estimation  of  the 
medical  profession  has,  in  my  opinion, 
slipped  backward.  The  feeling  that  doctors, 
in  general,  are  not  as  kindly  as  their  prede- 
cessors, that  more  and  more  of  them  are 
intent  on  extracting  the  maximum  profit 
from  their  patients  is  perhaps  the  chief  rea- 
son for  the  pressure  in  favor  of  expanded 
socialized  medicine.  While  your  abilities  are 
now  almost  universally  conceded,  your  good 
intentions  are  coming  under  increasing 
question. 

You  all  know  the  famous  old  painting  of 
the  family  doctor  sitting  pensively  ait  the 
bedside  of  the  sick  child.  This  is  still  the 
idealized  image  of  the  family  doctor.  But 
the  trouble  with  that  gentle  old  practitioner 
was  that  sitting  was  just  about  the  best 
thing  he  could  do.  His  bag  of  tricks  was 
small.  His  pharmacopoeia  of  herbs,  tinc- 
tures and  elixirs  was  generally  worthless 
and,  at  best,  as  crude  as  a mustard  plaster 
and  as  violent  as  calomel. 

Being  of  long  experience  he  could,  at  the 
moment  you  let  him  in  the  door,  smell  ty- 
phoid fever  or  diphtheria.  But  diagnosis 
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was  not  enough  and  comfort  was  not  enough. 
Too  often  at  the  end  of  his  long  vigil  he 
drew  the  sheet  gently  over  the  face  of  the 
patient.  Yet  people  loved  him. 

The  doctor  of  today  has  a bag  of  tricks 
fatter  than  Santa  Claus’  sack.  Rarely  does 
he  sit  pensively  at  the  bedside,  staring  at 
an  acute  illness.  He  summons  an  ambulance. 
He  alerts  the  operating  room  or  he  orders 
the  oxygen  tent  made  ready.  The  plasma 
bottles  are  rigged  or  the  artificial  kidney 
is  wheeled  in.  From  a huge  dispensary 
come  syringes  and  chemicals  that  would 
have  flabbergasted  Paracelsus  and  delighted 
Erlich. 

The  modern  doctor  is  not  a bed-sitter.  He 
is  a whirlwind  of  action.  He  makes  things 
happen — or,  better  yet,  he  makes  things  not 
happen.  For  his  vaccines  and  anti-toxins 
have  blotted  up  the  old  scourges.  The  pest 
houses  have  vanished.  The  recurrent  ma- 
larial ague  which  our  forefathers  considered 
almost  as  natural  as  puberty  is  largely  mem- 
ory. He  is  doing,  in  general,  a magnificent 
job,  as  the  actuarial  tables  of  any  life  in- 
surance company  will  testify. 

Yet,  often  he  is  not  loved.  Why? 

First,  (it  seems  to  me)  he  is  overworked. 
He  is  overworked,  primarily,  because  the 
appetite  for  medical  services  has  never  been 
so  great. 

Because  the  doctor  is  overworked  he  tries 
to  use  his  time  to  the  best  advantage.  The 
house  call,  generally,  is  an  inefficient  meth- 
od of  practicing  modern  medicine.  In  the 
first  place,  it  is  impossible  for  the  doctor 
to  put  his  best  tools  in  a black  bag,  or  even 
in  his  car  trunk.  Secondly,  the  night  house 
call  cuts  into  the  doctor’s  generally  inade- 
quate rest  and  injures  his  efficiency  the  next 
day. 

Furthermore,  many  house  calls  are  un- 
necessary. If  a man  leaped  into  his  clothes 
and  roared  out  of  the  driveway  every  time 
a panicky  young  mother  had  a croupy  baby 
he’d  be  leaping  and  roaring  most  nights  of 
the  year.  So  the  doctor  argues  sincerely  and 
with  considerable  logic  that  the  patient 
should  come  to  the  office. 

The  only  trouble  is  that  whenever  a real 
emergency  fails  to  get  a response  the  scars 
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go  deep.  The  husband  of  an  elderly  woman 
friend  of  mine  developed  coronary  symp- 
toms at  five  A.M.  The  sleepy  physician  sug- 
gested over  the  phone  that  the  patient  be 
given  a sedative  and  show  up  at  the  office 
before  noon.  Half  an  hour  later  the  frantic 
wife  held  a dead  man  in  her  arms.  Although 
her  political  philosophy  is  to  the  right  of 
Benjamin  Harrison  she  is  now  gung  ho  for 
socialized  medicine.  Not  that  she  would  get 
any  better  service,  but  she  thinks  this  would 
punish  doctors. 

I believe  that  in  every  community  above 
20,000  population  the  local  medical  society 
should  designate  physicians  on  a rotating 
schedule  to  handle  those  night  calls  which, 
although  they  may  not  be  urgent,  the  caller 
thinks  are  urgent.  In  larger  communities 
such  a chore  could  be  handled  by  young  in- 
terns and  residents.  For  if  medicine  is  to 
maintain  its  humanitarian  image  it  must  be 
prepared,  like  the  fire  department,  to  re- 
spond in  some  way  to  all  alarms,  even  false 
ones.  In  many  communities,  when  the  time 
is  inconvenient  the  medical  response  is  too 
weak. 

The  doctor  who  prefers  the  office  visit  to 
the  house  call  has  brother  doctors  who  pre- 
fer group  medicine  to  individual  practice. 
Here,  again,  the  logic  is  excellent.  Group 
or  clinical  medicine  means  that  a number 
of  doctors  are  able  to  join  together  in  the 
same  facility  and  practice  their  chosen  spe- 
cialties. All  are  mutually-supportive.  The 
diagnostic  and  therapeutic  gizmos  and  gadg- 
ets can  be  far  more  expensive  and  elaborate 
than  could  ever  have  been  afforded  by  the 
old-time  doctor  with  the  cabinet  of  simple 
instruments  in  his  office  over  the  village 
drug  store. 

But  the  office  over  the  drug  store  is  empty. 
The  nearest  clinic  could  be  50  miles  away. 
There  is  a sense  among  the  rural  people  that 
they  have  been  abandoned.  There  is  fear 
among  them,  and  anger.  Yet  the  imperative 
of  centralized  medical  facilities  is  over- 
whelming. The  question  is:  How  do  you  get 
help  for  the  small  town  patient,  or  the  farm 
accident  victim,  or  the  highway  casualty? 

Doctor  Stanley  McCampbell,  your  incom- 
ing president,  is  determined  to  wrestle  with 
this  problem.  He  has  suggested  a series  of 
clinics — one  for  every  two  counties,  some- 
what similar  to  a rural  consolidated  school 
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district.  Or  perhaps  we  may  have  to  go  to 
some  sort  of  a helicopter  emergency  service 
in  which  the  doctor  on  emergency  call  takes 
the  elevator  to  the  helicopter  on  the  hospital 
roof,  is  flown  at  90  miles  an  hour  direct  to 
the  patient,  gives  emergency  treatment  on 
the  spot  and  accompanies  the  patient  back 
to  the  hospital.  This  would  be  expensive, 
but  subsidizing  doctors  to  man  clinics  for 
every  two  counties  would  be  expensive,  too. 

But  Doctor  McCampbell  is  absolutely 
right.  Something  must  be  done. 

Secondly,  the  medical  profession  must  be 
more  vigilant  than  it  has  been  in  curbing 
its  own  racketeers.  It  has  done  pretty  well 
in  curbing  the  utter  quacks.  The  state  ex- 
aminations are  generally  adequate  and  the 
requirements  for  fellowships  are  usually 
stiff.  But  a bloodsucker  is  a bloodsucker, 
even  if  he  is  also  a competent  journeyman. 

Doctors  generally  know  who  the  over- 
chargers are  in  their  own  communities. 
They  know  the  guys  who  sock  struggling 
young  married  couples  on  the  theory  that 
the  parents  will  stand  the  gaff.  They  know 
the  over-eager  young  surgeons  who  are 
searching  for  a formula  for  instant  Cadil- 
lacs. 

Most  medical  societies  anesthetize  their 
consciences  by  setting  up  grievance  commit- 
tees to  which  irate  patients  may  direct  their 
complaints.  But  few  patients  with  any  pride 
ever  complain.  Mostly  they  pay  up  eventual- 
ly and  then  spend  the  rest  of  their  lives 
nursing  resentment  against  the  whole  pro- 
fession. It  is  the  silent,  but  injured  patient 
who  is  more  dangerous  to  the  future  of  pri- 
vate medicine  than  the  squawker  who  gets 
relief  or  the  deadbeat  who  doesn’t  pay  at  all. 

Therefore,  I was  pleased  to  read  in  our 
paper  yesterday  that  Doctor  Howard  Keith 
of  Shattuck  was  explaining  to  this  group  the 
not-yet-operable  foundation  for  peer  review 
of  charges  among  OSMA  members.  It’s 
time  this  was  put  into  high  gear. 

I think  medical  societies  should  insist,  as 
a membership  requirement,  on  the  right  to 
examine  charges,  taking  into  consideration 
the  difficulty  of  the  treatment,  the  amount 
of  time  consumed,  and  the  wealth  of  the 
patient.  And  in  those  cases  where  charges 
run  consistently  out  of  line  there  should  be 
some  very  tough  talk,  for  the  boodlers  are  a 
menace  to  the  whole  group. 
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It  was  sad  that  a few  years  ago  it  was 
the  Department  of  Justice,  not  the  medical 
profession,  that  blew  the  whistle  on  ophthal- 
mologists who  were  taking  blatant  kick- 
backs  from  eyeglass  lense-grinders. 

Equally  sad  was  the  testimony,  a few 
years  ago,  before  the  Senate  Anti-Trust  and 
Monopoly  Committee  in  which  the  associate 
general  council  of  the  Association  of  Retail 
Druggists  charged  collusion  between  many 
doctors  and  the  pharmacies  in  which  they 
had  a financial  interest. 

There  are  in  America  10,500  doctors  who 
own  all  or  part  of  a pharmacy  in  their  com- 
munities. Most  of  these  investments  are 
innocent  ones.  Doctors  invest  their  spare 
cash  in  many  enterprises  and  it  is  not  re- 
markable, since  they  deal  in  medicines,  that 
they  would  have  a natural  affinity  for  the 
drug  business. 

But  the  possibility  of  abuse  is  obvious. 
And  a little  abuse  can  start  a big  and  all- 
inclusive  charge  of  misconduct.  As  a matter 
of  self-protection  it  would  seem  to  me  wise 
if  medical  societies  constantly  made  spot 
checks  to  insure  that  prescriptions  are  not 
written  on  forms  which  would  tend  to  direct 
a patient  to  a certain  prescription  shop,  and 
that  prices  charged  by  doctor-owned  dis- 
pensaries are  strictly  in  line. 

If  medical  societies  do  nothing  you  can’t 
blame  John  Q.  Public  for  harboring  the  im- 
pression that  doctors  collectively  cannot  or 
will  not  protect  the  patient  and  that  Big 
Brother  in  Washington  is  his  only  friend. 
Thus  he  is  softened  up  for  greater  govern- 
ment control. 

I don’t  have  to  tell  this  audience  about 
the  evils  of  the  professional  malpractice 
lawyer,  about  the  fantastic  increases  in  mal- 
practice insurance  premiums,  about  the  way 
many  good  doctors  are  grossly  penalized  for 
an  honest  guess  that  went  wrong  or  for  an 
accident  incident  to  a normally-hazardous 
operation.  Once,  on  a transatlantic  ship,  a 
distinguished  professor  of  medicine  from 
Chicago  confided  to  me  that  he  is  so  afraid 
of  a malpractice  suit  that  when  the  cry 
arises,  “Is  there  a doctor  in  the  audience?” 
he  sits  with  folded  hands.  I’d  give  him  “A” 
for  caution  and  “F”  for  moral  courage. 

Yet,  in  spite  of  the  fact  that  fraudulent 
or  exaggerated  malpractice  actions  are  a 
hazard  facing  every  doctor,  it  is  no  particu- 
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lar  credit  to  the  profession  that  expert  de- 
fense testimony  can  be  instantly  summoned 
by  the  MD  who  has  lurched  in  to  do  emer- 
gency brain  surgery  with  five  Martinis 
aboard. 

Defense  testimony,  in  malpractice  suits, 
that  boggles  the  credulity  of  a jury  tends  to 
weaken  confidence  in  the  profession. 

One  great  source  of  disillusionment  among 
the  American  people  has  been  the  rising 
cost  or  thinning  cover  of  health  insurance 
plans. 

Those  plans  that  make  specific  cash  al- 
lowances for  hospital  care  are  falling  farther 
and  farther  behind  actual  bills,  while  plans 
like  Blue  Cross,  which  undertake  to  cover 
all  of  ordinary  hospital  expenses  have  in- 
creased steadily  in  price,  and  the  public  is 
beginning  to  scream. 

Yet  the  principle  of  some  form  of  health 
insurance  is  now  well  accepted.  Two-thirds 
of  America’s  families  are  signed  up  with 
one  plan  or  another. 

In  spite  of  what  appear  to  be  enormous 
daily  rates  charged  by  modern  hospitals  it 
cannot  be  honestly  said  that  hospitals  are 
profiteering  Their  expenses  are  up  sub- 
stantially. The  cost  of  physical  plant,  equip- 
ment, nurses  and  common  labor  bear  no  re- 
lation to  the  costs  of  even  ten  years  ago. 
And  hospital  care,  of  course,  is  better  than 
ever  and  the  patient  who  is  discharged  in 
four  days  instead  of  six  can  stand  a 50  per 
cent  increase  in  his  hospital  daily  rate  with- 
out suffering  any  greater  outlay. 


Well-known  newspaper  editor  and  col- 
umnist, Jenkin  Lloyd  Jones  began  tvork  for 
the  Tulsa  Tribune  as  a reporter  in  1933,  be- 
coming editor  in  19 hi  and  publisher  in  1963. 
Mr.  Jones’  weekly  newspaper  column  appears 
in  150  newspapers  with  a circulation  of 
10,000,000.  He  has  been  the  recipient  of 
many  distinguished  service  awards  from 
various  colleges  and  universities. 

Mr.  Jones  served  as  President  of  the 
Chamber  of  Commerce  of  the  U.S.  in  1969 
and  as  chairman  of  the  board  in  1970.  He 
is  a member  of  the  American  Society  of 
Neivspaper  Editors,  the  International  Press 
Institute,  and  the  Inter-American  Press  As- 
sociation. 
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But  I wonder  if  the  medical  profession 
has  thrown  adequate  weight  behind  schemes 
for  getting  hospital  costs  down.  In  a city 
like  my  own,  which  contains  four  major  hos- 
pitals, there  is  bitter  rivalry  among  them 
and  a determination  by  each  to  have  the 
latest  and  finest  equipment,  including  equip- 
ment that  is  used  only  once  or  twice  a week. 
We  have  made,  I must  allow,  some  slight 
improvement.  One  of  our  hospitals  by  com- 
mon agreement,  has  become  a major  burn 
center.  Is  there  any  reason  why  certain  hos- 
pitals should  not  be  designated  for  the  treat- 
ment of  certain  relatively  rare  ailments? 
You  could  save  a lot  of  money  in  refusing 
to  duplicate  exotic  gadgets. 

Similarly,  it  seems  silly  to  keep  a conva- 
lescent patient  in  a room  built  at  great  ex- 
pense for  intensive  care.  Why  shouldn’t 
every  hospital  have  a “getting  well”  wing 
with  half  the  nurses,  no  piped  oxygen,  no 
two-way  communications  and  half  the  gadg- 
ets? The  therapeutic  effect  upon  the  patient, 
as  he  finds  himself  graduated  to  this  half- 
way-house-to-home,  might  be  considerable 
and  the  savings,  both  in  construction  and 
patient  care,  should  be  important. 

For  a long  time  the  American  medical 
fraternity  looked  upon  medical  insurance 
plans  with  suspicion  and  left  them  in  the 
hands  of  salesmen.  It  is  my  impression  that 
the  best  brains  in  the  AMA  have  not  yet 
tackled  the  wide  alternatives  which  might 
make  more  people  happy  with  medical  insur- 
ance under  a system  which  still  leaves  the 
doctor  a free  agent. 

The  so-called  “Major  Medical”  expense 
plans  are  designed  to  stave  off  bankruptcy 
caused  by  a serious,  prolonged  illness.  In  a 
pamphlet  put  out  not  long  ago  by  the  AFL- 
CIO  it  is  said,  “In  the  eyes  of  the  physician 
this  insurance  greatly  increases  the  patient’s 
ability  to  pay  and  is  likely  to  lead  many  phy- 
sicians to  charge  considerably  more  than 
they  would  in  the  absence  of  such  coverage.” 

Remember,  of  course,  this  is  a labor  union 
speaking  which  has  shown  itself  to  be  gen- 
erally friendly  toward  socialistic  approaches 
to  everything  except  the  pricing  of  labor. 
But  a large  number  of  Americans  share  the 
suspicion  that  many  doctors  take  notice  of 
insurance  benefits  and  then  start  calculating 
ability  to  pay  from  that  point  upward. 

It  is  the  fear  of  catastrophic  illness  that 
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haunts  the  average  American  much  more 
than  a desire  to  cut  the  cost  of  ordinary, 
short  term  medical  treatment.  It  would 
seem  to  me  not  only  good  humanity  but  good 
self-preservation  if  the  medical  profession 
studied  diligently  the  possibility  of  coming 
up  with  a reasonably-priced  scheme,  carry- 
ing a healthy  deductible,  which  would  still 
preserve  most  of  a man’s  estate  even  if  he 
burnt  out  his  bearings. 

For  let’s  not  delude  ourselves  that  the 
general  public  in  America  shares  the  medi- 
cal profession’s  horror  of  socialized  medi- 
cine. It  doesn’t.  The  enthusiasm  for  Medi- 
care and  Medicaid  is  real,  and  it  is  already 
creating  an  appetite  for  steadily-expanding 
government  health  services. 

When  the  British  Labour  Party  inaugu- 
rated its  National  Health  Service  25  years 
ago  many  doctors  on  both  sides  of  the  At- 
lantic confidently  expected  it  to  flop  quick- 
ly. They  pointed  to  the  likelihood  of  the 
overuse  of  hospitals,  of  sloppy  diagnosis  and 
sloppier  treatment  by  doctors  who  couldn’t 
get  their  patients  in  their  waiting  rooms, 
of  a gradual  drying  up  of  medical  students 
as  young  men  would  balk  at  studying  so 
hard  to  become  virtual  civil  servants. 

Most  of  these  predictions  were  correct. 
There  is  a tendency  in  Britain  to  overuse 
hospitalization.  Many  doctors  are  rushed, 
indeed.  Abuse  of  prescriptions  reached  a 
point  where  the  government  had  to  impose 
moderate  charges.  The  quality  of  medical 
training  and  the  quality  of  medical  treat- 
ment is  now  vastly  superior  in  the  United 
States.  It  is  significant  that  a former  Brit- 
ish prime  minister  went  to  Boston  for  his 
operation. 

But  while  the  British  grouse  about  the 
medical  services  as  they  grouse  about  every- 
thing, you  can  find  almost  no  one  who  wants 
them  repealed.  For  the  average  Briton,  who 
previously  had  rarely  felt  he  could  afford  a 
doctor,  has  found  himself  getting  the  best 
medical  treatment  he  ever  had.  Socialized 
medicine  doesn’t  have  to  be  excellent  medi- 
cine. It  only  has  to  be  better  medicine  and 
more  medicine  than  the  citizen  has  been 
used  to.  And  he  is  not  only  satisfied,  but 
delighted. 

Last  summer  Doctor  Jack  Richardson  of 
Tulsa  and  I toured  Siberia.  At  Khabarovsk 
we  visited  a clinic.  I said  it  looked  like  1900 
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medicine.  Jack  said  it  looked  more  like  1890 
to  him. 

A few  years  ago  I was  down  in  Sochi,  the 
famous  Russian  health  resort  on  the  Black 
Sea  where  the  shock-workers  and  quota-ex- 
ceeding miners  are  sent  on  vacation  as  a 
reward  for  having  extended  themselves  for 
the  glory  of  the  Soviet. 

In  the  leading  spa  a woman  doctor  who 
looked  like  a Japanese  sumo  champion  wad- 
dled around  showing  us  with  pride  the  sitz 
baths  and  tallow  baths  and  other  hoary  old 
bits  of  quackery  which  western  medicine 
put  in  the  ashcan  years  ago.  I gathered  that 
the  average  training  of  doctors  on  that  staff 
was  about  equivalent  to  that  of  a U.S.  Navy 
chief  corpsman. 

This  is  not  to  suggest  that  the  top  Soviet 
medical  researchers  are  not  impressive  by 
our  standards.  They  certainly  are.  I mere- 
ly point  out  that  at  the  ordinary  patient 
level  Soviet  medicine  is  pretty  primitive. 
But  so  far  as  I was  able  to  ascertain  the 
workers  loved  it.  They  had  undoubtedly  been 
told  that  the  whirlpool  tubs  were  a Soviet 
invention  and  that  the  mud  packs  represent- 
ed the  latest  whisper  in  therapy. 

This  was  medicine  as  against  the  no-med- 
icine that  they  all  remembered.  It  was  bet- 
ter than  anything  they  had  ever  had.  And 
I’m  sure  they  felt  compassion  for  the  poor, 
exploited  American  worker  who  must,  they 
are  told,  cross  the  doctor’s  palm  with  gold 
or  die  untended  in  his  hovel. 

It  is  true  that  because  of  our  general  con- 
dition of  prosperity  a larger  percentage  of 
Americans  have  experienced  first-class  med- 
ical care  than  the  citizens  of  any  other  na- 
tion. It  is  true  that  they  would  not  be  satis- 
fied with  a socialized  medicine  on  the  Rus- 
sian level  or  even  the  English  level. 

But  it  is  disturbing  that  seven  years  ago 
doctors  in  Saskatchewan  only  succeeded  with 
the  greatest  difficulty  in  modifying  a state 
take-over.  Clearly,  private  medicine  all  over 
the  world  has  a selling  job  to  do. 

The  time  may  now  have  arrived  when 
American  medicine  must  worry,  not  only 
about  public  relations,  but  about  publicity. 
Plain  old  publicity.  I would  suggest  that 
every  legitimate  opportunity  be  used  to  dem- 
onstrate that  doctors — private  doctors — are 
seriously  concerned  with  the  public  welfare. 
This  type  of  publicity — propaganda,  if  you 
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wish — should  be  brought  down  to  the  level 
of  the  county  medical  society  and  tailored 
to  the  interests  of  the  local  community 

1 am  aware  that  a specific  triumph  by  an 
individual  doctor  is  not  supposed  to  be  pub- 
licized in  the  local  press  lest  he  gain  an  un- 
fair advantage  over  his  colleagues.  The  phy- 
sician who  reads  with  interest  and  sympathy 
the  achievements  of  a doctor  in  a neighbor- 
ing state,  as  set  forth  in  large  spreads  in 
Time  or  Life,  will  have  apoplexy  if  a mem- 
ber of  his  own  society  is  cited  in  the  local 
newspaper  for  righting  an  upside-down 
stomach  or  removing  a bullet  from  a heart. 

Newspapermen  must,  of  course,  be  wary 
of  glory  grabbers.  There  is  danger  that  if 
the  bans  were  relaxed  we  might  clumsily 
exalt  the  medical  exhibitionist.  But  medi- 
cine is  the  only  profession  I know  where  out- 
standing achievement  is  supposed  to  be  kept 
a secret  from  the  community  in  which  it  has 
occurred. 

Moreover,  there  is  much  more  to  be  done 
than  personal  publicity.  The  medical  com- 
munity, as  a whole,  can  legitimately  be  given 
a warmer  image.  Simple  things : 

It  is  winter  and  a flu  epidemic  strikes. 
The  medical  society  can  release  an  article, 
written  anonymously  by  a competent  mem- 
ber, discussing  the  type  of  flu  that  is  preva- 
lent in  the  neighborhood,  its  probable  se- 
verity, and  the  best  means  of  avoiding  it. 

It  is  spring  and  the  campers  are  going 
forth.  The  medical  society  describes  a new 
and  better  water-purifying  tablet  and  warns 
that  in  certain  nearby  counties  Rocky  Moun- 
tain spotted  fever  has  been  caused  by  ticks. 

It  is  summer  and  everybody  is  picnicking. 
The  medical  society  comes  up  with  a release 
discussing  the  speed  with  which  salmonella 
bacteria  can  spread  in  warm  custards  and 
salads. 

It  is  fall  and  mothers  are  frightened  be- 
cause a strange  thing  called  mononculeosis 
has  appeared  in  several  schools.  The  medical 
society  describes  the  disease  and  puts  the 
danger  in  focus. 

What  is  the  community  talking  about?  Is 
the  swimming  lake  polluted?  The  medical 
society  should  examine  the  tests  and  demand 
corrective  action.  The  police  have  com- 
plained about  juvenile  glue-sniffers.  Is  it 
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really  dangerous?  The  medical  society  says 
it  is,  and  why.  What  can  be  done  about  this 
24-hour  virus,  now  “going  around,”  and 
causing  nausea  and  diarrhea?  The  medical 
society  says  “nothing,”  but  it  won’t  kill  you. 

I do  not  suggest  poaching  into  the  field 
of  the  syndicated  medical  columnist  who 
discusses  ailments  of  all  kinds.  But  I do 
suggest  that  the  county  medical  group  con- 
cern itself  with  helping  the  public  come  to 
sane  conclusions  about  current  local  medical 
problems. 

Sure,  that’s  also  the  job  of  the  director 
of  the  city  or  county  health  department.  But 
do  MD’s  really  want  to  train  people  to  look 
to  doctors  supported  by  the  government  for 
all  friendly  advice  and  counsel? 

How  youngsters  feel  about  doctors  is  of 
utmost  importance  to  your  future,  for  they 
are  tomorrow’s  voters. 

I think  the  medical  profession  is  missing 
a great  chance  in  its  failure  to  develop  a 
kindly  father  image  in  this  group. 

For  example  puberty  seems  to  be  particu- 
lary  rough  on  the  younger  generation  of  to- 
day. They  still  hear  the  stern  moral  preach- 
ments of  the  traditional  Christian  ethic  in 
church  while  at  the  same  time  they  are  in- 
trigued by  the  new  hedonism  that  advises 
them  to  do  whatever  comes  naturally.  In 
many  cases  there  are  manifestations  of  guilt 
and  insecurity.  The  percentage  of  teen- 
agers suffering  from  neurotic  symptoms 
seems  to  be  growing  and  it  occurs  to  me 
that  it’s  time  for  the  medical  profession  col- 
lectively to  step  in  with  some  solid  advice 
and  reassurance. 

To  this  end  a county  medical  society  could 
designate  articulate  members  to  go  before 
high  school  assemblies  and  discuss  the  prob- 
lems of  growing  up.  The  speakers  could  as- 
sure their  young  hearers  that  hot  flashes  and 
temporary  depressions  are  not  the  same  as 
incipient  insanity,  but  that  neither  is  im- 
morality the  road  to  happiness.  They  should 
level  with  the  kid  about  drugs.  Young  peo- 
ple must  be  told  that  a certain  amount  of 
frustration  is  part  of  wise  living  and  that 
without  a degree  of  self-discipline  there 
won’t  be  much  character  development  or 
emotional  stability. 

I think  high  school  principals  would  bless 
such  speakers.  I believe  the  youngsters 
would  respond  warmly.  And  it  would  help 
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smash  the  theory  that  doctors  are  interested 
only  in  those  people  to  whom  they  can  send 
a bill. 

There’s  a lot  that  could  be  done  to  bright- 
en the  image  of  private  medicine  in  America 
that  simply  isn’t  being  done. 

Let  Oklahomans  know  that  the  Oklahoma 
State  Medical  Association  is  not  only  con- 
cerned about  medical  overchargers,  but  is 
prepared  to  initiate  action  against  habitual 
abusers  even  where  there  are  no  specific 
complaints  from  patients. 

Let  Oklahomans  know  that  the  Oklahoma 
State  Medical  Association  is  all  in  favor  of 
health  insurance,  that  it  will  strongly  react 
to  those  members  who  may  use  it  as  a device 
for  hiking  fees,  and  that  it  is  searching  for 
new  forms  of  insurance  that  may  provide 
essential  coverages  at  a cheaper  price. 


Finally,  let  the  Oklahoma  State  Medical 
Association  talk  more  often  to  Oklahomans 
— not  about  what  doctors  want  but  about 
what  concerns  the  citizen  and  his  children. 
Something  has  to  be  done  about  dusting  off 
that  old  painting  again,  the  one  about  the 
pensive  doctor  at  the  bedside  of  the  sick 
child.  The  hurried  MD  who  dashes  through 
his  Thursday  morning  calls  so  that  he  can 
meet  the  boys  for  lunch  at  the  club  house 
may  well  deserve  his  half  holiday.  But  a 
painter  wouldn’t  be  able  to  catch  him. 

Your  genius  is  conceded.  Your  techniques 
are  admired.  Your  researches  are  held  in 
awe.  But  these  things  won’t  save  you  from 
the  smothering  embrace  of  the  Welfare 
State. 

It  is  your  heart  you  have  to  prove.  □ 
The  Tulsa  Tribune,  Tulsa,  Oklahoma  74102 


ATTENTION 

GENERAL  PRACTITIONERS  AND  INTERNISTS 


Sponsored  by  The  American  Fertility  Society 

"The  Evaluation  and  Treatment  of  the  Infertile  Couple" 

SUNDAY,  NOVEMBER  12th,  1972  NEW  ORLEANS,  LOUISIANA 

New  Orleans  Marriott  Hotel 

This  program  is  designed  for  the  generalist  and  internist  to  al- 
low him  to  be  comfortable  in  discussing  programs  of  infertility 
with  his  patients. 

The  specific  diagnostic  and  therapeutic  techniques  to  be  re- 
viewed include  management  of  male  infertility,  ovulation  prob- 
lems, tubal  problems  and  cervical  problems. 

Pre-registration  requests  or  requests  for  additional  information 
should  be  directed  to  Herbert  H.  Thomas,  MD,  Medical  Director’ 
1801  Ninth  Avenue  South,  Birmingham,  Alabama  35205. 
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Goals  For  An  Effective 
National  Health  Program 


WILBUR  J.  COHEN 

In  MY  OPINION,  there  are  three  broad 
lines  which  medical  care  in  the  United  States 
may  take:  On  the  one  hand  there  is  a con- 
tinuation of  the  present  system ; on  the  other, 
there  is  the  transformation  of  the  present 
system  into  a full-time  salaried  service  with 
practitioners  becoming  employees  of  a gov- 
ernmental enterprise — usually  called  “so- 
cialized medicine.”  I do  not  favor  either  of 
these  two  approaches.  I favor  a pragmatic 
intermediate  approach  which  builds  upon 
the  last  forty  years  of  experience  in  the 
United  States. 

I am  one  of  the  many  persons  in  our 
nation  who  believe  that  the  establishment 
of  a National  Health  Security  Plan  is  in- 
evitable during  the  next  five  years.  Such 
a plan  would  cover  everyone  in  the  nation 
from  birth  to  death — the  rich,  the  poor;  the 
young  and  the  old ; the  middle-income  earn- 
er and  the  middle-aged ; the  black,  and  the 
white ; everyone  living  or  working  in  the 
United  States  in  urban  or  rural  areas;  in 
large  corporations  or  small  businesses;  in 
domestic  service  or  migratory  labor. 

The  essential  elements  in  a responsible 

Presented  to  the  Annual  Meeting  of  the  Oklahoma  State 
Medical  Association.  May  20th,  1972.  Oklahoma  City. 
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and  responsive  National  Health  plan  are  the 
following : 

1.  Breaking  the  harrier  between  paying 
for  health  care  and  eligibility  for  service. 
One  of  the  key  purposes  of  a national  health 
plan  is,  as  far  as  possible,  to  arrange  to  pre- 
pay health  costs  when  the  individual  is  work- 
ing so  that  basic  financial  considerations 
are  not  a major  problem  during  illness. 

2.  Requiring  the  employee  and  self-em- 
ployed to  pay  part  of  the  costs.  This  would 
assure  the  individual  of  a statutory  right  to 
benefits  without  a means  test.  By  large 
numbers  of  people  paying  small  amounts 
over  a long  time,  all  individuals  can  be  as- 
sured of  covei’age  for  comprehensive  medi- 
cal care  protection.  Such  a plan  would,  as 
Sir  Winston  Churchill  has  said,  bring  the 
magic  of  the  averages  to  the  rescue  of  the 
millions. 

3.  Requiring  the  employer  to  pay  part 
of  the  costs  so  the  immediate  financial  bur- 
den is  not  so  great  on  the  individual.  More- 
over, the  employer  should  be  involved  in  the 
planning  of  community  health  services  and 
be  concerned  about  adequate  access  to  health 
services  for  his  employees  and  their  fami- 
lies. 

4.  Requiring  the  government  to  contrib- 
ute part  of  the  cost.  This  would  enable  in- 
dividuals without  incomes  or  with  low  in- 
come to  receive  equal  access  to  health  serv- 
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ices  on  the  same  basis  as  those  with  more 
adequate  incomes.  Thus,  the  stigma  of  pov- 
erty and  welfare  would  be  removed  from  the 
medical  care  system.  Medicaid  could  be  sub- 
stantially reduced. 

5.  Requiring  employee  and  employer 
contHbutions  to  be  handled  as  part  of  social 
security  contributions.  This  would  greatly 
reduce  the  cost  of  collecting  contributions 
which  now  takes  place  through  hundreds  of 
separate  and  costly  administrative  arrange- 
ments. A single  system  of  collecting  contri- 
butions would  be  more  economical  than  the 
present  system  and  would  reduce  the  costs 
of  universal  coverage  by  about  a billion  dol- 
lars a year. 

6.  Providing  for  eligibility  to  services 
solely  and  simply  by  virtue  of  residence  in 
the  United  States.  A universal  program 
would  simplify  the  eligibility  process,  re- 
duce accounting,  and  keep  administrative 
costs  to  a minimum.  One  eligibility  card  and 
one  reimbursement  form  for  physicians 
would  be  feasible. 

7.  Assuring  that  access  to  service  for 
all  persons  throughout  the  nation  would  be 
determined  by  federal  rules.  Uniform  na- 
tionwide contributions  to  the  health  security 
system  should  be  accompanied  by  uniform 
nationwide  standards  of  access  to  services. 
This  would  assure  an  individual  of  a fair 
hearing  on  matters  in  dispute  before  a fed- 
eral agency  and  an  appeal  for  judicial  re- 
view on  matters  of  law  by  federal  courts. 
Thus,  due  process  and  equal  treatment  would 
be  assured  every  individual  irrespective  of 
his  color,  age,  sex,  education,  or  background. 

8.  Providing  for  a broad  range  of  medi- 
cal services  with  specific  arrangements  for 
extending  services  over  a reasonable  period 
of  time.  While  comprehensive  and  complete 
medical  service  is  a desirable  objective,  it  is 
not  feasible  to  attain  that  goal  immediately 
as  part  of  eligibility  under  a national  health 
program.  Hence,  any  national  health  pro- 
gram should  include  specific  provisions  for 
a step-by-step  expansion  of  such  services  as 
out-of-hospital  prescription  drugs,  nursing 
home  care,  dental  services,  and  similar  serv- 
ices which  require  planning  and  organiza- 
tion for  their  universal  availability.  Such 
planning  must  be  coordinated  with  plans  for 
training  of  health  personnel,  building  ap- 
propriate facilities,  recruitment  and  rede- 


ployment of  personnel,  and  the  development 
of  health  maintenance  organizations. 

9.  Providing  for  new,  innovative,  eco- 
nomical, and  efficient  methods  of  organizing 
and  delivering  medical  care.  Financial  in- 
centives should  be  provided  for  expanding 
ambulatory  and  outpatient  care,  improved 
emergency  services,  health  maintenance  or- 
ganizations, salary  and  capitation  payments, 
multiphasic  screening,  periodic  examina- 
tions, and  community-sponsored  coordinated 
plans  for  health  education,  family  planning, 
nutrition,  and  environmental  concerns. 
Nurses  and  other  health  personnel  should 
take  a more  effective  leadership  role  in  com- 
munity health  education  programs. 

10.  Encouraging  and  accelerating  plans 
for  more  effective  increase  in  health  person- 
nel. Financial  incentives  should  be  provid- 
ed for  expanding  the  training  of  more  phy- 
sicians, nurses,  dentists,  and  other  health 
personnel  including  physicians’  assistants, 
aides,  technicians,  and  allied  health  person- 
nel. Particular  attention  should  be  paid  to 
training  more  black  persons  and  individuals 
from  other  minority  groups,  and  for  moi’e 
women  to  have  opportunities  to  participate 
in  the  health  care  system.  Medical,  nursing, 
and  other  health  schools  training  health  per- 
sonnel must  establish  incentives  and  ar- 
rangements to  assist  in  the  more  rational 
distribution  of  personnel  and  services. 

11.  Providing  opportunities  for  the  con- 
sumer as  taxpayer  and  patient  to  play  a sig- 
nificant role  in  policy  formulation  and  ad- 
ministration of  the  health  system.  Health 
care  is  too  important  to  allow  it  to  be  the 


Wilbur  J.  Cohen  is  Professor  of  Educa- 
tion and  Dean  of  the  School  of  Education 
at  The  University  of  Michigan  in  Ann  Ar- 
bor. Former  Secretary  of  Health,  Educa- 
tion, and  Welfare,  Mr.  Cohen  has  been  as- 
sociated with  the  broad  fields  related  to  hu- 
man well-being  during  his  entire  profession- 
al career  as  a teacher,  administrator  and 
policy-maker  at  national  levels.  He  tvas  the 
recipient  of  an  honorary  Doctor  of  Laws  de- 
gree in  1966  as  well  as  honorary  degrees 
from  a number  of  universities.  He  has  re- 
ceived various  awards  and  citations  for  dis- 
tinguished service  in  health,  education  and 
ivelfare. 
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sole  province  of  any  one  professional  or  bu- 
reaucratic group,  no  matter  how  well  trained 
or  well  intentioned.  Many  matters  of  vital  im- 
portance are  of  concern  to  the  consumer: 
how  effectively  his  money  is  spent,  the  ef- 
ficiency of  administration,  the  manner  in 
which  he  is  treated,  assurance  of  dignity 
and  privacy,  the  determination  of  priorities, 
and  a host  of  other  factors  other  than  the 
diagnosis  and  treatment  of  disease  or  dis- 
ability. A more  effective  partnership  be- 
tween the  professional,  the  consumer,  and 
the  bureaucrat  must  be  developed. 

12.  Assuring  health  personnel  reason- 
able compensation,  opportunity  for  profes- 
sional practice,  advancement,  and  the  exer- 
cise of  humanitarian  and  social  responsi- 
bility. The  various  components  in  a Nation- 
al Health  program  should  be  designed  so  as 
to  foster  the  highest  quality  of  medical  care 
with  individual  and  group  responsibility  for 
initiative,  advancement,  and  a sense  of  crea- 
tive and  social  responsibility.  Individuals 
providing  services  should  receive  fair  and 
reasonable  compensation  in  relation  to  their 
ability,  responsibility  and  productivity,  and 
should  be  able  to  choose  the  method  of  re- 
muneration. Compensation  should  be  ad- 
justed periodically  in  relation  to  changes  in 
costs  and  productivity.  Various  incentives 
should  be  provided  to  encourage  the  estab- 
lishment of  groups  including  health  mainte- 
nance organizations. 

13.  Encouraging  effective  professional 
participation  in  the  formulation  of  guide- 
lines, standards,  rules,  regulations,  forms, 
procedures,  and  organization.  There  should 
be  widespread  participation  by  all  health 
personnel  in  the  formulation  of  policy  at  the 
highest  levels  and  at  every  level  of  admin- 
istration. A cooperative  sense  of  participa- 
tion should  be  fostered  which  would  over- 
come hierarchal  considerations  and  inivdi- 
ous  distinctions  based  on  income,  education, 
or  prestige.  The  nursing  profession  should 


take  a leadership  role  in  relating  services  to 
individual  family  and  community  needs. 

14.  Requiring  a state  health  agency  to 
take  more  affirmative  leadership  in  provid- 
ing for  effective  delivery  of  medical  serv- 
ices. A nationwide  plan  should  utilize  state 
health  agencies  to  stimulate  the  availability 
and  coordination  of  services,  standards  for 
personnel  and  services,  and  handling  com- 
plaints, grievances  and  local  problems. 

15.  Fostering  a pluralistic  system  of  ad- 
ministration. There  are  widely  different 
ideas  in  the  different  parts  of  the  United 
States  and  among  different  groups  as  to 
how  medical  care  should  be  administered. 
As  science  and  technology  continue  to  de- 
velop new  methods  of  diagnosis  and  treat- 
ment, new  drugs,  and  new  systems  of  de- 
livery, we  should  be  willing  to  adapt  our  ar- 
rangements to  new  needs  and  new  styles. 

CONCLUSION 

A National  Health  Security  Plan  is  not  a 
panacea  to  solve  all  the  problems  of  medical 
care.  The  continued  increase  in  demand  for 
medical  services  while  the  increase  in  supply 
remains  inelastic  will  certainly  create  in- 
creasing price  and  cost  pressures  for  the 
foreseeable  future.  Changes  in  organiza- 
tion, delivery,  and  access  to  services  will  not 
occur  overnight.  Changes  in  school  curricula, 
admissions,  and  orientation  are  underway, 
but  will  take  time. 

Health  education  and  preventive  health 
care  must  be  expanded  in  order  to  make  it 
possible  for  the  available  medical  personnel 
and  facilities  to  handle  acute  and  chronic 
sickness  and  disability. 

Meanwhile,  we  must  make  a more  effec- 
tive effort  to  distribute  medical  services  in 
a more  rational  and  socially  conscious  man- 
ner than  at  present.  A National  Health  Se- 
curity Plan  is  a mechanism  to  focus  our 
planning  and  our  priorities  for  a more  in- 
telligent distribution  of  the  miracles  of  med- 
ical science  to  the  millions.  □ 


OSMA  COMMENT  IS  COMING  SEPTEMBER  1st 

A new  OSMA  Newsletter,  OSMA  Comment,  will  be  mailed 
on  the  first  of  each  month  to  all  OSMA  physicians.  It  is 
a one-page,  front  and  back,  newsletter  packed  with  infor- 
mation designed  for  quick  and  easy  reading.  The  first  issue 
will  be  sent  September  1st.  Watch  for  it! 
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CONTROL  OF  HOSPITAL  INFECTIONS 

The  week  of  June  5th  through  June  9th 
of  this  year  a short  course  on  hospital  infec- 
tion control  was  held  in  Oklahoma  City, 
sponsored  by  the  University  of  Oklahoma 
College  of  Health  and  involving  resources 
and  personnel  from  several  departments 
within  the  University  Health  Sciences  Cen- 
ter, the  Oklahoma  Hospital  Association,  the 
National  Center  for  Disease  Control,  and  the 
State  Department  of  Health. 

Infection  control  is  a multi-faceted  prob- 
lem with  complex  legal,  administrative  and 
technical  ramifications.  The  development 
of  effective  control  programs  within  hos- 
pitals requires  the  talents  of  many  experts 
working  together  under  the  direction  of  ap- 
propriate authority,  generally  the  hospital 
infection  control  committee.  Often  the  ex- 
pertise needed  to  develop  a surveillance  and 
control  program  within  a given  hospital  will 
not  be  available  among  the  medical  staff, 
the  laboratory,  or  the  administration.  An 
innovative  nurse  or  medical  technologist  can 
be  trained  in  the  basic  philosophy  and  tech- 
nique of  hospital  infection  surveillance,  and 
can  work  with  hospital  administration  and 
staff  in  designing  a system  that  meets  the 
hospitals  specific  needs  and  resources.  This 
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person  will  also  assume  day  to  day  responsi- 
bility for  the  program. 

Standards  established  by  the  Joint  Com- 
mittee on  Accreditation  of  Hospitals  require 
hospitals  to  provide  at  least  the  following 
for  infection  control  in  their  patients : An 
infection  control  committee  providing  sur- 
veillance services,  a sanitary  environment, 
facilities  for  the  isolation  of  infected  pa- 
tients, a competent  and  adequate  microbi- 
ology service,  restricted  duties  for  obstetri- 
cal nurses,  and  adequate  measures  against 
contamination  of  foods.  Failure  to  institute 
such  measures  has  been  taken  as  evidence  of 
hospital  negligence. 

The  Epidemiology  Division  of  the  State 
Department  of  Health  provides  consultation 
and  assistance  regarding  specific  infection 
problems,  including  investigations  of  out- 
breaks. □ 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  JUNE,  1972 


Disease 

June  1972 

June  1971 

May  1972 

Total  to  Date 
1972  1971 

Amebiasis 

3 

3 

2 

17 

34 

Brucellosis 

— 

— 

1 

3 

3 

Chickenpox 

8 

27 

13 

131 

179 

Encephalitis,  infect. 

1 

2 

1 

4 

10 

Gonorrhea 

817 

775 

1048 

4968 

3583 

Hepatitis,  infect.  & serum 

79 

43 

115 

402 

341 

Leptospirosis 

— 

— 

— 

1 

1 

Malaria 

— 

9 

1 

2 

57 

Meningococcal  infections 

— 

— 

— 

6 

4 

Meningitis,  aseptic 

— 

— 

— 

7 

10 

Mumps 

3 

14 

43 

146 

185 

Rabies  in  animals 

19 

18 

36 

197 

230 

Rheumatic  fever 

1 

3 

6 

20 

15 

Rocky  Mt.  spotted  fever 

8 

6 

4 

15 

12 

Rubella 

2 

9 

16 

33 

52 

Rubella,  congenital  syn. 

— 

— 

— 

— 

— 

Rubeola 

— 

17 

1 

8 

777 

Salmonellosis 

13 

15 

18 

68 

77 

Shigellosis 

9 

1 

10 

36 

36 

Syphilis 

98 

112 

153 

592 

671 

Tetanus 

Tuberculosis,  new  active 

35 

36 

166 

167 

Tularemia 

1 

2 

2 

5 

5 

Typhoid  fever 

— 

— 

— 

1 

2 

Whooping  cough 

5 

1 

— 

12 

8 
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Roth  Elected  — Hoffman  Installed 


Carl  A.  Hoffman,  MD,  of  Hunting- 
ton,  West  Virginia,  became  the  127th 
President  of  the  American  Medical 
Association  during  its  June  meeting 
in  San  Francisco.  He  had  served 
one  year  as  president-elect  and  was 
followed  in  that  post  by  Russell  B. 
Roth,  MD,  of  Erie  Pennsylvania. 

Doctor  Roth  was  elected  president- 
elect after  he  stepped  down  as  Speak- 
er of  the  AMA  House  of  Delegates. 
That  position  was  filled  by  the  elec- 
tion of  J.  Frank  Walker,  MD,  of  At- 
lanta, Georgia.  Doctor  Walker  had 
served  as  vice-speaker  of  the  House. 
The  new  vice-speaker  will  be  Tom 
E.  Nesbitt,  MD,  of  Tennessee. 

The  new  vice-president  of  the 
AMA  is  Norman  H.  Gardner,  MD,  of 
East  Hampton,  Connecticut.  He  was 
one  of  Connecticut’s  three  delegates 
to  the  AMA. 

In  his  inaugural  address,  “Shall 
the  House  of  Medicine  be  a House 
United — or  a House  Divided?”  the 
new  president  made  an  eloquent  plea 
that  unionization  of  medicine  be  re- 
jected. 

He  said,  “The  cry  for  unionism  is 
being  raised  in  our  profession  as 
never  before.  There  is  no  doubt  that 
trade  unionism  has  been  an  effec- 
tive and  valuable  social  instrument 
in  our  nation.  But  is  it  a proper  ac- 
tivity for  physicians  to  engage  in?” 
It  is  not,  Doctor  Hoffman  said, 
because  “unionism  seeks  its  objec- 
tives through  group  power— and  it 
achieves  its  power  by  carefully  con- 
trolled conformity. 

“This  is  the  very  objection  we  as 
a profession  have  raised  against  gov- 
ernment-controlled medicine.  The 
source  of  power  of  unionism  lies  in 
its  ultimate  weapon— the  strike.  A 
strike,  even  the  threat  of  a strike,  is 
a threat  to  withhold  services.  It  is, 


therefore,  a violation  of  medical 
ethics. 

“Cynics  may  scoff,  but  millions  of 
Americans  still  do  enjoy  a close 
personal  relationship  with  their  phy- 
sicians. Polls  prove  conclusively 
that,  despite  ali  the  negative  com- 
ments, Americans  by  and  large  still 
believe  in  their  doctors,  in  our  com- 
mitment to  our  profession  and  to 
our  patients.” 

Before  choosing  unionism  Doctor 
Hoffman  cautioned  physicians  to 
“consider  well  and  carefully.”  As 
an  alternative  he  called  for  unity  in 
the  profession  through  a represen- 
tative consensus,  as  found  in  the 
AMA. 

On  other  matters  Doctor  Hoffman 
said,  “Peer  review  is  an  idea  whose 
time  has  come.  With  the  acceptance 
of  the  third  party  payor  system,  we 
accepted  the  ultimate  necessity  for 
certain  controls  by  those  who  pay 
the  bills.  It  is  in  the  public  interest 
—and  in  our  own  interest— to  develop 
a flexible  mechanism  that  is  credible 
to  the  public,  and  does  not  lower  the 
dignity  of  the  profession.  . . . Peer 
review  was  initiated  by  the  profes- 
sion itself.  It  would  be  tragic  and  a 
dereliction  of  duty  if  we  were  to 
surrender  that  initiative  to  others.  It 
is  not  only  the  better  part  of  valor, 
but  the  best  part  of  realism,  not  to 
let  that  happen.” 

He  stated,  “We,  as  a profession, 
must  have  impact  on  all  the  matters 
that  concern  us— on  medical  educa- 
tion, on  peer  review,  on  quality  of 
care,  on  government  programs.  We 
can  have  that  impact  only  if  we 
are  able  to  exert  the  power  that  de- 
rives from  unity  . . . not  controlled 
conformity  . . . .unity— acceptance 
of  a representative  consensus.”  Q 


Abortion  Questionnaire 
Prepared  For  OSMA 

At  the  direction  of  the  OSMA 
House  of  Delegates,  a questionnaire 
seeking  physician’s  views  on  abor- 
tions has  been  prepared  and  dis- 
tributed to  all  members  of  the  as- 
sociation. Results  of  the  question- 
naire will  be  made  available  to 
members,  the  legislature,  and  the 
press  as  soon  as  they  are  available. 

In  a letter  accompanying  the 
questionnaire,  Stanley  R.  McCamp- 
bell,  MD,  President,  said,  “On  num- 
erous occasions  your  association  has 
been  asked  for  its  position  on  the 
subject  of  liberalizing  Oklahoma’s 
abortion  law.  Because  of  the  moral 
and  religious  issue  involved  the  as- 
sociation felt  that  it  could  not  take 
a position  which  would  express  the 
feelings  of  its  membership.” 

He  then  went  on  to  point  out  that 
the  OSMA  has  repeatedly  informed 
the  Oklahoma  Legislature  that  it  has 
“no  position”  on  the  subject  of  lib- 
eralizing abortion  law  because  of 
the  moral  and  religious  issues  in- 
volved. However,  on  numerous  oc- 
casions medical  witnesses  made 
themselves  available  to  legislative 
committees  to  answer  “medical” 
questions  regarding  abortions.  These 
physicians  appeared  as  representa- 
tives of  the  OSMA. 

Oklahoma’s  current  abortion  law 
simply  provides  that  an  abortion 
shall  be  a crime  unless  performed 
to  preserve  the  life  of  the  mother. 
Both  the  procuring  and  performance 
of  an  abortion  for  any  other  reason 
are  considered  criminal  acts. 

“The  question  of  liberalizing  Okla- 
homa’s abortion  law  will  come  be- 
fore the  State  Legislature  again,” 
McCampbell  said.  In  anticipation 
that  it  will  be  asked  for  its  position, 
the  OSMA  survey  results  will  be 
made  available  to  the  Legislature, 
the  press,  association  members,  and 
the  OSMA  Board  of  Trustees. 

The  survey  consists  of  approxi- 
mately 25  questions,  most  of  which 
can  be  answered  with  a check  mark. 

In  addition  to  the  abortion  ques- 
tions, four  questions  on  the  survey 
concern  the  giving  of  contraceptive 
information  and  methods  to  sexually 
active  minors. 


354 


Oklahoma  State  Medical  Association 


Oral  Polio  Sunday  Set 
For  September  10th 

Preparations  to  immunize  up  to 
200,000  Oklahoma  children  against 
polio  are  being  made  by  the  OSMA, 
the  Oklahoma  State  Health  Depart- 
ment, the  Oklahoma  Osteopathic 
Association,  and  the  124  Kiwanis 
Clubs  in  Oklahoma.  The  mass  im- 
munization is  set  for  Sunday  after- 
noon, September  10th. 

Known  as  Oral  Polio  Sunday,  the 
project  was  endorsed  by  the  OSMA 
House  of  Delegates  during  its  May 
meeting. 

Immunization  clinics  will  be  set 
up  in  schools  and  churches  through- 
out Oklahoma  to  administer  the  oral 
polio  vaccine.  They  will  be  staffed 
by  physicians,  nurses,  and  Kiwan- 
ians. 

The  124  Kiwanis  Clubs  in  Okla- 
homa have  primary  responsibility  for 
organizing  the  campaign.  They  will 
be  establishing  the  registration  sys- 
tem, clinic  locations,  and  furnishing 
logistic  support  for  distribution  of 
supplies  and  materials. 

The  vaccine  at  each  clinic  will  be 
offered  free  of  charge  to  all  children 
between  the  ages  of  one  and  18 
years  who  have  received  less  than 
three  doses  of  oral  polio  vaccine.  Pri- 
mary emphasis  will  be  on  those 
children  ages  one  through  12  years. 

The  poliomyelitis  immunization 
level  in  pre-school  children  in  Okla- 
homa has  been  dropping  at  a rate  of 
about  10  percent  a year.  It  is  esti- 
mated that  there  are  200,000  chil- 
dren in  Oklahoma  who  are  not  ade- 
quately protected  against  poliomye- 
litis. 

Followup  immunizations  for  those 
children  who  have  had  only  one  or 
two  doses  after  the  campaign  will 
be  handled  through  family  physi- 
cians or  will  be  available  from  the 
local  county  health  department. 

Chairman  of  the  OSMA  Immuni- 
zation Committee,  Armond  H.  Start, 
MD,  has  written  all  Oklahoma  phy- 
sicians and  asked  for  their  full  sup- 
port in  this  community  health  cam- 
paign. In  addition  he  has  contacted 
hospitals  and  other  medical  person- 
nel asking  for  support. 


Unionism  Attractive 
To  Many  Physicians 

Unionism  is  becoming  more  at- 
tractive to  the  nation’s  physicians 
according  to  the  Wall  Street  Jour- 
nal’s July  5th  issue.  Physicians 
across  the  country  in  growing  num- 
bers are  joining  militant  labor  or- 
ganizations that  will  supposedly  rep- 
resent the  private  practitioner. 

The  journal  reports  that  physi- 
cians, “once  considered  the  last  ma- 
jor bastian  of  rugged  individualism,’’ 
are  organizing  in  order  to  match  the 
muscle  of  the  insurance  concerns 
and  government  health  programs 
that  now  pay  two  thirds  of  the  na- 
tion’s medical  bills. 

Carl  A.  Hoffman,  MD,  new  presi- 
dent of  the  AMA  came  out  strongly 
against  unionism  in  his  inaugural 
address.  “The  cry  for  unionism  is 
being  raised  in  our  profession  as 
never  before,”  he  said.  “There  is  no 
doubt  that  trade  unionism  has  been 
an  effective  and  valuable  social  in- 
strument in  our  nation.”  He  then 
went  on  to  question  whether  or  not 
it  was  a proper  activity  for  physi- 
cians. 

Stating  that  unionism  is  a viola- 
tion of  medical  ethics  per  se,  he 
said,  “The  source  of  power  of  union- 
ism lies  in  its  ultimate  weapon— the 
strike.  A strike,  even  the  threat  of 
a strike,  is  a threat  to  withhold  serv- 
ices. It  is,  therefore,  a violation  oj 
medical  ethics.” 

The  Wallstreet  Journal  article  in 
dicates  that  physicians  joining  unions 
say  they  are  doing  so  to  maintain 
the  quality  of  medical  care. 

While  very  much  in  its  infancy, 
the  physician’s  labor  movement  is 
rapidly  mounting  with  nearly  3,500 
office  based  physicians  belonging  to 
some  labor  federation.  “Medical 
Economics”  recently  reported  that 
one  of  their  surveys  showed  that 
three  out  of  every  five  physicians  in 
the  country  believed  in  some  form 
of  unionization. 

Unionism  among  interns  and  resi- 
dents had  been  gaining  ground  and 
winning  labor  concessions  from  hos- 
pitals in  salaries,  working  conditions, 
and  quality  of  service.  This  success, 
according  to  the  Journal,  probably 
contributed  to  the  union  push. 


McCampbell  Urges 
OMPAC  Membership 

OSMA  President  Stanley  R.  Mc- 
Campbell, MD,  has  urged  all  Okla- 
homa physicians  to  join  the  Okla- 
homa Medical  Political  Action  Com- 
mittee, OMPAC.  His  encouragement 
was  made  in  the  form  of  a personal 
letter  to  every  physician  in  the  state 
not  already  a member  of  OMPAC. 

Of  the  OSMA’s  2,400  members, 
over  900  are  already  members  of 
OMPAC.  In  his  letter  to  the  non- 
members  Doctor  McCampbell  said, 
“As  physicians,  our  greatest  ambi- 
tion is  to  be  left  alone  in  order  to 
give  more  and  better  medical  care 
to  sick  people.  Given  the  current 
political  climate,  however,  we  are 
not  going  to  be  left  alone.  We  must 
enter  the  political  arena.  The  choice 
is  ours— to  participate  and  win,  or 
be  buried  in  a morass  of  govern- 
ment regulations  and  reports.” 

The  president  went  on  to  point  out 
that  OMPAC  has  been  very  active 
in  its  past  support  of  political  can- 
didates and  that  it  can  have  much 
greater  impact  if  more  money  is 
available  during  this  election  year. 
“OMPAC  was  the  single  largest  con- 
tributor to  Senator  Bellmon’s  cam- 
paign,” the  doctor  said,  “ . . . and 
by  pooling  our  resources,  we  can 
have  a much  greater  impact. 
OMPAC  must  be  a bi-partisan  ef- 
fort since  friends  of  medicine  are 
not  necessarily  of  one  party.  This 
contribution  may  be  the  most  im- 
portant thing  that  we  can  do  this 
year  to  save  American  medicine.” 

Doctor  McCampbell  reiterated  his 
belief  that  OMPAC  must  be  active 
in  state  legislative  races.  The  ef- 
fectiveness of  the  state  association’s 
legislative  efforts  can  be  directly 
affected  by  medical  participation  in 
political  campaigns. 

The  solicitation  letter  closed  on 
an  unusual  note  when  the  president 
stated,  “ ...  if  our  message  about 
the  effectiveness  of  OMPAC  is  not 
getting  across,  we  need  to  be  in- 
formed about  your  views  on  the  sub- 
ject.” He  opened  his  letter  by 
encouraging  all  physicians  to  join 
OMPAC  and  then  stated,  “.  . . if  you 
are  disinclined  to,  would  you  write 
me  a note  and  tell  me  why.”  Q 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 


Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Buildings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 


PSYCHIATRY 
Joseph  L.  Knapp,  MD 
Jackson  H.  Speegle,  MD 
Fred  H.  Jordan,  MD 
Joseph  H.  Lindsay,  MD 
Jack  R.  Tomlinson,  MD 
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Marijuana  One  Topic 
At  AMA  Annual 
Convention 

While  press  reports  made  it  sound 
like  the  AMA  House  of  Delegates 
was  concentrating  on  its  policy  on 
marijuana,  in  fact  the  House  con- 
sidered a large  number  of  subjects 
during  its  121st  meeting  in  San  Fran- 
cisco June  18th-22nd. 

The  following  is  a brief  summa- 
tion of  just  a few  of  the  House  of 
Delegates  policy  actions: 

Regarding  marijuana,  the  House 
refused  to  accept  the  statement 
which  said,  “Possrssion  of  mari- 
juana for  personal  use  and  transfer 
(not  sale)  of  insignificant  amounts 
should  not  be  criminal  acts.”  After 
extensive  debate,  this  substitute  rec- 
ommendation was  adopted:  “This 

AMA  House  of  Delegates  does  not 
condone  the  production,  sale  or  use 
of  marijuana.  It  does,  however,  rec- 
ommend that  the  personal  posses- 
sion of  insignificant  amounts  be  con- 
sidered at  most  a misdemeanor  with 
commensurate  penalties  applied.” 

The  substitute  recommendation 
went  on  to  say  that  the  House  . . 
also  recommends  its  prohibition  for 
public  use;  and  that  a plea  of  mari- 
juana intoxication  should  not  be  a 
defense  in  any  criminal  proceeding.” 

A policy  opposing  employment  of 
physicians’  assistants  in  hospitals 
was  adopted  by  the  House.  Reflect- 
ing concern  for  “potential  problems 
which  could  arise,”  the  House  ap- 
proved a report  from  the  Council  on 
Health  Manpower  of  the  AMA  which 
stated,  “the  Council  believes  that 
direct  responsibility  to  and  super- 
vision by  a physician  is  a critical 
element  in  the  safe  and  effective 
performance  of  a physician’s  assist- 
ant.” 

The  report  went  on  to  recommend 
that  a physician’s  assistant  “not 
function  in  that  capacity  when  an 
employee  of  or  paid  by  a hospital  or 
by  a fulltime,  salaried,  hospital- 
based  physician.” 

The  House  also  adopted  a report 
containing  guidelines  for  compen- 
sating physicians  for  the  services  of 
physician’s  assistants.  It  urged  leg- 
islation to  empower  state  boards  of 
medical  examiners  to  approve  a phy- 


sician’s employment  of  an  assistant 
and  to  approve  proposed  functions 
of  the  assistant,  as  described  by  his 
employer.  Reimbursement  for  as- 
sistant’s services  should  be  directly 
to  the  employing  physician,  the  re- 
port said. 

An  expanded  role  for  nurses  in  the 
provision  of  patient  care  came  un- 
der study  by  the  House.  It  strongly 
reaffirmed  support  for  such  expan- 
sion and  called  for  study  of  the 
nurses’  role  in  relation  to  the  physi- 
cian-assistant, so  the  two  professions 
can  complement  rather  than  dupli- 
cate one  another. 

Insurance  coverage  for  alcoholism 
and  drug  dependents  was  recom- 
mended by  the  House  when  it  adopt- 
ed a report  from  the  AMA  Board  of 
Trustees.  The  report  stated,  “In- 
surance carriers  should  be  urged  to 
provide  non-discriminatory  coverage 
for  alcoholism  and  drug  abuse.” 

Fee  determinations  took  the  spot- 
light when  AMA  delegates  approved 
a strong  resolution  aimed  at  any  in- 
dependent determination  of  custom- 
ary physician’s  fees:  “Resolved, 

that  where  benefits  include  physi- 
cian’s fees,  management,  labor  and 
third  party  carriers  shall  consult 
with  duly  constituted  representatives 
of  organized  medicine  before  deter- 
mining ‘usual,  customary  and  rea- 
sonable fees’,”  the  measure  said. 

The  resolution  was  adopted  in  lieu 
of  several  others,  all  protesting  ac- 
tions of  Aetna  Life  and  Casualty  In- 
surance Company.  It  added,  “The 
medical  profession  will  not  condone 
or  tolerate  action  on  the  part  of  any 
third  party  that  would  encourage  or 
promulgate  litigation  in  the  settle- 
ment of  any  such  dispute.”  This  re- 
ferred to  a practice  of  telling  policy 
holders  that— except  where  there  was 
prior  agreement  between  patient 
and  physician  as  to  the  fee — the  in- 
surance company  would  pay  the  pa- 
tient’s legal  costs  if  the  physician 
sued  to  collect  his  full  fee. 

The  House  took  the  opportunity  to 
remind  physicians,  through  the  res- 
olution, “That  they  have  the  right 
to  enter  into  prior  agreements  with 
patients  regarding  the  fee  for  serv- 
ices to  be  rendered.” 

The  House  received,  and  adopted, 
results  of  the  first  membership  opin- 


ion poll  on  critical  issues  affecting 
the  practice  of  medicine.  The  over- 
whelming majority  of  94,000  respond- 
ents recommended  that  AMA  con- 
tinue to  seek  and  retain  the  basic 
principles  of  private  practice  in  any 
government  enacted  health  program. 
According  to  a number  of  delegates 
one  of  the  questions  before  the  AMA 
generated  “a  great  deal  of  smoke, 
but  very  little  fire.”  Another,  dur- 
ing the  debate  unsuccessfully  in- 
vited other  delegates  to  “butt  out” 
of  smoker’s  business.  The  question 
was  whether  or  not  to  discourage 
smoking  during  sessions  of  the 
AMA’s  House  of  Delegates.  The  de- 
bate was  accompanied  by  several 
hacking  coughs  and  when  the  vote 
was  finally  cast  Vice-Speaker  of  the 
AMA  House  J.  Frank  Walker,  MD, 
of  Georgia  announced,  “Speaker  Rus- 
sell Ross  and  I,  both  being  smokers, 
reluctntly  agree  that  the  ayes  have 
it.”  □ 

Patient  Notice  Required 
By  Price  Commission 

The  requirement  that  all  patients 
must  be  notified  that  a schedule  of 
fees  for  a physician’s  office  is  avail- 
able is  still  in  force.  The  Price  Com- 
mission requires  that  a sign  be 
posted  in  a prominent  place  some- 
where in  the  waiting  room  and  that 
a list  of  fees  for  major  services  be 
made  available. 

Failure  to  post  the  sign  could  re- 
sult in  a maximum  fine  of  up  to 
$5,000  upon  conviction  of  willfull  vio- 
lation of  the  regulation.  One  New 
York  physician  has  already  been 
fined  $1,500. 

Nationwide  spot  checks  by  IRS 
agents  indicate  that  over  50  percent 
of  doctors  have  not  satisfied  the  sign 
posting  requirements. 

Regulations  regarding  the  sign  say 
only  that  it  should  be  “prominently 
displayed  and  easily  readible.”  The 
size  of  type,  wording,  and  actual  lo- 
cation seems  to  be  left  up  to  the 
physician’s  discretion. 

The  following  wording  has  been 
suggested  by  the  OSMA  for  such 
signs:  “In  compliance  with  the  Eco- 
nomic Stabilization  Program,  a 
schedule  of  base  price  information 
for  this  office  is  available  at  the 
receptionist’s  desk.” 
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DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Terry  Banker  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

4010  North  Youngs  P.  O.  Box  12446 

OKLAHOMA  CITY,  OKLAHOMA  73112 
Telephone  JA  8-7755 


DOES  THE  VERY  FINEST  ALWAYS  COST  MORE? 

Ninety-nine  times  out  of  a hundred,  you  do  pay 
more  for  the  finest  thing  in  its  field. 

But  there's  one  big  exception  . . . 

LIFE  INSURANCE  and  the  planning  it  takes. 

You  can  have  the  very  finest  agent  analyze  your 
needs  and  tailor  your  life  insurance  program— and 
it  won't  cost  you  one  penny  more. 

You  can , in  fact , have  the  man  from  Mass  Mutual. 

Supplement  your  OSAAA  Group  Insurance  with  this  valuable  additional  coverage. 

WILSON  & WILSON,  inc.  MASSACHUSETTS  MUTUAL  W 
1470  First  N^YLFldgC-^Tel.  CE  6-4681  LIFE  INSURANCE  COMPANY  ar 

Oklahoma  City  tpunuftiio.  maiiachuietti -omaniieo  mi 
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Medicare  Administration 
Costs  Over  $138,000,000 

In  fiscal  year  1970  the  administra- 
tive costs  of  Part  B Medicare  car- 
riers, the  part  which  pays  physi- 
cians’ bills,  amounted  to  $138,079,900. 
The  figure  was  contained  in  the 
fourth  annual  report  on  Medicare  to 
the  United  States  Congress  from  the 
Secretary  of  Health,  Education  and 
Welfare. 

The  $138,000,000  figure  cited  above 
does  not  include  the  administrative 
costs  of  the  governmental  agencies 
involved  in  Medicare,  the  Social  Se- 
curity Administration  and  HEW. 
The  1970  figure  also  represented  a 
$19,000,000  increase  over  the  carrier 
costs  in  fiscal  1969  of  $118,375,000. 

The  report  stated,  “The  entire  cost 
of  administering  Part  B in  fiscal 
1970  was  11  percent  of  benefits  paid. 
Carrier  costs  alone  were  8.3  per- 
cent.” Total  medical  insurance  bene- 
fits paid  in  fiscal  1970  amounted  to 
$1,979,000,000.  Payment  for  physician 
services  represented  89.7  percent  of 
this  amount. 

In  fiscal  1970  while  the  carriers 
were  using  $138,000,000  in  adminis- 
trative costs,  medical  insurance  bills 
were  reduced  by  a total  of  $185,- 
000.000.  The  report  stated,  “Charges 
were  reduced  by  34  percent  of  the 
medical  insurance  bills  with  an  av- 
erage reduction  of  6.7  percent  . . . 
in  fiscal  1969  about  one  out  of  four 
bills  were  reduced  by  an  average  of 
5.2  percent,  with  a total  reduction 
amount  of  $120,000,000.” 

Under  the  heading  of  “Physicians 
Services”  the  report  stated,  “In  fis- 
cal 1970,  a total  of  32.7  million  bills 
for  physician’s  services  were  ap- 
proved for  payment  and  recorded  in 
Social  Security  Administration  rec- 
ords, in  comparison  to  30.3  million 
bills  in  fiscal  1969.  ” Surgical  serv- 
ices were  represented  by  14.4  per- 
cent of  the  total  number  of  bills  and 
85.6  percent  covered  medical  serv- 
ices. The  average  surgical  bill  was 
$163,  the  same  as  in  1969.  The  aver- 
age medical  bill  was  $49,  down  from 
$52  in  fiscal  1969. 

Referring  to  the  qualification  of 
hospitals  and  nursing  homes  to  re- 
ceive Medicare  payment,  the  report 
said,  “Motivated  largely  by  its  con- 


cern that  the  largest  possible  num- 
ber of  institutions  be  eligible  to  par- 
ticipate in  the  program.  Medicare, 
through  agencies  in  each  state,  has 
worked  closely  with  many  institu- 
tions to  help  them  make  the  im- 
provements necessary  to  qualify  for 
participation.”  However,  the  report 
went  on  to  state  that  since  the  in- 
ception of  Medicare  in  1966,  189  hos- 
pitals have  been  “voluntarily”  or 
“involuntarily”  terminated.  “Most 
of  the  terminated  hospitals  and  ex- 
tended care  facilities  were  small 
(under  50  beds'  proprietary  institu- 
tions and  tended  generally  to  be  lo- 
cated in  rural  areas,”  the  report 
stated. 

One  small  section  of  the  report 
contained  the  reference  to  possible 
changes  in  current  regulations.  It 
stated,  “Under  Medicare  regula- 
tions, hospitals  and  extended  care 
facilities  are  relatively  free  to  es- 
tablish the  number  of  days  which 
constitute  an  extended  stay  requir- 
ing review  by  utilization  review 
committee.  Although  most  provid- 
ers have  chosen  reasonable  and  ap- 
propriate limits,  some  have  not.  A 
revision  of  regulations  now  being 
considered  would  define  extended 
stay  and  establish  limits  beyond 
which  utilization  review  would  be 
mandatory.” 

Another  possible  change  in  this 
same  area  involves  the  “required 
review’  of  admissions,  short  stay 
cases  and  professional  services  ren- 
dered. . . 

In  a discussion  of  provider  reim- 
bursement, the  report  said  that  ex- 
periments were  being  conducted  in 
“prospective  rate  reimbursement” 
for  hospitals  and  ECFs.  “Prospec- 
tive reimbursement  differs  from  the 
retrospective  cost  reimbursement  in 
that  the  rate  of  payment  is  set  in 
advance  of  the  period  to  which  it  will 
apply.  In  this  way,  the  provider  is 
offered  financial  incentives  for  im- 
proving efficiency  and  reducing  ac- 
tual costs,  since  it  may  retain  all  or 
part  of  the  resulting  savings,  but 
stands  to  lose  if  it  does  not  contain 
costs.” 

In  the  covering  letter  attached  to 
the  report  Secretary  Elliott  Richard- 
son of  Health  Education  and  Wel- 
fare said,  “Medicare’s  reimburse- 


ment requirements  have  induced 
many  providers  to  streamline  their 
accounting  and  administrative  prac- 
tices. And,  despite  whatever  defi- 
ciencies it  may  still  suffer,  utiliza- 
tion review  is  today  a considerably 
more  effective  mechanism  among 
many  more  providers  than  it  had 
ever  been  before  Medicare. 

“Rising  costs  have  been  the  big- 
gest source  of  concern,  and  this  ad- 
ministration quickly  came  to  realize 
that  Medicare,  as  presently  designed, 
does  not  offer  enough  incentive  to 
control  costs.  Several  of  the  admin- 
istration’s legislative  proposals  . . . 
are  addressed  to  the  problem  of 
costs.  They  are  intended  not  just 
to  induce  cost  controls  but  also  to 
make  program  costs  more  predict- 
able and  to  introduce  incentives  for 
economy  and  efficiency.” 

Secretary  Richardson  closed  with 
a plea  for  the  administration’s  pro- 
posals concerning  Health  Mainte- 
nance Organizations.  He  stated, 
“Modeled  on  private  prepaid  plans 
now  in  use,  the  Health  Maintenance 
Proposal  is  aimed  at  holding  down 
costs  through  incentives  for  more 
efficient  utilization  of  services.”  Q 

Tulsa  County  Medical 
Society  Awards 
Scholarships 

The  Tulsa  County  Medical  Society 
has  awarded  $4,500  in  scholarships 
to  nine  students  of  medicine  and 
nursing  for  the  1972-73  school  year. 

Robert  M.  Shepard,  Jr.,  MD,  Pres- 
ident, said  six  cash  grants  were 
made  to  students  of  the  University 
of  Oklahoma  College  of  Medicine, 
and  three  to  students  of  accredited 
nursing  schools  in  Tulsa. 

The  Doctor  Maxwell  A.  Johnson 
Memorial  Scholarship  of  $600,  named 
for  the  Tulsa  urologist  and  medical 
leader  who  died  last  year,  w’as  given 
to  Robert  Carl  Ingram,  a junior  at 
the  University  of  Oklahoma  College 
of  Medcine. 

The  Doctor  Luvem  Hays  Memorial 
Scholarships,  created  in  memory  of 
the  Tulsa  pediatrician  w’ho  died  in 
1965,  were  awarded  to  Edwin  Kent 
McClanahan,  $600,  and  to  B.  Ca- 
mille Groskurth,  a third-year  stu- 
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dent  at  the  University  of  Tulsa 
School  of  Nursing,  $300. 

Scholarships  provided  by  the  Wom- 
an’s Auxiliary  to  the  Tulsa  County 
Medical  Society  went  to  Robert  J. 
Coffey,  a junior  at  the  OU  School  of 
Medicine,  $600,  and  to  Nancy  L. 
Reavis,  Claremore,  a freshman  at 
Hillcrest  Medical  Center  School  of 
Nursing,  $300. 

Other  awards  were: 

Jack  S.  Elder,  a freshman  at  the 
University  of  Oklahoma  College  of 
Medicine,  $600. 

David  J.  Griffin,  a freshman  at 
the  University  of  Oklahoma  College 
of  Medicine,  $600. 

Richard  N.  Marple,  a senior  at  the 
University  of  Oklahoma  College  of 
Medicine,  $600. 

Claudia  N.  Kincaid,  a second-year 
student  at  St.  John’s  Hospital  School 
of  Nursing,  $300. 

Marple,  Ingram,  McClanahan  and 
Coffey  were  previous  recipients  of 
the  medical  society  scholarships. 

The  awards,  given  annually  to  stu- 
dents of  medicine  and  health  careers, 
are  administered  by  the  Scholarship 
Fund  of  the  Tulsa  County  Medical 
Society,  a non-profit  educational  and 
charitable  foundation  established  in 
1963.  □ 

FDA  Declares  Diapulse 
Without  Therapeutic 
Benefit 

Diapulse  devices  have  been  de- 
clared to  have  no  known  therapeutic 
value  by  the  Food  and  Drug  Admin- 
istration. This  view  has  now  been 
supported  by  the  federal  courts  and 
the  manufacturer  has  been  enjoined 
from  shipping  or  selling  its  products 
in  interstate  commerce. 

The  announcement  came  as  the 
Food  and  Drug  Administration  was 
seizing  two  Diapulse  units  in  posses- 
sion of  a Norfolk,  Virginia  Hospital. 
The  seizure  came  as  a result  of  the 
court  ruling  and  is  only  the  first  of 
a number  of  such  actions  planned. 

Over  4,000  Diapulse  units  have  been 
distributed  throughout  the  United 
States  and  in  several  foreign  coun- 
tries. Purchasers  include  hospitals, 
clinics,  medical  doctors,  chiroprac- 
tors, and  other  practitioners. 


The  manufacturer  of  the  units,  Dia- 
pulse Corporation  of  America,  has 
been  selling  them  for  $2,400  to  $3,000 
each.  The  machine  resembles  a 
conventional  diathermy  which  is  used 
to  produce  deep  heat  treatment. 

The  FDA  ruling,  based  on  labora- 
tory and  clinical  tests,  concluded 
that  there  is  no  known  therapeutic 
benefit  to  be  derived  from  use  of 
the  Diapulse. 

In  October,  1969,  the  government 
stopped  paying  claims  under  the 
Medicare  Program  for  Diapulse 
treatments. 

Social  Security  Reform 
Goes  To  Senate 

A controversial  version  of  the 
House  passed  Social  Security-Wel- 
fare Reform  Bill  known  as  HR-1  has 
been  sent  to  the  Senate  floor  by  the 
Senate  Finance  Committee.  After 
nearly  16  weeks  in  Executive  Session 
the  Committee  arrived  at  a final 
draft  of  the  bill  which  will  make 
dozens  of  major  changes  in  Social 
Security,  Medicare  and  Medicaid 
Programs. 

HR-1  has  already  been  strongly 
criticized  by  the  American  Medical 
Association,  Blue  Cross-Blue  Shield, 
the  National  Medical  Association,  the 
Nixon  Administration,  and  even  by 
members  of  Congress.  Because  of 
the  far  reaching  effects  of  the  bill 
Senate  floor  debate  is  expected  to 
be  “hot  and  heavy.” 

Costs  of  making  HR-1  law  has  been 
estimated  by  the  Health,  Education 
and  Welfare  Department  at  $12.6 
billion  more  than  the  present  law. 
Social  Security,  Medicare  and  Med- 
icaid increases  will  take  program 
costs  up  to  $76.2  billion  from  the 
current  $63.6  billion. 

The  following  is  a partial  listing 
of  major  changes  to  be  made  if  the 
bill  becomes  law: 

• Social  Security  and  disability 
benefits  would  be  increased  across 
the  board  by  ten  percent  with  auto- 
matic cost  of  living  increases. 

• A guaranteed  minimum  month- 
ly payment  of  $200,  or  $300  for 
couples,  would  be  provided  after  30 
years  in  Social  Security  covered 
employment. 

• FTofessional  standards  review 
organizations,  known  as  PSROs, 


would  be  established  to  control  uti- 
lization and  costs  under  Medicare 
and  Medicaid. 

• Chiropractors  would  be  includ- 
ed under  Medicare  and  Medicaid  for 
spinal  manipulation,  providing  they 
meet  minimum  HEW  standards. 

( Such  standards  have  not  been  issued 
by  HEW  heretofore.) 

• Limit  increases  in  physicians’ 
fees  allowable  for  Medicare  pur- 
poses to  increase  costs  of  practice 
and  earnings  level  of  community. 

• Cover  speech  therapists  and 
clinical  psychologists  under  Medi- 
care outside  physician-directed  clin- 
ics but  still  in  organized  settings  up 
to  $250  monthly  on  outpatient  basis. 

• Cover  the  disabled  under  Medi- 
care after  being  eligible  for  Social 
Security  benefits  for  at  least  24  con- 
secutive months. 

Washington  pundits  expect  that 
moves  will  be  made  to  separate  the 
Social  Security  benefits  from  the 
Welfare  reform  portions  of  the  om- 
nibus bill  in  order  to  assure  that  the 
Social  Security  increase  passes  this 
year.  □ 

Professional  Liability 
Alters  Medical  Practice 

Concern  over  the  possibility  of  a 
malpractice  lawsuit  has  affected  the 
practice  of  medicine  according  to 
the  1972  AMA  Opinion  Survey.  Re- 
sults of  the  survey  were  made  pub- 
lic during  the  AMA’s  Annual  Meeting 
in  San  Francisco. 

Ninety-four  thousand  physicians 
responded  to  the  survey.  Over  70 
percent  said  that  they  ordered  extra 
lab  tests,  x-rays  and  other  diagnostic 
procedures  because  of  the  current 
situation  regarding  professional  lia- 
bility. Over  59  percent  stated  that 
they  ordered  extra  consultations  and 
nearly  45  percent  indicated  extra 
hospitalization. 

On  a geographic  breakdown,  phy- 
sicians in  the  Pacific  coast  states 
were  much  more  concerned  about 
professional  liability  than  their  pro- 
fessional colleagues  on  the  east 
coast. 

The  survey  also  revealed  that  phy- 
sicians under  age  30  appear  to  feel 
the  affects  of  professional  liability 
activities  more  severely.  In  this  age 
group  82.6  percent  felt  the  need  for 
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extra  diagnostic  procedures,  66  per- 
cent asked  for  extra  consultations 
and  nearly  50  percent  admitted  to 
extra  hospitalization. 

Responses  from  hospital  based  and 
office  based  physicians  were  near- 
ly identical  in  all  regards. 

When  broken  down  to  specialties, 
general  practitioners  expressed  the 
most  concern  about  the  need  for  ex- 
tra procedures.  However,  they  were 
closely  followed  by  internists  and 
obstetricians-gynecologists. 

Psychiatrists  were  the  least  con- 
cerned about  the  professional  liabil- 
ity situation.  Only  25  percent  admit- 
ted to  extra  hospitalization,  approxi- 
mately 40  percent  called  for  extra 
consultations  and  about  44  percent 
used  extra  diagnostic  procedures. 

Oklahoma  physicians,  along  with 
those  from  Texas,  Arkansas,  and 
Louisiana,  seem  to  be  more  cautious 
than  their  colleagues  in  just  about 
any  other  area  of  the  United  States. 
With  7,635  responses  from  the  four 
state  area,  nearly  80  percent  admit- 
ted to  extra  diagnostic  procedures, 
nearly  60  percent  said  they  ordered 
extra  consultations,  and  nearly  49 
percent  admitted  to  extra  hospital- 
ization. 

Physician#s  Fees  Increase 
Less  Than  Price  Guidelines 

During  the  first  nine  months  of  the 
Economic  Stabilization  Program 
physician’s  fees  increased  only  1.37 
percent,  according  to  an  AMA  study. 
During  the  same  period  the  overall 
consumer  price  index  rose  2.05  per- 
cent. 

The  “Physician’s  Fee  Index”  is  a 
component  of  the  “All  Services  In- 
dex” of  the  Consumer  Price  Index. 
The  All  Services  Index  rose  2.16  per- 
cent during  the  nine  months  from 
September,  1971,  through  May,  1972. 
This  compared  to  3.03  percent  dur- 
ing the  previous  nine  months. 

During  the  same  September 
through  May  period,  the  semi -pri- 
vate hospital  room  index  . . . also 
part  of  the  All  Services  Index  . . . 
increased  by  3.84  percent,  compared 
to  6.62  percent  for  the  previous  eight 
months. 

The  AMA  study  was  prepared  by 


its  Center  for  Health  Services  Re- 
search and  Development.  It  was 
based  on  recently  published  data 
from  the  federal  government’s  Bu- 
reau of  Labor  Statistics. 

The  1.37  percent  rise  in  physician’s 
fees  means  that  the  increase  is  well 
within  the  goal  of  the  Health  Serv- 
ices Industry  Committee  and  the 
Price  Commission  to  reduce  the  rate 
of  inflation  by  one-half.  This  amount 
represents  an  increase  of  less  than 
one-third  of  the  4.38  percent  rate 
increase  for  the  nine  months  prior  to 
the  freeze. 

In  commending  the  nation’s  phy- 
sicians for  their  efforts  to  control  in- 
flation, Charles  A.  Hoffman,  MD, 
AMA  President  said,  “I  think  these 
figures  prove  that  physicians — large- 
ly through  self  imposed  restraint- 
have  made  a major  effort  to  help 
stem  inflation.  It  should  be  noted, 
however,  that  physician’s  fees  are 
only  a very  small  factor  in  the  over- 
all effort  to  control  inflation  since 
only  1.4  percent  of  the  gross  national 
product  goes  for  physician  serv- 
ices.” [H 

Newsletter  Becomes 
"OSMA  Comment" 

OSMA  News,  the  medical  associa- 
tion’s five-year  old  newsletter,  will 
change  on  September  1st  and  be- 
come “OSMA  Comment.”  In  its 
new  form  the  newsletter  will  be  a 
one  page,  front  and  back,  publica- 
tion. 

To  be  published  on  the  first  of  each 
month  starting  in  September,  OSMA 
Comment  will  consist  of  short  high- 
ly condensed  news  items  of  imme- 
diate interest  to  the  profession.  The 
main  feature  of  the  new  publication 
will  be  its  easy  and  quick  readability. 

OSMA  Comment  will  be  sent  to 
all  member-physicians  in  care  of 
their  homes  so  that  it  might  be 
shared  with  the  physician’s  family. 

The  new  news  format  was  author- 
ized by  the  OSMA  House  of  Dele- 
gates during  its  annual  meeting.  In 
the  past  as  much  as  two  or  three 
weeks  have  elapsed  between  the 
writing  of  an  article  for  the  OSMA 
News  and  its  final  publication.  With 
the  new  format,  news  can  be  written, 
printed,  and  distributed  in  one  to 
two  days. 


Book  Reviews 

PEDIATRIC  THERAPY.  Harry  C. 
Shirkey,  Editor.  Fourth  Edition, 
96  contributors.  1183  pp.,  443  il- 
lustratiins.  St.  Louis:  The  C.  V. 
Mosby  Company,  1972.  $34.50. 

This  is  the  fourth  edition  of  this 
important  book;  the  first  edition  ap- 
peared in  1964.  The  publication  of 
four  editions  in  such  a short  time 
attests  to  the  importance  and  accept- 
ance of  the  book.  The  basic  purpose 
of  this  compendium  is  to  review  con- 
temporary treatment  methods  in 
child  health,  including  general 
pediatrics  and  in  the  major  pediatric 
specialty  areas.  In  addition  to  cov- 
ering specific  treatment  of  disorders 
by  organ  systems,  it  also  has  excel- 
lent chapters  on  the  management  of 
neonatal  and  surgical  problems. 
There  are  several  new  chapters  in 
this  edition  including  those  dealing 
with  radiation  therapy,  oxygen  ther- 
apy, treatment  of  acute  bacterial 
meningitis,  modification  of  labora- 
tory tests  caused  by  drugs,  pediatric 
orthopedics,  recreational  therapy 
and  others.  The  sections  on  poison- 
ings and  their  treatment  and  on  drug 
dosages  are  again  printed  on  tinted 
paper  for  ready  reference. 

The  fourth  edition  of  Pediatric 
Therapy  maintains  the  high  stand- 
ards of  previous  editions.  It  has  be- 
come a standard  reference  for  med- 
ical students,  house  officers,  and 
physicians  dealing  with  children  and 
is  highly  recommended. — Harris  D. 
Riley,  Jr.,  MD 

THE  PINEAL  GLAND.  A Ciba 
Foundation  Symposium.  Edited  by 
G.  E.  W.  Wolstenholme  and  Julie 
Knight.  Churchill  Livingston:  Ed- 
inburgh and  London.  401  pp.  1971. 
The  Ciba  Foundation  has  spon- 
sored symposia  on  topics  of  world 
wide  medical  interest.  This  publica- 
tion summarizes  the  latest  knowledge 
about  the  pineal  gland  presented  in 
a symposium  held  30  June-  2 July 
1970. 

It  is  of  interest  that  this  conference 
grouped  together  scientists  interest- 
ed in  biology,  pharmacology,  anat- 
omy, dermatology,  endocrinology 
physiology,  psychiatry,  and  nutri- 
tional science. 
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Two  of  the  major  leaders  of  the 
conference  wore  Julius  Axelrod,  an 
American  Nobel  laureate,  and  his 
academic  descent.  Robert  Wurtman. 

The  knowledge  of  the  pineal  is 
slowly  increasing  due  to  the  dis- 
closure that  melatonin  and  other 
catecholamines  a-e  either  stored  or 
formed  in  the  pineal  gland.  HIONT 
is  an  active  enzyme  uniquely  found 
in  the  pineal,  which  is  influenced  by 
light  and  aids  in  the  formation  of 
melatonin. 

The  role  of  the  pineal  remains  un- 
known. To  the  casual  reader  of  new 
medical  advances,  this  text  will  be 
enticing.  However,  the  average  phy- 
sician, regardless  of  his  specialty, 
will  put  the  text  awav  rapidly  or  mav 
not  read  it  at  all. — Robert  G.  Fisher, 
MD 

AMA  DRUG  EVALUATION  1971. 

AMA  Council  on  Drugs.  Amencan 

Medical  Associatfen.  Chicago.  Illi- 
nois. 1971.  983  pp.  $15.00. 

This  is  the  first  edition  of  an  AMA 
Council  on  Drags  publications  that 
replaces  “New  and  Unofficial  Reme- 
dies and  New  a~>d  Unofficial  Drugs.” 
The  Council  has  attempted  to  pro- 
vide an  unbiased,  comprehensive  and 
authoritative  reference  on  both  old 
and  new  drugc.  Because  of  its  size, 
it  must  remain  cn  a library  shelf 
which  will  lessen  its  usefulness  in 
busy  outpatient  clinics  and  wards. 
However,  it  has  apparently  achieved 
one  of  its  stated  goals  of  providing 
unbiased  information.  It  is  surpris- 
ing but  refreshing  to  find  in  its 
statements  about  widely  used  drags 
that  classify  them  as  “irrational” 
or  “n~t  having  been  proved  effec- 
tive.” 

There  is  a general  information  sec- 
tion on  the  use  of  drags  in  preg- 
nancy, dosage,  drag  interactions, 
pharmacogenetics  and  other  phar- 
macologic topics  as  well  as  a sec- 
tion on  adverse  reaction  symptoms. 

One  weakness  of  the  book  is  the 
lack  of  bibliographical  documenta- 
tion. Physicians  prescribing  a drag 
for  the  first  time  should  consult  this 
useful  volume. — Harris  D.  Riley,  Jr., 
MD 


ANTIMICROBIAL  AGENTS  AND 

CHEMOTHERAPY,  1970.  G.  L. 

Hobby,  Editor.  Williams  and  Wil- 
kins Company,  Baltimore.  545  pp. 

$15.00. 

This  volume  contains  the  proceed- 
ings of  the  Tenth  Interscience  Con- 
ference on  Antimicrobial  Agents  and 
Chemotherapy.  It  brings  together 
a wide  variety  of  contributions  which 
has  something  to  offer  to  anyone  in- 
terested in  infectious  diseases  and 
antimicrobial  therapy.  There  are 
102  papers  from  the  symposium.  Un- 
fortunately, discussion  of  the  papers 
is  not  included. 

The  material  is  divided  into  seven 
headings:  Synthetic  Antimicrobial 

Agents  and  Chemical  Studies,  New 
Penicillins,  Pharmacological  Studies 
and  Toxicology  of  Antimicrobial 
Agents,  The  Control  of  Infections  in 
Humans,  Antimicrobial  Resistance 
and  Mechanism  of  Action,  In  Vitro 
Antimicrobial  Action  and  Experi- 
mental studies  of  Infection  in  Ani- 
mals and  Humans. 

Two  of  the  larger  sections  involve 
the  new  penicillins  and  in  vitro  anti- 
microbial testing.  The  papers  on  the 
control  of  human  infections  empha- 
size the  large  number  of  Pseudo- 
monas infections  of  children  and  the 
paucity  of  new  information  on  the 
treatment  of  infections  of  the  uri- 
nary tract. 

This  is  the  last  volume  of  this  se- 
ries since  the  proceedings  of  future 
annual  sessions  will  be  presented  in 
a new  journal.  Antimicrobial  Agents 
and  Chemotherapy.— Harris  D.  Riley, 
Jr..  MD 

AMERICAN  MEDICINE  AND  THE 

PUBLIC  INTEREST.  Rosemary 

Stevens.  Yale  University  Press. 

New  Haven.  1971.  572  pp.  $18.50. 

The  author  of  this  large  book  states 
her  aim  is  to  trace  the  historical  de- 
velopment of  organized  medicine  in 
the  United  States  from  the  colonial 
period  un  to  the  present.  She  then 
speculatively  proceeds  into  the  fu- 
ture to  the  year  1980  in  a discussion 
of  the  probable  development  of  forms 
of  organization  and  financing.  The 
book  is  divided  into  five  parts  be- 
ginning with  Colonial  Times  and  con- 
tinuing up  to  the  present.  Parts  II 


and  III  deal  with  the  organization, 
maturation  and  success  of  specialism 
and  the  interactions  of  the  various 
specialty  boards  with  the  American 
Medical  Association.  Part  IV,  the 
period  since  1950,  deals  with  the  in- 
creasing emphasis  on  biomedical 
technology  and  its  effect  on  medical 
education.  The  final  section  of  the 
book  examines  recent  health  legis 
lation  and  the  role  of  the  federal 
government  in  health  services.  The 
final  chapter  predicts  the  future 
forms  of  organization  that  medicine 
can  expect  as  based  on  her  historical 
analysis  of  past  trends  and  move- 
ments. 

Professor  Stevens  believes  that 
this  country  will  have  a national 
health  insurance  program  within  the 
next  ten  years  but  that  it  will  not 
spring  up  over-night.  She  believes 
the  new  system  will  be  built  on  foun- 
dations of  the  older  system  and  en- 
visions five  prototypes  for  develop- 
ment: expanded  comprehensive  hos- 
pital services,  multispecialty  groups, 
neighborhood  health  centers,  pri- 
mary care  units  and  health  care 
networks  modeled  after  the  medical 
society  foundation.  She  further  an- 
ticipates a greater  differentiation  of 
medical  schools,  increasing  govern- 
ment leadership  and  development  of 
health  services  and  more  planning 
and  regionalization  of  services. 

Doctor  Stevens  has  obviously  re- 
searched her  subject  thoroughly.  This 
is  a well  documented  and  readable 
account  of  American  medicine  and 
its  social,  legislative  and  profession- 
al evolution. — Harris  D.  Riley,  Jr., 
MD 

NOSOCOMIAL  INFECTIONS-INTER- 
NATIONAL  CONFERENCE.  Pro- 
ceedings of  the  International  Con- 
ference on  Nosocomial  Infections, 
Center  for  Disease  Control,  August 
3-6,  1970.  American  Hospital  As- 
sociation, Chicago,  Illinois.  1971. 
334  pp.  $1.50. 

This  monograph  contains  the  pro- 
ceedings of  the  International  Con- 
ference on  Nosocomial  Infections 
held  in  Atlanta,  at  the  Center  for 
Disease  Control,  in  August  1970.  It 
contains  49  papers,  three  panels  and 
summary  discussions  concerned  with 
hospital-associated  infections  in  the 
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United  States,  Denmark,  Great  Brit- 
ain, Israel,  Canada  and  Yugoslavia. 
The  emphasis  is  on  the  American 
experience.  The  papers  are  grouped 
by  topics,  such  as  microbial  factors, 
emerging  pathogens,  host  suscepti- 
bility, sources  of  nosocomial  infec- 
tions, air  control  techniques,  control 
of  microbial  contamination,  systems 
for  control  and,  finally,  the  legal 
aspects. 

The  papers  focus  on  current  prob- 
lems with  specific  viral,  bacterial 
and  fungal  diseases.  It  is  a valuable 
addition  for  those  concerned  with 
infectious  diseases. — Harris  D.  Riley, 
Jr.,  MD 


CHEMICAL  INFLUENCES  ON  BE- 
HAVIOR. By  Ruth  Porter  and 


Joan  Birch.  First  edition.  Cloth, 
221  pp.  London:  A.  & A.  Churchill, 
1970. 

This  book  is  basically  a compila- 
tion of  the  activity  of  the  CIBA  Foun- 
dation Study  Group  No.  35  which 
was  convened  to  focus  on  issues 
within  the  general  topic  of  chemical 
influences  on  behavior.  Initially,  the 
statement  is  made  that  man  is  ex- 
posed to  a variety  of  natural  and 
synthetic  chemical  substances  which 
cause  a variety  of  physical  diseases. 
It  is  also  noted,  however,  that  many 
substances  cause  mental  disorders 
as  well.  Consequently,  the  point  is 
made  that  studies  of  chemical  in- 
fluences on  the  organism  should  be 
concerned  not  only  with  CNS  or 
pharmacological  effects  but  also  with 
long  term  behavioral  effects.  The 


question  is  then  posed  as  to  whether 
animal  behavior  tests  can  and  should 
be  developed  to  give  indications  of 
possible  hazards  to  mental  health, 
mental  development  or  to  accident 
proneness  in  man.  The  book  pre- 
sents several  papers  dealing  with 
topics  ranging  from  the  usefulness 
of  animal  tests  for  prediction  of  be- 
havioral effects  of  chemicals  on  man 
to  phenomena  and  their  relation- 
ships to  growth  and  behavior.  The 
papers  are,  without  exception,  in- 
teresting and  the  discussions  follow- 
ing them  are,  in  general,  stimulat- 
ing. The  questions  presented  above 
are  not  unequivocally  resolved  but 
the  reader  will  not  be  able  to  avoid 
thinking  about  them  to  an  extent 
he  has  not  done  before. — David  A. 
Vore,  PhD 


NOW  OFFERING-1 60  Acres,  29%  Down 

Southwest  15th  Street  & 92  Highway— Area  of  Huge  New  Development 
$2,000.00  Per  Acre  With  One-Half  Minerals 

354-5381  CANADIAN  VALLEY  CO.  373-2398 


Miscellaneous  Advertisements 

INDUSTRIAL  PHYSICIAN  to  as- 


sist a five-man  department  in  large 
multi-specialty  group.  No  plant  re- 
sponsibilities. Primary  care  of  acute 
injuries.  Must  have  one-year  resi- 
dency. Contact  Joseph  W.  Rhine, 
P.O.  Box  3718  or  918  742-3341. 

2nd  INCOME.  Responsible  person 
for  Oklahoma  County  and  surround- 
ing area.  Convert  your  capital  or 
savings  into  a lucrative  second  in- 
come. Service  and  collect  from  com- 
pany established  locations  of  vend- 
ing machines  selling  postage  stamps, 
cocktail  nuts,  hot  beverages  and 
other  fast  selling  products.  Route  1. 
$995  investment  can  earn  up  to  $240 
or  more  monthly.  Route  2.  $1,495 
investment  can  earn  up  to  $380  or 
more  monthly.  Route  3.  $2,495  in- 
vestment can  earn  up  to  $620  or  more 
monthly.  Age  or  experience  not  im- 
portant. Must  have  serviceable  auto 
and  three  to  eight  spare  hours  week- 
ly. For  details  write  AID-U-MATIC 
CORP.,  1721  E.  Charleston,  Las 
Vegas,  Nevada  89104. 


100%  CONSTRUCTION  FUNDING. 
UP  to  30  years,  8y4%,  no  fees.  Life 
insurance  required.  Send  amount 
and  phone  number  to:  AGRI-MAR- 
KETING ASSOCIATION.  P.O.  Box 
60531,  Oklahoma  City,  Oklahoma 
73106. 


PHYSICIANS  WANTED.  Planning 
to  build  multi-suite  Professional 
Mall  in  Weatherford,  Oklahoma,  a 
friendly  fast  growing  college  city; 
will  build  to  suit.  Need  Two  MDs. 
Write  T.  J.  Toma,  DDS,  Box  310, 
Weatherford  73096. 


FOR  SALE:  Used  X-ray  machine, 
Profexray.  Also  other  items  for  doc- 
tor’s clinic.  Call  or  write  Billings 
Chamber  of  Commerce,  c/o  Aubrey 
Tipton,  Billings,  Oklahoma  74630. 
Phone  725-3424. 


AN  UNUSUAL  OPPORTUNITY 
for  general  practitioner  or  internist 
who  is  interested  in  allergy.  Associ- 
ate desired  by  allergist  with  a thriv- 
ing and  growing  practice  who  is  near- 
ing retirement  age.  Young  allergist 
would  also  be  considered.  Large  of- 
fice with  well-trained  staff.  Salary 
negotiable  with  expectancy  of  incor- 
porating and  privilege  of  selecting  a 
second  physician  to  be  associated 
with  him.  Will  pay  for  periodic  post- 
graduate courses.  Location  — South 
Central  U.S.  Send  resume  to  Key  L, 
The  Journal,  Oklahoma  State  Medi- 
cal Association,  601  N.W.  Express- 
way, Oklahoma  City  73118. 
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What  it  means 
to  live  and  work  in 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5%  of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5%  for  white  males  and  19.5% 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


1 1 Persons  without  solar  keratoses  H Persons  with  solar  keratoses 

•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
or  slightly  elevated,  brownish  or  reddish  in 
color,  papular,  dry,  adherent,  rough,  sharply 
defined;  usually  multiple  lesions,  chiefly  on 
exposed  portions  of  the  skin. 


Sequence/selectivity  of  response 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
with  care  near  the  eyes,  nose  and  mouth. 

5%  cream- a Roche  exclusive 

Only  Roche  formulates  the  5%  cream . . . 
high  in  patient  acceptability . . . high  in  clinical 
efficacy,  especially  for  lesions  of  hands  and 
forearms. . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplication  site  mostfrequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


DIRECTORY  OF  CLINICS,  HOSPITALS,  LABORATORIES 

OH 


Nolen  Armstrong,  MD 
Charles  Beck,  MD 
Harold  J.  Binder,  MD 
Sam  Collins,  MD 
Hugh  M.  Conner,  MD 
James  A.  Cox,  MD 
Thomas  Donica,  MD 
Jim  Earls,  MD 
A.  A.  Hellams,  MD 
Charles  E.  Leonard,  MD 
Richard  B.  Lincoln,  MD 


The  Coyne  Campbell  Hospital 

2601  Spencer  Road  Spencer,  Oklahoma  73084 
Phone  405  427-2441 


Serving  Oklahomans  with  Private 
Psychiatric  Care  — Since  1939 

Charles  F.  Obermann,  MD 
Robert  J.  Outlaw,  MD 
Moorman  P.  Prosser,  MD 
Joseph  A.  Rieger,  MD 
Wm.  L.  Savage,  MD 
Harold  J.  Sleeper,  MD 
Carl  R.  Smith,  MD 
Charles  E.  Smith,  Jr.,  MD 
John  R.  Smith,  MD 
B.  Ray  Worsham,  MD 


DOLORES  WIGGINS,  Administrator 


Charles  L.  Reynolds,  Jr.,  MD,  FACS 
Clinical  Director 

Diplomate  of  the  American  Board  of  Urology 


SENIOR  UROLOGISTS 

J.  Hartwell  Dunn,  MD,  FACS 
Meredith  M.  Appleton,  MD,  FICS 
Harry  C.  Miller,  Jr.,  MD,  FACS 
Associate  Urologist 

Diplomates  of  the  American  Board  of  Urology 


ADMINISTRATRIX 
Mrs.  Pat  Clark 


THE 

DUNN-REYNOLDS 
UROLOGY  CENTER 

3113  Northwest  Expressway 
OKLAHOMA  CITY,  OKLAHOMA 

Telephone  843-5761 


General  Urology 
Pediatric  Urology 
Neoplastic  Surgery,  Urinary  Tract 
Renal  Vascular  Surgery 

Plastic  and  Reconstructive  Surgery,  Urinary  Tract 
Fertility  Problems 

Complete  Clinical  Laboratories 
Tissue  Pathology 
Radioactive  Isotopes 
Renal  Function  Studies 
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GOLDFAIN  RHEUMATISM-ARTHRITIS 

LABORATORY 

228  NORTHWEST  13th  STREET 

OKLAHOMA  CITY,  OKLAHOMA 

DEVOTED  TO  THE  DIAGNOSIS  AND  TREATMENT  OF  RHEUMATIC  DISEASES 

<$> 

X-RAY  AND  CLINICAL  LABORATORY  SURVEY  OF  EACH  PATIENT 

<S> 

E.  GOLDFAIN,  MD,  Director 


McALESTER  CLINIC 

Third  and  Seminole 
McAlester,  Oklahoma 


Complete  Clinic  Facilities 


Surgery 

‘George  M.  Brown,  Jr.,  MD,  FACS 
E.  H.  Shuller,  MD 
•William  G.  Blanchard,  MD 

Obstetrics  • Gynecology 

*W.  Riley  Murphy,  Jr.,  MD 
*D.  Ross  Rumph,  MD 
‘Paul  P.  Saneman,  MD 

Ophthalmology 

•Fred  D.  Switzer,  MD 

Anesthesiology 

H.  C.  Wheeler,  MD 

Jewell  M. 
Business 

•Certified  by  Specialty  Board 


Internal  Medicine 

*S.  L.  Norman,  MD 
*C.  K.  Holland,  Jr.,  MD 
Leroy  M.  Milton,  MD 

Pediatrics 

•Thurman  Shuller,  MD 
D.  W.  Bridges,  Jr.,  MD 

Radiology 

•Bruce  H.  Brown,  MD 
•Donald  H.  Shuller,  MD 

Otolaryngology 

Samuel  E.  Dakil,  MD 

Family  Medicine 

Charlees  S.  Cunningham,  MD 
Manager  Lloyd  T.  Anderson,  MD 

John  B.  Cotton,  MD 
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George  S.  Bozalis,  MD  Robert  S.  Ellis,  MD 

Vernon  D.  Cushing,  MD  Lyle  W.  Burroughs,  MD 

George  L.  Winn,  MD  Charles  D.  Haunschild,  MD 

Administration 
Dwight  Mitchell,  Jr. 

Oklahoma  Allergy  Clinic 

Specializing  in  the  diagnosis  and 
treatment  of  allergic  diseases 

Office  Address:  Mail  Address: 

711  N.W.  10th  Street  Post  Office  Box  26827 

Telephone  405  239-6221  Oklahoma  City,  Oklahoma  73126 

Office  Hours:  8-12  EverY  daY  excePr  SundaY 

12-5  Except  Sunday,  Wednesday  and  Saturday 


OKLAHOMA  CITY  CLINIC 

301  Northwest  12th  Street  Oklahoma  City,  Oklahoma  236-0641 


INTERNAL  MEDICINE 

W.  W.  Rucks,  Jr.,  MD 
Medicine 

Robert  C.  Lawson,  MD 

Medicine,  Metabolic  Diseases 
James  J.  Gable,  Jr.,  MD 
Medicine,  Cardiology 
William  S.  Pugsley,  MD 
Medicine,  Arthritis 
Charles  W.  Cathey,  MD 
Medicine,  Cardiology 
Charles  W.  Robinson,  Jr.,  MD 
Medicine,  Cardiology 
Donald  G.  Preuss,  MD 
Medicine 

James  L.  Males,  MD 

Medicine,  Endocrinology 
Alexander  Poston,  MD 
Medicine,  Cardiology 
William  P.  Munsell,  MD 
Medicine,  Gastroenterology 
Thomas  R.  Russell,  MD 
Medicine,  Cardiology 
Paul  C.  Houk,  MD 

Medicine,  Cardiology 

NEUROLOGY 

Charles  G.  Reul,  MD 


GENERAL  SURGERY 

Edward  R.  Munnell,  MD 
General  Vascular 
Frank  G.  Catchell,  MD 
General,  Head  and  Neck 
H.  Jack  Brown,  MD 
General 

THORACIC  SURGERY 

Edward  R.  Munnell,  MD 

OBSTETRICS-GYNECOLOGY 

John  W.  Records,  MD 
Schales  L.  Atkinson,  MD 
Roger  D.  Quinn,  MD 

ORTHOPEDIC  SURGERY 

Robert  P.  Holt,  MD 
Edwin  R.  Maier,  MD 
Wayne  B.  Lockwood,  MD 

OTOLOGIC,  RHINOLOGIC,  AND 
LARYNGEAL  SURGERY 

Bronchoesophagology 

Head  and  Neck  Surgery 

L.  Chester  McHenry,  MD 
Ethan  A.  Walker,  Jr.,  MD 
Charles  J.  Wine,  MD 


CLINICAL  PSYCHOLOGY 

R.  Vernon  Enlow,  PhD 

PEDIATRICS 

James  E.  Mays,  Jr.,  MD 

Pediatrics,  Endocrine  Disorders 
Armond  H.  Start,  MD 
Pediatrics 
R.  Lee  Austin,  MD 
Pediatrics 


RADIOLOGY 

Diagnostic  and  Therapeutic 
Edmond  H.  Kalmon,  Jr.,  MD 
Melvin  C.  Hicks,  MD 
William  A.  Vint,  MD 

UROLOGY 

Donald  D.  Albers,  MD 

ACUTE  MEDICINE 

Elton  W.  LeHew,  MD 
David  P.  West,  MD 
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Oklahoma  State  Medical  Association 


Orthopedic  & i 

Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

600  N.W. 

11th  Street 

Oklahoma  City,  Oklahoma  — 2 32-0341 

DEPARTMENT  OF  ORTHOPEDICS 

DEPARTA1ENT  OF  ARTHRITIS 

♦Marvin  K.  Margo,  MD,  FACS 

♦William  K.  Ishmael,  AID,  FACP 

♦James  P.  Bell,  AID,  FACS 

John  A.  Blaschke,  AID 

♦Stephen  Tkach,  AID,  FACS 

♦Phillip  J.  Wright,  AID 

♦Joseph  F.  Alessenbaugh  III,  AID 

Mary  L.  Duffy  Honick,  AID 

J.  Patrick  Evans,  AID 

Claude  M.  Bloss,  jr.,  AID 

♦Edwin  E.  Rice,  AID 

♦Richard  J.  Hess,  AID 

DEPART AIENT  OF  OCCUPATIONAL  and 

INDUSTRIAL  A1EDICINE 

Robert  R.  Duoan,  AID 

CONSULTANT  EA1ERITUS 

DIRECTOR  OF  LABORATORIES 

♦Earl  D.  McBride,  MD,  FACS 

*J.  N.  Owens,  Jr„  MD,  FCAP,  FACP 

♦Specialty  Board  Diplomate 

MANAGEMENT  SERVICES 

J.  Lamont  Baxter,  MA,  JD,  CPA 

Administrator  & Controller 

Mary  Magruder, 

Personnel  Director 

THE 

SUGG 

CLINIC 

Incorporated 

Complete  Clinical  and  Laboratory  Facilities 


TISSUE  EXAMINATIONS 


RADIUM  AND  X-RAY  THERAPY 


Surgery 

E.  M.  Gullatt,  MD 

Richard  M.  Taliaferro,  MD,  FACS 

Obstetrics  and  Gynecology 
J.  B.  Wallace,  MD 
E.  F.  Deese,  MD 

Orthopedic  Surgery 

David  C.  Ramsay,  MD,  FACS 

Pediatrics 

George  K.  Stephens,  MD,  FAAP 

Pathology 

Larry  W.  Cartmell,  MD,  FCAP 
Bruce  VanHom,  MD 
Consulting  Pathologists 


100-04  E.  13th  Street 
ADA,  OKLAHOMA 
Telephone  332-5252 


Internal  Medicine 

Frank  J.  Martin,  MD,  FACP 
James  F.  Hohl,  MD 
John  E.  Roberts,  MD 
Joe  L.  Troska,  MD 

General  Medicine 
Carl  D.  Wiseman,  MD 

Otolaryngology  and  Ophthalmology 
Wm.  G.  Peterson,  MD,  FICS 

Radiology 

H.  B.  Yagol,  MD 

Business  Manager 
John  A.  Barringer 
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THE  OKLAHOMA  PLASTIC  SURGERY  CENTER,  INC. 

3141  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 

Plastic  and  Reconstructive  Surgery 
Cosmetic,  Maxillo-Facial  and  Hand  Surgery 

GILBERT  L.  HYROOP,  MD,  FACS  DAVID  WILLIAM  FOERSTER,  MD 

848-3341  848-3459 


Dr.  Hyroop  and  Dr.  Foerster  are  Board  Certified  in  Plastic  Surgery 


MID-WEST 

SURGICAL  SUPPLY 

CO.,  INC. 

OF  OKLAHOMA 

3 East  8th  Street 

Phone  239-7341 

Oklahoma  City,  Okla.  73104 

COME  SEE  US  AT  OUR  NEW  ADDRESS 

xxvi 


Oklahoma  State  Medical  Association 


ALLERGY 


BLUE  ALLERGY  GROUP 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Lister  Medical  Building  430  Northweset  12th  405  236-1446 
Oklahoma  City,  Oklahoma  '3103 

Johnny  A.  Blue,  BA,  MD  James  M.  Nelson,  MD 

Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergy 
Diplomate  American  Assoc  Clinical  Allergy  and  Immunology 


FANNIE  LOJ  LENEY,  MD 
Fellow  American  College  of  Allergists 
Fellow  American  Academy  of  Allergy 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Telephone  843-6611  Office 
Resident  843-3541 

3141  N.W.  Expressway,  Room  501  Oklahoma  City,  Okla. 


ARTHRITIS 


THE  ARTHRITIS  CLINIC 

Arthritis,  Rheumatism  and  Related  Diseases 

Lyman  C.  Veazey,  MD  Lloyd  G.  McArthur,  PhD,  MD 
Robert  C.  Troop,  MD  Winfred  L.  Medcalf,  MD 

207  C Street  NW  Ardmore,  Okla.  73401 

Phone  223-5180  If  no  answer:  223-4895 


CARDIOLOGY 


STANLEY  R.  McCAMPBELL,  MD 
Cardiology  and  Electrocardiography 


1211  North  Shartel 


236-1295 


Oklahoma  City,  Oklahoma 


JAMES  S.  WILLIAMS,  MD,  Inc. 

Board  Certified  in  Cardiovascular  Disease 
Cardiology  and  Electrocardiography 
Price  Tower  Bartlesville,  Oklahoma  336-6450 


CARDIOVASCULAR 


CARDIOVASCULAR  CLINIC 

Wm.  Best  Thompson,  MD  Galen  P.  Robbins,  MD 

William  S.  Myers,  MD  William  R.  Bullock,  MD 

Lawrence  M.  Higgs,  MD  Ronald  H.  White,  MD 

William  J.  Fors,  MD 

ADULT  AND  PEDIATRIC  CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  arteriography 
Radioisotope  studies  and  telephone  electrocardiography 
Lipoprotein  electrophoresis  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 
3300  Northwest  56th  Telephone  947-3341 

Oklahoma  City,  Okla.  73112 


CARDIOVASCULAR  ASSOCIATES 
J.  J.  DONNELL,  MD  J.  L.  BRESSIE,  MD 

G.  L.  HONICK,  MD  A.  F.  ELLIOTT,  MD 

Adult  and  Pediatric  Cardiovascular  Diseases 
Cardiac  catheterizations,  aortography  and  selective  arteriography, 
and  telephone  electrocardiography 

Physicians  and  Surgeons  Bldg.  Doctors  Medical  Bldg. 

1211  N.  Shartel  5700  N.W.  Grand  Blvd. 

235-4661  Oklahoma  City  947-2551 


TULSA  CARDIOVASCULAR  ASSOCIATES,  Inc. 

R.  Wayne  Neal,  MD  Robert  P.  Zoller,  MD 

Charles  L.  Cooper,  MD 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Totaciilin 

(ampicillin  trihydrate) 


Adult  and  Pediatric  Cardiovascular  Consultation 
Diagnostic  Cardiac  Catheterization  and  Coronary  Arteriography 
Routine,  Telephone  Transmitted  and  Treadmill  Electrocardiography 


St.  John's  Doctors  Building,  Suite  711 
1705  East  Nineteenth  Street  Telephone  747-1335 

Tulsa,  Oklahoma 


"capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin.  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 
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rura 

Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


W.  T.  McCOLLUM,  MD 

437  N.W.  12th  St. 


RAYMOND  L.  ROSE,  MD 
Oklahoma  City,  Okla. 


235-6461 


CONSULTANTS  IN  CARDIOVASCULAR  DISEASES 
(Including  Cardiac  Catheterizations  and  Angiography) 

Diplomates,  American  Board  of  Internal  Medicine 
in  Cardiovascular  Diseases  and  Internal  Medicine 
Fellows,  Council  of  Clinical  Cardiology 
American  Heart  Association 
Fellows,  American  College  of  Cardiology 
Fellows,  American  College  of  Physicians 

CLINICS 

MIAMI  CLINIC 

Miami  Clinic  Bldg.— 30  B,  S.W.  Miami,  Oklahoma 

Rex  M.  Graham,  MD  Obstetrics  & Gynecology 

H.  W.  Wendelken,  MD  __  Internal  Medicine  & Cardiology 

J.  E.  Highland,  MD General  Practice 

Harry  C.  Ford,  MD  Eye,  Ear,  Nose  & Throat 

Glenn  W.  Cosby,  MD  Obstetrics  8.  Gynecology 

Ralph  H.  Cully,  DDS Dental  Surgery 

DERMATOLOGY 

WILLIAM  E.  EASTLAND,  MD,  FACR 
Dermatology  and  Malignancies  of  the  Skin 
Grenz  Ray  X-Ray  Radium  Therapy 

1211  North  Shartel  Physicians  8.  Surgeons  Building 
Oklahoma  City,  Oklahoma  Phone  235-1446 

HERVEY  A.  FOERSTER,  MD 
Practice  Limited  to  Diseases  of  the  Skin 
X-Ray  and  Radium  Therapy 


1212  N.  Walker 


Oklahoma  City 


RONALD  W.  GILCHRIST,  JR.,  MD 
Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

4200  South  Douglas  Avenue  632-4200 

South  Community  Medical  Center  Oklahoma  City,  Oklahoma 

DONALD  E.  JOHNSON,  MD 
Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

330  South  Fifth  234-5121 

Enid,  Oklahoma 

W.  A.  SHOWMAN,  MD 

Practice  Limited  to  Diseases  and  Malignancies  of  the  Skin 
X-Ray — Grenz  Ray  and  Radium  Therapy 
850  Utica  Square  Tulsa,  Okla. 

Medical  Center  747-7521 

SKIN  & SKIN  CANCER  CENTER 
C.  Jack  Young,  MD 

Radium  Therapy  X-Ray  Therapy 

Surgical  Planing  of  Acne  Scars  & Tattoos 
Hemangiomas 

CLINIC  BUILDING  3434  N.W.  56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 


DIAGNOSIS 


HUGH  JETER,  MD,  FACP,  ASCP 
American  Board  of  Internal  Medicine 
Diagnosis  and  Internal  Medicine  Clinical  Pathology 

Osier  Building  Oklahoma  City  Phone  232-8274 

EYE,  EAR,  NOSE  AND  THROAT 


GERALD  R.  DIXON,  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Phone  843-9337  3141  N.W.  Expressway 

Oklahoma  City 

JOHN  W.  HUNEKE,  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  322-1880  1201-G  East  5th 

Ada,  Oklahoma 


WILLIAM  D.  HEATH,  MD,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  232-1508 

JAMES  B.  MILLS,  MD 
JAY  C.  JOHNSTON,  MD 
Surgery  and  Diseases  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  232-4222  Oklahoma  City  73103 

Surgery  and  Diseases  of  the  Eye 
W.  S.  MUENZLER,  MD 

430  N.W.  12th  Street  Phone 

Lister  Building  232-6361 

Oklahoma  City 

DISEASES  AND  SURGERY  OF  THE  EYE 
TOM  LAMAR  JOHNSON,  MD 
Certified  by  the  American  Board  of  Ophthalmology 
Medical  Tower 
3141  N.W.  Expressway 
Suite  301  848-2893 
Oklahoma  City 


GASTROENTEROLOGY 

DOCTORS  MATTHEWS  AND  COLVERT 
Sanford  Matthews,  MD 
J.  R.  Colvert,  MD,  FACP 

Certified  American  Board  of  Internal  Medicine  and 
Gastroenterology 

Complete  X-ray  and  Laboratory  Facilities 


1319  Classen  Drive 


232-2033 


Oklahoma  City,  Okla. 


INTERNAL  MEDICINE 

E.  GOLDFAIN,  MD 

Diagnosis  and  Treatment  of  Rheumatic  and 

Arthritic  Diseases 

228  N.W.  13th  St. 
Off.  Phone  235-9832 

Oklahoma  City 
Res.  Phone  524-1102 

NEUROPSYCHIATRY 

BILL  J.  BIRD,  MD 
Child,  Adolescent  & Adult  Psychiatry 
Certified  by  the  American  Association  of 
Psychiatric  Clinics  for  Children 
Dynamically  Oriented  Individual,  Family  8, 
Group  Therapy 

SUITE  523 


Warren  Professional  Building 
Tulsa,  Oklahoma 


6465  South  Yale 
622-8020 


SAM  COLLINS,  JR.,  MD 
Board  Qualified 
Psychiatry  and  Neuro'ogy 

3141  N.W.  Expressway 
Phone  843-5577 

Oklahoma  City,  Oklahoma 


Suite  503 
Medical  Tower 


A.  A.  HELLAMS,  BS,  MD,  FAPA 
Diplomate  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 

209  Wildwood  Plaza  842-1131 

Oklahoma  City,  Oklahoma 

CHARLES  E.  LEONARD,  BS,  MD,  FACP,  FAPA 
Certified  by  The  American  Board  of  Neurology 
and  Psychiatry  in  Psychiatry 


Practice  Limited  to 
Psychiatry  and  Psychoanalysis 


Medical  Tower — Suite  701 
Telephone  842-0110 


3141  N.W.  Expressway 

Oklahoma  City 


NEUROPSYCHIATRY 
CHARLES  E.  SMITH,  MD,  FAPA,  FACP 
ROBERT  J.  OUTLAW,  MD,  FAPA 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
S.  DAVID  GLASS,  MD,  MAPA 
THURMAN  E.  COBURN,  PhD,  Licensed  Clinical  Psychologist 
KENNETH  LEVEQUE,  PhD,  Licensed  Clinical  Psychologist 
DAVID  SCHWARTZ,  ACSW,  Clinical  Psychiatric  Social  Worker 
Suite  308 

Physicians  8,  Surgeons  Building  1211  North  Shartel  235-8525 
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Oklahoma  State  Medical  Association 


MOORMAN  P.  PROSSER,  MD,  FACP,  FAPA 

Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

JOSEPH  A.  RIEGER,  MD  HUGH  M.  CONNER,  MD 

and 

RICHARD  B.  LINCOLN,  MD 
Neuro'ogy,  Electroencephalography  and  the  Epilepsies 
in  the  practice  of  Psychiatry  and  Neurology 

427  Pasteur  Building  Phone  232-9895 

Oklahoma  City,  Oklahoma 


HAROLD  G.  SLEEPER,  MD,  FAPA 

Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

Practice  Limited  to 
Psychiatry  — Electroencephalography 

235-6454  430  N.W.  12th  Street  Res.  525-6846 

Oklahoma  City 


OBSTETRICS  AND  GYNECOLOGY 


GERALD  ROGERS,  MD,  FACS 
JAMES  C.  BEAVERS,  MD,  FACOG 
Certified  American  Board  of  Obstetrics  and  Gynecology 
Pasteur  Building,  1111  N.  Lee  Phone  232-8722 

Oklahoma  City,  Oklahoma 

JOE  BILLS  REYNOLDS,  MD 
Obstetrics  and  Gynecology 

5514  S.  Western  632-6691 

Oklahoma  City,  Oklahoma  73109 

OBSTETRICS  AND  GYNECOLOGY 
E.  MALCOLM  STOKES,  MD,  FACS 
JIMMIE  C.  TONEY,  MD  (Board  Qualified) 

Certified  American  Board  of  Obstetrics  and  Gynecology 
610  Doctor's  Building  2021  S.  Lewis 
Tulsa,  Oklahoma  Phone  743-6496 


WENDELL  R.  SYLVESTER,  MD 
FACOG,  FACS 

5211  South  Pennsylvania 
Oklahoma  City,  Oklahoma  73119 
Telephone  405  682-1405 

Praclice  limited  to  the  specialty  of  Obstetrics  and  Gynecology 
By  Appointment  Only 


ORTHOPEDICS 


WILLIAM  S.  DANDRIDGE 
BA,  MD,  MS  (Orthopedic  Surgery),  FACS,  FICS 
Orthopedic  Surgery 

Diseases,  Injuries,  Deformities  of  Spine  and  Extremities 
Parkview  Medical  Building 

330  South  5.h  Street  Enid,  Oklahoma  73701 

Phone  233-5656 

THE  MUSKOGEE  ORTHOPEDIC  CLINIC 
Port  Johnson,  MD 
Richard  L.  Pentecost,  MD 
John  L.  Branscum,  MD 

Diplomates  American  Board  of  Orthopedic  Surgery 
211  South  36th  Street 

Zip  Code  74401  Phone  682-7717 

Muskogee,  Oklahoma 


JOHN  RAYMOND  STACY,  MD,  FACS 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N.W.  12th  St.  235-6315 

Oklahoma  City,  Oklahoma 

THE  ORTHOPEDIC  CLINIC 
of 

TULSA,  OKLAHOMA  74104 

St.  John's  Doctors  Building 
1705  East  19th  Street 

John  E.  McDonald,  MD  John  C.  Dague,  MD 

Practice  Limited  to  Bone  and  Joint  Surgery 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


n 


Prescribe 

the  discoverer’s  brand 

Pyopen" 

(disodium  carbenicillin) 

‘vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 
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GED 

Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


PEDIATRICS 


General  Pediatrics 
G.  EDWARD  SHISSLER,  MD 

821  South  Pine  Phone  372-9577 

Stillwater,  Oklahoma 


RADIOLOGY 


ALLEN  E.  GREER,  MD 
JOHN  M.  CAREY,  MD 
NAZIH  ZUHDI,  MD 
WILLIAM  D.  HAWLEY,  MD 
Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 
Practice  Limited  to  Cardiovascular  and  Thoracic  Surgery 
(Open  Heart,  Vascular,  Pulmonary,  Esophageal) 
Bronchoscopy  Esophagoscopy 

1211  North  Shartel,  Suite  900  Oklahoma  City,  Okla.  73103 

235-3377 


RADIOLOGY  ASSOCIATES 

JAMES  T.  BOGGS,  MD  WAYNE  H.  SCHULTZ,  MD 

ROBERT  SUKMAN,  MD  LINDBERG  J.  RAHHAL,  MD 

RICHARD  B.  PRICE,  MD  ROBERT  W.  GEYER,  Jr.,  MD 

GEORGE  BEN  CARTER,  MD  JOHN  R.  OWEN,  MD 

DAN  MITCHELL,  Jr.,  MD 


Diplomates  American  Board  of  Radiology 

X-Ray  — Diagnosis  Including  Angiography  and  Lymphangiography 
— Radiation  Therapy  — Isotopes  — Cobalt  Therapy 
Deep  and  Interstitial  Therapy 


204  Medical  Tower  Bldg.  Doctors  Medical  Building 

848-3711  946-9923 

Baptist  Memorial  Hospital  Physicians  and  Surgeons  Bldg. 

946-6411  Suite  705  235-2583 

Deaconess  General  Hospital 
946-5581 


TULSA  RADIOLOGY  ASSOCIATES,  INC. 
Diplomates  of  American  Board  of  Radiology 
X-ray,  Diagnosis,  Radiation  Therapy  and  Isotopes 


St.  John's  Hospital 
1923  S.  Utica 
743-3311 


St.  Francis  Hospital 
6161  S.  Yale 
627-2200 


Lucien  M.  Pascucci,  MD,  FACR 
Ernest  S.  Kerekes,  MD,  FACR 
Donald  F.  Mauritson,  MD,  FACR 
Richard  F.  Barbee,  MD 
Norman  L.  Bartlett,  MD 
Zla  O.  Vargha,  MD 

David  V. 


John  E.  Kauth,  MD 
John  L.  Ritan,  MD 
George  H.  Kamp,  MD 
Thomas  S.  Llewellyn,  MD 
Theodore  J.  Brickner,  Jr.,  MD 
Tim  S.  Caldwell,  MD 
Eakin,  MD 


RADIOLOGICAL  PHYSICS 


DAVID  S.  GOODEN,  PhD 
1249  East  26th  Street 
Tulsa,  Oklahoma  74114 
Phone  918  742-8108 
PHYSICS  CONSULTATION  IN: 

Diagnostic  x-ray  . Radiation  Therapy  • Nuclear  Medicine 
Radiography  » Instrumentation  • Dosimetry  • Leak  Testing 
Shielding  Design  • Radiation  Safety  • Personnel  Monitoring 
AEC  License  Applications  • State  and  Federal  Compliance 


ROBERT  B.  HOWARD,  MD,  FACS 
Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and 
Diseases  of  the  Thyroid  Gland 

544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


GILBERT  L.  HYROOP,  MD,  FACS,  FICS 

Certified  by  the  American  Board  of  Plastic  Surgery 
Practice  Limited  to  Plastic  8,  Reconstructive  Surgery  and 
Cosmetic  Surgery 


Medical  Tower 
3141  N.W.  Expressway 


848-3341 

Oklahoma  City,  Oklahoma  73112 


GEORGE  H.  KIMBALL,  MD,  FACS 
Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
321  Pasteur  Building  Oklahoma  City  Phone  232-1036 

HERBERT  M.  KRAVITZ,  MD,  FACS 
Diplomate  American  Board  of  Plastic  Surgery 

Reconstructive,  Cosmetic,  and  Hand  Surgery 


Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 

F.  M.  LINGENFELTER,  MD,  FACS 
Surgery  and  Surgical  Diseases  of  the 
Thyroid  Gland 

216  Osier  Building,  Oklahoma  City,  Okla. 


FRED  R.  MARTIN,  MD 
Diplomate  American  Board  of  Surgery 


601  St.  John's  Doctors  Bldg. 


742-4851 


1705  East  19th  Street 


Tulsa,  Oklahoma  74104 


SURGERY 


WILLIAM  O.  COLEMAN,  MD,  FACS 
Certified  American  Board  of  Surgery 
General  Surgery 

Suite  603  Baptist  Hospital  Complex 

5700  N.W.  Grand  Blvd. 

Telephone:  1 405  946-0727 

WARREN  L.  FELTON  II,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Oklahoma  City,  Okla. 

208  Doctors  Medical  Building 

5700  N.W.  Grand  Blvd.  947-5573 


WILLIAM  J.  FORREST,  MD 
Plastic  and  Reconstruction  Surgery 
Surgery  of  the  Hand 

1211  North  Shartel  235-3361 

Oklahoma  City 


Professional  Card  listings  are  available  to  members. 
They  are  sold  in  vertical  increments  of  one-half  inch, 
at  the  rate  of  $25.00  per  year. 


CHARLES  A.  TOLLETT,  BS,  MD,  DSc 
Certified  American  Board  Surgery 
General  Surgery 

Dowell  Building  235-7750 

405  N.  Durland  Street  Oklahoma  City,  Oklahoma 


UROLOGY 


A.  De  QUEVEDO,  MD,  Inc. 

A.  de  Quevedo,  MD 

Diplomate  of  the  American  Board  of  Urology 
Suite  606  232-1333  1211  N.  Shartel 

Oklahoma  City,  Oklahoma  73103 

MEREDITH  APPLETON,  J.  HARTWELL  DUNN, 

MD,  FICS  MD,  FACS 

CHARLES  L.  REYNOLDS,  Jr.,  MD,  FACS 
HARRY  C.  MILLER,  Jr.,  MD,  FACS 
Diplomates  of  the  American  Board  of  Urology 

3113  Northwest  Expressway  Oklahoma  City,  Oklahoma 

843-5761 

JOHN  T.  BOAZ,  III,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
Physicians  and  Surgeons  Building — 1211  North  Shartel 
Office  235-9401  Home  751-2633 

Oklahoma  City 


PHILIP  D.  DIGGDON,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
Suite  312  Tulsa,  Oklahoma  74136 

Warren  Professional  Bldg.  Tel.:  622-6322 

6465  South  Yale 


XXX 
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BARNEY  J.  LIMES,  MD 
Diplomate  of  the  American  Board  of  Urology 
Practice  Limited  to  Urology 

Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  235-549-t 


JOE  E.  COLLINS,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 

Suite  1106  235-3524  1211  North  Shartel 

Oklahoma  City,  Oklahoma 

JESS  E.  MILLER,  MD 

Diplomate  of  the  American  Board  of  Urology 
336  Pasteur  Building  1111  North  Lee 

Oklahoma  City,  Oklahoma 

Res.  Phone  842-1811  Office  Phone  235-6618 


PENNINGTON-DEEN  UROLOGY  CLINIC,  Inc. 
Diplomates  American  Board  of  Urology 
1201-F  East  5th  Street  Office  332-7706  Ada,  Oklahoma 

Residence:  Dr.  Pennington:  332-7316 — Dr.  Deen:  332-8184 


CARDIOLOGY 

SYMPOSIUM 

presented  by 


THE  UNIVERSITY  OF  TEXAS 
GRADUATE  SCHOOL  OF  BIOMEDICAL 
SCIENCES  AT  HOUSTON 
DIVISION  OF 

CONTINUING  EDUCATION 


December  4th,  5th,  6th,  and  7th,  1972 
Houston,  Texas 


This  program  will  present  an  intensive  review 
in  cardiology.  The  guest  lecturer  will  be  S.  Gil- 
bert Blount,  Jr.,  MD,  Professor  of  Medicine;  Head, 
Division  of  Cardiology,  University  of  Colorado 
Medical  School,  Denver,  Colorado. 

For  further  information  write:  The  office  of  the 
Dean,  The  University  of  Texas  Graduate  School 
of  Biomedical  Sciences  at  Houston,  Division  of 
Continuing  Education,  P.  O.  Box  20367,  Hous- 
ton, Texas  77025. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 


Baciociil 

(sodium  oxacillin) 

'capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 
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Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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scripts of  annual  meeting  papers,  are  the  sole  property 
of  The  Journal  and  must  not  have  been  published  else- 
where. Authority  for  approval  of  all  contributions  rests 
with  the  Editorial  Board,  and  the  Board  reserves  the 
right  to  edit  any  material  submitted.  Manuscripts 
should  be  typewritten,  double  spaced  and  submitted  in 
original  and  one  copy.  Receipt  of  manuscripts  will  be 
acknowledged  and  unused  manuscripts  returned.  Used 
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sponsible for  the  statements  or  opinions  of  any  con- 
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Pink  isn’t  exactly  his  color, 
but  he  loves  it  for  a change. 


WinGel 


aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 

For  your  ulcer  and  ulcer-prone  patients . . . 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 

• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  taxation 


WINTHROP  LABORATORIES 
NEW  YORK,  N Y.  10016 


Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


A New 

Dosage  Form: 


Chewable 
Tablets  »» mg 

Mintezol 

(THIABENDAZOLE  j MSD) 


so  easy  to  take 
everyone  in  the  family 
will  keep  to  the 
regimen  you  prescribe 


include:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
bottles  of  120  cc. 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZOL  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat 
7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection.  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets/50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  for 
2 to  4 
successive 
days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g (6  tablets). 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  the  Direction  Circular.  Merck  Sharp  & Dohme, 
Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


v V 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distention  and  discomfort,  KIIMESED® 
provides  more  complete  relief : 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  tw  o tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  sw'allowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (w  arn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  torso  is  distended  up  to 
sixty  per  cent  over  its  normal  size... 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


Librium  and 

(chlordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerable, 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 


LIBRARY 
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NEW  fOKK  ACADEMY 

OF  MEDICINE 


In  relief  ®f  clinically 
significant  anxiety 


librium 


l8mg,  lO’-mgy  25-mg  capsules 
up  to  IOQ  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e  g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion- 
ally, making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium®  capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 
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The  negative  power  of  clinically  significant  anxiety 
in  angina  pectoris... 


,*r 


This  man  feels  he  is  living 


During  anginal  attacks,  patients  may  suffer  intense 
apprehension.  More  frequently,  however,  they  experience  a 
continuing  sense  of  less  severe  but  nonetheless  dispropor- 
tionate anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
important,  since  undue  emotional  stress  may  precipitate 
further  anginal  episodes. 


Adjunctive  Librium  (chlordiazepoxide  HC1)  may  be 
especially  suitable  for  relief  of  clinically  significant 
anxiety  and  emotional  tension  in  anginal  patients 
because  of  its  generally  prompt  therapeutic  effective- 
ness and  wide  margin  of  safety.  In  a recent  double-blind 
randomized  study,*  Librium  (chlordiazepoxide  HC1) 
was  administered  for  relief  of  moderate  anxiety  in  20 
anginal  patients  seen  in  office  practice  over  a 20-week 
period.  Symptoms  of  emotional  distress  related  to 
anxiety  were  rated  at  base-line,  one  week,  two  weeks 
and  monthly  thereafter.  Relief  was  obtained  notably 
early  in  therapy.  The  clinical  results  demonstrated  that 
Librium  offers  the  coronary  patient  an  antianxiety  drug 
that,  in  the  author’s  opinion,  is  both  effective  and  safe. 

In  general  use,  the  most  common  side  effects  reported 
have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
summary  of  prescribing  information.) 

Librium  ( chlordiazepoxide  H Cl)  is  used  concomitantly 
with  certain  specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
pertensive agents,  whenever  anxiety  is  clinically  signifi- 
cant. The  drug  should  be  discontinued  after  anxiety  has 
been  reduced  to  appropriate  levels. 


The  positive  power  of 
adjunctive 

Librium, 

(chlordiazepoxide  HC1) 

10- mg,  25 -mg  capsules 
up  to  100  mg  daily 


for  moderate 
to  severe  anxiety 
accompanying  angina  pectoris 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  0 .g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e  g-,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions : Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido -all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied : Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide  HC1.  Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 

*Levine,  S.:  ‘‘Angina  Pectoris  and  Emotional  Overlay,’  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15, 1971. 

A copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  IrtC. 
Nutley,  N.J.  07110 


What  Oklahoma 
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is  a Malpractice 
Liability  Carrier 
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when  troubl 
comes. 
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the  carrier  that  pioneered  the  modern  approach  to  malpractice  cover- 
e,  and  the  carrier  geared  to  STAY  in  the  market. 
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Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


A New 

Dosage  Form: 


Chewable 

rablets  500  mg 

Mintezol 

[THIABENDAZOLE  I MSD) 


so  easy  to  take 
everyone  in  the  family 
will  keep  to  the 
regimen  you  prescribe 


include:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
[including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
bottles  of  120  cc. 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZOL  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat 
7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection.  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets/50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 
1 tablet /501b 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  for 
2 to  4 
successive 
days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g (6  tablets). 

*Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


For  more  detailed  information , consult  your  MSD  representa- 
tive or  see  the  Direction  Circular.  Merck  Sharp  & Dohme, 
Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


Antivert 


- (meclizine  HC1) 

tor  vertigo 


...and  then  on  to\bnice 


Indicated  in  the  management  of  nausea, 
)miting  and  dizziness  associated  with  mo- 
rn sickness. 

Found  useful  in  the  management  of  verti- 
) associated  with  diseases  affecting  the  ves- 
Dular  system. 

Available  as  Antivert"5  (12.5  mg.  meclizine 
Cl)  blue  and  white  scored  tablets  and  also 
Antivert®/25  (25  mg.  meclizine  HC1)  yel- 
w and  white  scored  tablets. 


^INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences'National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows : 

Effective:  Management  of  nausea  and  vomiting  and 
diz  ziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  asso- 
ciated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica* 
tions  requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12thT5th  day  of  gestation  has  produced  cleft  palate  in 
the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg. /day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys 
did  not  show  cleft  palate.  Congeners  of  meclizine  have 
caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 
ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 

R06RIG  (9 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 
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A single-dose,  non-staining  anthelmint 


Oklahoma  State  Medical  Association 


with  just  one  non-staining  dose 
of  Antiminth  [pyrantel  pamoate) 

Oral  Suspension. 

Highly  effective.  Active  against 
pinworm...and  roundworm. 
Non-staining.  Doesn't  stain  teeth 
or  oral  mucosa  on  ingestion. 

Doesn't  stain  stools,  clothing  or  linen. 
Simple  dosage.  Single-dose  regimen: 
1 cc.  per  1 0 lbs.  of  body  weight 
[1  tsp.  per  50  lbs.). 

Well-tolerated.  Based 
on  pre-introductory  studies. 
Pleasant-tasting.  Easy-to-take, 
caramel-flavored  oral  suspension. 
Economical.  One  prescription 
for  the  entire  family. 


Antiminth  (pyrantel  pamoate)  Oral  Suspension 

Actions.  Antiminth  (pyrantel  pamoate)  has  demonstrated  anthelmintic  ac- 
tivity against  Enlerobius  vermicularis  (pinworm)  and  Ascaris  lumbricoides 
(roundworm).  The  anthelmintic  action  is  probably  due  to  the  neuromuscular 
blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral  dose.  Plasma  levels  of  un- 
changed drug  are  low.  Peak  levels  (0.05-0.13  yrg/m I)  are  reached  in  1-3 
hours.  Quantities  greater  than  50%  of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas  only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of  the  drug  and  its  metabolites. 

Indications.  For  the  treatment  of  ascariasis  (roundworm  infection)  and  en- 
terobiasis (pinworm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction  studies  have  been  performed 
in  animals  and  there  was  no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who  have  received  this  drug. 
Precautions.  Minor  transient  elevations  of  SGOT  have  occurred  in  a small 
percentage  of  patients.  Therefore,  this  drug  should  be  used  with  caution  in 
patients  with  pre-existing  liver  dysfunction. 


Adverse  Reactions.  The  most  frequently  encountered  adverse  reactions  are 
related  to  the  gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  anorexia,  nausea,  vomiting,  gas- 
tralgia,  abdominal  cramps,  diarrhea  and  tenesmus,  transient  elevation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsiness,  and  insomnia. 

Skin  reactions:  rashes. 

Dosage  and  Administration.  Children  and  Adults:  Antiminth  Oral  Suspension 
(50  mg.  of  pyrantel  base/ml.)  should  be  administered  in  a single  dose  of  11 
mg.  of  pyrantel  base  per  kg.  of  body  weight  (or  5 mg. /lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified  dosage  regimen  of  1 cc.  of 
Antiminth  per  10  lbs.  of  body  weight.  (One  teaspoonful  = 5 cc.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension  may  be  administered  with- 
out regard  to  ingestion  of  food  or  time  of  day;  and  purging  is  not  necessary 
prior  to,  during,  or  after  therapy.  It  may  be  taken  with  milk  or  fruit  juices.  Be- 
cause of  limited  data  on  repeated  doses,  no  recommendations  can  be  made. 
How  Supplied.  Antiminth  is  available  as  a pleasant  tasting  caramel-flavored 
suspension  which  contains  the  equivalent  of  50  mg  pyrantel  base  per  ml., 
supplied  in  60  cc.  bottles. 


lent: 


new 


ANTIMINTH 

(pyrantel  pamoate) 
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R06RIG  (SSfr 

A division  of  Pfizer  Pharmaceuticals 
New  York  New  York  1001 7 


equivalent  to  50  mg.  pyrantel/ml. 

ORAL  SUSPENSION 
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Your  continuing  cooperation  with  the  American  Associatio 
of  Medical  Assistants  has  been  generous.  With  your 
support  our  organization  has  achieved  a membership  of 
14,000  medical  assistants  in  more  than  400  chapters  in 
45  states,  District  of  Columbia  and  Puerto  Rico. 

Since  our  first  organizational  meeting  15  years  ago,  we 
have  worked  toward  the  primary  goal  of  providing  educa- 
tional opportunities  to  the  medical  assistant  in  the 
doctor’s  office.  In  a short  decade  and  a half  the 
association  has: 

• Established  and  conducted  a certification  program  as  an  incen- 
tive to  self-education. 

• Developed  curricula  for  medical  assisting  programs  in 
hundreds  of  junior  and  community  colleges. 

• Carried  on  a continuing  education  program  for  medical  assistant 
through  seminars,  workshops  and  a professional  bi-monthly 
journal. 

• Published  career  materials  and  established  a scholarship  loan 
fund  to  help  recruit  future  medical  assistants. 

• Cooperated  with  AMA  in  public  relations  efforts  beneficial  to  th 
medical  profession  as  a whole. 

But  our  work  cannot  stop  here.  As  the  only  national 
association  for  medical  assistants,  AAMA  is  eager  to 
contribute  to  advancement  of  this  allied  health  field.  We 
would  like  to  share  our  educational  programs  with  all  of  th( 
medical  assistants  across  the  nation.  But  to  do  this  we 
need  the  co-operation  of  many  more  physicians. 

If  your  medical  assistant  is  not  a member  of  AAMA,  please 
fill  out  this  coupon  today.  Her  greater  knowledge  of  medica 
assisting  will  be  your  reward. 

American  Association  of  Medical  Assistants 


I wish  to  inquire  about  membership  for  my  medical  assistant  in  the  Ameri 
can  Association  of  Medical  Assistants,  Inc.  Please  have  someone  sem 
more  information  to: 

Name — 

Business  Address  Phone 

(Street) 

City State Zip 

Member  of  county  medical  society:  Yes No . 

County 

Name  of  Assistants:  Address: 


P.S.  AAMA  bylaws  provide  that  the 
association,  "is  not,  nor  shall  it  ever  be- 
come a trade  union  or  collective  bargain- 
ing agency." 


Clip  and  mail  to: 

American  Association  of  Medical  Assistants 

One  East  Wacker  Drive 
Chicago,  Illinois  60601 
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Advertisement 


“ The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice." 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 
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The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really  b| 
determined. 

The  Bureau  of  Drugs  ha 
suggested  the  package  in 
sert  as  a possible  means  o, 
communicating  informatioi 
on  relative  efficacy  of  drug: 
to  the  physician.  I find  thi: 
objectionable,  since  I d( 
not  believe  the  physiciai 
should  have  to  rely  on  this 
source  for  final  scientific 
truth.  There  is  also  a prac 
tical  objection:  Since  few 
physicians  actually  dis 
pense  drugs,  they  seldoir 
see  the  package  insert.  Ir 
any  event,  I would  main! 
tain  that  the  physician 
should  know  what  drug  he 
wants  and  why  without  de- 
pending on  the  government 
or  the  manufacturer  to  tell 
him. 

Undoubtedly,  physicians 
are  swamped  by  excessive 
numbers  of  drugs  in  some 
therapeutic  categories.  And 
I am  well  aware  that  many 
drugs  within  such  cate- 
gories could  be  eliminated 
without  any  loss,  or  per- 
haps even  some  profit,  to 
the  practice  of  medicine. 
But,  in  my  opinion,  neither 
the  FDA  nor  any  other 
single  group  has  the  exper- 
tise and  the  wisdom  neces- 
sary to  determine  the  one 
“drug  of  choice”  in  all 
areas  of  medical  practice. 
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i In  my  opinion,  it  is  not 
he  function  of  any  govern- 
lent  or  private  regulatory 
gency  to  designate  a “drug 
f choice.”  This  determina- 
ion  should  be  made  by  the 
'hysician  after  he  has  re- 
eived  full  information  on 
he  properties  of  a drug, 
nd  then  it  will  be  based  on 
us  experience  with  this 
Irug  and  his  knowledge  of 
he  individual  patient  who 
s seeking  treatment. 

If  an  evaluation  of  com- 
mrative  efficacy  were  to  be 
nade,  particularly  by  gov- 
ernment, at  the  time  a new 
Irug  is  being  approved  for 
narketing,  it  would  be  a 
;reat  disservice  to  medi- 
ine  and  thus  to  the  patient 
-the  consumer.  For  exam- 
)le,  when  a new  therapeu- 
ic  agent  is  introduced,  on 
he  basis  of  limited  knowl- 
edge, it  may  be  considered 
:o  be  more  potent,  more 
effective,  or  safer  than 
oroducts  already  on  the 
narket.  Conceivably,  at 
.his  time  the  new  drug 
:ould  be  labeled  “the  drug 
of  choice.”  But  as  addi- 
tional clinical  experience  is 
accumulated,  new  evidence 
aiay  become  available. 
Later,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  Bi2  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 
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Gonorrhea- A Current  Epidemic 

One  OF,  if  not  the  most  serious  medical 
problems  facing  the  United  States  and  West- 
ern Nations,  is  the  pandemic  of  venereal  dis- 
eases. Gonorrhea  and  syphilis  have  been 
preventable,  diagnosable  and  curable  by  rel- 
atively simple  and  readily  available  tech- 
niques for  some  20  years.  Yet  today  gon- 
orrhea ranks  first  and  syphilis  third  among 
the  reportable  communicable  diseases  in  the 
United  States.1'2  The  true  incidence  of  gon- 
ococcal infection  of  both  male  and  female  is 
difficult  to  establish  accurately  since  at  the 
present  it  is  dependent  on  reported  cases. 
Gonorrhea,  as  with  most  other  reportable 
diseases,  is  notoriously  under-reported  by 
practicing  physicians,  resulting  in  a signi- 
ficant bias  in  available  statistics.3  However, 
even  with  inadequate  statistics,  the  rates 
clearly  show  that  gonorrhea,  always  endemic, 
is  now  out  of  control  and  has  reached  epi- 
demic proportions  in  many  parts  of  the 
world.  In  addition,  ophthalmia,  salpingitis 
and  other  complications  of  gonorrheal  in- 
fection are  exhibiting  the  expected  parallel 
rise.  Moreover,  the  incidence  of  strains  of 
gonococci  resistant  to  penicillin  is  increas- 
ing about  as  rapidly  as  the  incidence  of  gon- 
orrhea. All  age  groups  are  being  affected 
by  this  resurgence  of  gonorrhea.  For  ex- 
ample, at  the  Children’s  Memorial  Hospital, 
University  of  Oklahoma  Health  Sciences 
Center,  during  the  past  year,  13  children 
less  than  16  years  of  age  have  been  seen  with 
proved  gonococcal  infection.  In  1970,  in  the 
United  States  33%  of  the  cases  of  gonorrhea 
occurred  in  persons  less  than  20  years  of 
age.1 

As  mentioned  above,  the  true  incidence  of 
gonorrhea  is  unknown.  A survey  in  1969  of 
reporting  practices  indicated  that  private 
physicians  were  treating  79%  of  the  cases 
of  gonorrhea  in  the  country,  but  that  they 
were  reporting  to  health  officials  less  than 
17%  of  cases  they  treated!2  On  this  basis 
a conservative  estimate  of  the  annual  inci- 
dence in  the  United  States  is  2,000,000 
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cases.1  On  a global  basis,  the  World  Health 
Organization  estimates  than  65  million  new 
cases  occur  annually.4  Reported  cases  of 
gonorrhea  have  increased  for  12  of  the  last 
13  years  and  for  the  past  several  years  the 
rate  of  increase  has  exceeded  15%  per  year. 
The  216,476  cases  reported  in  1957  (130 
cases  per  100,000)  has  increased  to  573,200 
cases  (285.2  cases  per  100,000)  reported  for 
fiscal  year  1970.5'11 

From  1919  through  1939,  rates  of  report- 
ed cases  ranged  from  a high  of  177.7  cases 
per  100,000  population  in  1921  to  a low  of 
121.4  cases  per  100,000  in  1933.  The  lowest 
rates  of  reported  cases  during  this  20-year 
period  occurred  during  the  years  1931 
through  1936.  Case  rates  rose  during  the 
years  1931  through  1936  and  again  during 
World  War  II  and,  in  1947,  reached  a peak 
of  284.2  cases  per  100,000  population.  After 
this  year  the  incidence  decreased,  and  a low 
postwar  rate  of  129.3  was  reported  in  1958. 
Since  1958,  the  reported  case  rate  of  gon- 
orrhea has  steadily  increased  annually  in  the 
United  States.  The  rate  of  285.2  per  100,- 
000  reported  for  1970  is  almost  identical  to 
the  previous  all-time  high  rate  reported  in 
1947.  However,  because  of  population  growth 
during  this  interval,  there  were  170,451 
more  cases  reported  in  1970  than  in  1947." 
Between  1941  and  1969  the  highest  rates  in 
the  United  States  occurred  in  1947,  1968  and 
1969,  and  the  lowest  rate  in  1958. 6 

Every  state  and  region  in  the  country  has 
reported  increases  in  cases  since  1957  and 
a summary  of  national  data  indicates  that 
increases  have  occurred  in  all  races,  in  both 
males  and  females,  in  all  age  groups,  in 
large  and  small  cities  and  rural  areas,  and 
among  patients  of  both  public  and  private 
medical  facilities.11 

However,  urban  rates  in  this  country  are 
far  higher  than  in  rural  areas.  Many  urban 
areas  have  gonorrhea  rates  as  much  as  five 
times  the  national  average.  More  than  half 
the  venereal  disease  problem  is  concentrated 
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in  cities  over  500, 000. 7 Despite  the  limita- 
tions of  under-reporting,  the  number  of  ci- 
vilian cases  of  gonorrhea  per  1,000  popula- 
tion in  the  United  States  in  1969  was  15 
times  as  numerous  in  the  racial  group  des- 
ignated “Other”  (in  the  United  States,  pri- 
marily black)  than  for  the  white  group. 
White  males  had  rates  approximately  twice 
as  high  as  for  females;  for  males  in  the 
group  designated  “Other,”  the  rates  were 
three  times  as  high  as  for  females.6 

From  a geographic  standpoint,  the  re- 
ported incidence  of  gonorrhea  in  various 
countries  reveals  some  surprising  findings. 
Sweden  and  Denmark,  two  of  the  most  high- 
ly civilized  nations  in  the  Western  World, 
have  had  rates  consistently  higher  than  those 
in  the  United  States,  which  is  in  third  place, 
ahead  of  Denmark  since  1965.  Japan,  Po- 
land, Norway,  the  United  Kingdom,  France, 
Italy,  and  Ceylon  have  rates  considerably 
lower  than  the  United  States.  Rates  in  Fin- 
land and  the  United  States  are  similar.  The 
higher  rates  in  Sweden  and  Denmark  prob- 
ably are  accounted  for,  in  part,  by  better 
reporting  and  contact  investigation  (both 
of  which  would  combine  to  find  more  cases) 
rather  than  truly  significant  higher  rates.7 

The  age  distribution  of  gonorrhea  dem- 
onstrates clearly  that  it  is  primarily  a dis- 
ease of  the  young.  Data  for  1969  show  it 
assuming  significant  frequency  at  puberty, 
reaching  the  highest  levels  in  the  age  group 
20  to  24,  and  then  declining  to  age  50  and 
older  at  which  time  the  rates  are  similar  to 
those  in  the  14  and  younger  group.  In  fiscal 
year  1969  cases  in  the  age  group  20  to  24 
years  were  reported  at  the  rate  of  1,412  per 
100,000  or  one  case  for  every  71  persons 
age  20  to  24  years  in  the  United  States.7 

The  mode  of  transmission  of  gonorrhea  is 
the  principal  explanation  for  its  age  distri- 
bution, which,  starting  at  puberty  and  the  on- 
set of  significant  heterosexual  intercourse, 
reaches  peak  levels  at  the  same  time  in  life 
when  heterosexual  activity  for  males,  at  least, 
is  greatest.6’ 7 For  females,  the  age  group 
of  greatest  risk  is  20-24  years  followed 
rather  closely  by  15-19  years.  Although 
males  20-24  years  old  have  the  highest  risk 
also,  the  next  highest  rate  among  males  is 
in  the  age  bracket  25-29  years  which  is  fol- 
lowed by  the  15-19  years  group.  Well  over 
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half  of  all  reported  cases  in  each  sex  are 
among  persons  less  than  25  years  of  age.11 
A paragraph  from  the  report  of  WHO  Ex- 
pert Committee  on  the  Health  Problems  of 
Adolescence  in  19658  points  to  the  magni- 
tude of  the  problem  of  venereal  disease,  not 
only  in  numbers,  but  to  the  factor  of  the  sex 
drive  that  makes  control  so  different  and 
more  difficult  than  for  any  other  infectious 
disease. 

“Studies  of  1,000  male  gonorrhea  patients, 
aged  15  to  60  years,  and  representing  the 
lower  social  and  economic  group  of  a section 
of  Los  Angeles,  revealed  that  80  per  cent 
had  a history  of  previous  venereal  infection 
and  54  percent  had  acquired  their  initial  in- 
fection between  the  ages  of  15  and  19  years. 
Further,  26  percent  of  those  reporting  with 
a first  infection  returned  with  a new  infec- 
tion during  the  six  months’  duration  of  the 
study.” 

Najem  and  Lynn9  reported  on  the  epidem- 
iologic aspects  of  25,294  reported  cases  of 
gonorrhea  in  Oklahoma  from  1965  to  1969. 
The  overall  mean  annual  rate  of  reported 
gonorrhea  cases  was  202.2  per  100,000  pop- 
ulation during  this  period  but  the  secular 
trend  increased  from  1956  to  1969.  The  geo- 
graphical distribution  indicated  that  the 
mean  rate  of  the  77  counties  in  Oklahoma 
was  35.7  cases  per  100,000  population  in 
1969,  with  rates  ranging  up  to  426.5  among 
the  counties.  A majority  of  the  cases  were 
from  urban  areas  and  the  rate  of  1687.1 
cases  per  100,000  population  among  Negroes 
was  remarkably  higher  than  for  other  races. 
There  were  three  times  more  male  cases 
than  female.  The  age  distribution  of  the 
cases  ranged  from  less  than  one  year  to  over 
85  years  of  age,  with  the  peak  in  the  age 
group  20-24  years.  However,  there  was  a 
progressive  increase  in  incidence  of  cases  in 
the  age  group  less  than  24  years  and  the 
largest  increase  in  cases  was  in  the  age 
group  15-19  years. 

Although  gonorrhea  is  primarily  a dis- 
ease of  adolescents  and  adults,  both  the  up- 
per and  lower  age  limits  for  active  acqui- 
sition of  venereal  disease  are  being  expand- 
ed. Guthe2  of  the  World  Health  Organiza- 
tion related  that  a recent  analysis  of  20,000 
cases  of  gonorrhea  at  the  Hospital  St.  Louis 
in  Paris  showed  the  youngest  to  be  a 12 
year  old  boy  whose  father  had  taken  him 

Oklahoma  State  Medical  Association 


to  a brothel  (the  father  paid  the  fee),  while 
the  oldest  was  an  84  year  old  man  whose 
son  had  taken  him  to  a brothel  (the  son  paid 
the  fee). 

What  is  the  cause  of  this  current  epidem- 
ic of  gonorrhea?  It  is  due  to  a skein  of  in- 
terdependent, microbiologic,  medical,  moral 
and  social  factors.  Some  of  the  commonly 
cited  reasons  why  gonorrhea  continues  to 
flourish  include  a very  brief  incubation  pe- 
riod, the  frequent  asymptomatic  nature  of 
the  infection  in  females,  lack  of  natural  or 
acquired  immunity,  increased  use  of  contra- 
ceptive pills  and  intrauterine  devices,  public 
apathy,  changing  moral  standards,  and  de- 
crease in  susceptibility  of  the  gonococcus  to 
penicillin  and  other  antibiotics. 

It  has  been  postulated  that  the  use  of  oral 
contraceptives  by  the  most  sexually  active 
segments  of  the  population  has  contributed 
to  greater  promiscuity,  since  fear  of  preg- 
nancy is  removed  allowing  for  greater  fre- 
quency of  intercourse  and  exposure  to  gon- 
orrhea. Actually,  gonorrhea  rates  began  to 
go  up  in  1957,  a good  seven  or  eight  years 
before  the  widespread  use  of  “the  pill.”  The 
reasons  for  the  accelerating  rates  since  1964 
are  not  clear.  It  is  likely  that  the  role  of 
“the  pill”  is  not  as  important  as  it  is  said 
to  be.  Much  more  likely  a factor  is  the  sub- 
stantial increase  in  the  size  of  the  reservoir, 
the  infected  asymptomatic  female  and  the 
male  carrier.7 

One  of  the  most  important  reasons  for  the 
striking  increase  in  the  incidence  of  this  dis- 
ease is  the  enlarging  pool  of  asymptomatic 
female  carriers.  Even  under  optimal  condi- 
tions, diagnosis  in  the  female  is  often  diffi- 
cult. The  best  laboratory  procedure,  the 
culture,  is  positive  in  only  about  70%  of  fe- 
males exposed  to  known  cases  of  gonorrhea.2 
The  reservoir  for  the  gonococcus  is  thought 
to  be  the  female  much  more  frequently  than 
the  male.  Unless  the  female  has  complica- 
tions or  severe  acute  manifestations  of  the 
primary  infection,  she  may  be  asymptomatic 
or  at  least  with  symptoms  so  mild  that  they 
do  not  act  as  a deterrent  to  sexual  inter- 
course and  transmission  of  infection  to  a 
susceptible  male.  They  are  truly  carriers 
of  the  disease,  and  between  50%  and  75% 
of  infected  women  fall  into  this  category  and 
constitute  the  principal  reservoir  of  gon- 
orrheal infection.  There  is  some  evidence, 
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however,  that  the  male  may  be  an  asympto- 
matic urethral  carrier  more  often  than  was 
previously  thought.  If  control  of  gonorrhea 
is  to  progress  at  all,  better  means  must  be 
found  of  diagnosing  the  silent  carrier  state, 
particularly  in  females. 

Another  important  contributing  factor  is 
the  increasing  resistance  of  the  gonococcus 
to  antimicrobial  agents.  Only  in  the  last 
several  years  has  agreement  been  achieved 
among  world  experts  that  a “relative”  re- 
sistance of  gonococcal  strains  to  penicillin-G 
has  and  is  continuing  to  develop.  This  prob- 
lem is  being  reported  by  country  after  coun- 
try but  does  present  some  marked  differ- 
ences in  degree,  even  within  limited  geo- 
graphic areas.  The  pioneer  investigators  of 
penicillin  reported  the  gonococcus  to  be  the 
most  susceptible  pathogenic  micro-organism 
studied  in  the  mid  1940’s.  Virtually  all 
strains  collected  prior  to  1955  were  inhib- 
ited by  0.06  unit/ml  or  less  of  penicillin  in 
vitro.  Although  most  of  the  early  reports 
were  based  on  clinical  rather  than  concom- 
itant microbiologic  tests-of-cure,  there  can 
be  little  doubt  that  a single  injection  of 
300,000  units  of  aqueous  penicillin-G  pro- 
duced cure  rates  approaching  100%  .5  Notice- 
able clinical  failures  were  not  apparent  un- 
til the  mid  1950’s.  The  studies  by  the  Na- 
tional Center  for  Disease  Control  have  been 
important  in  establishing  that  gonococcal 
resistance  to  penicillin  is  indeed  a real  phe- 
nomenon. Beginning  in  1965,  periodic  wide- 
spread analysis  of  routine  gonococcal  isolates 
was  begun  by  the  Center.  It  was  demon- 
strated by  1968  and  1969  that  the  majority 
of  gonococcal  strains  were  at  least  mod- 
erately resistant  to  penicillin.  An  increas- 
ing percentage  of  isolates  were  found  to  re- 
quire 0.5  unit  or  more  of  penicillin  for  in 
vitro  inhibition.  It  is  at  this  level  that  sig- 
nificant failure  rates  occur  when  recom- 
mended penicillin  dosages  are  used.  In  1962 
none  of  the  strains  isolated  had  a minimum 
inhibitory  concentration  (MIC)  of  greater 
than  0.5  mg/ml.  However,  by  1969,  16%  of 
the  isolates  showed  a MIC  greater  than  this 
concentration.  The  most  resistant  isolates 
require  3.5  units/ml  for  in  vitro  inhibition.5 

The  emergence  of  antibiotic  resistance  has 
been  relatively  slow  and  stepwise.  Cross  re- 
sistance between  antibiotics  usually  has  been 
observed,  even  between  compounds  with  bas- 
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ically  different  modes  of  action.  Resistance 
of  the  gonococcus  to  other  agents  such  as 
streptomycin  and  tetracycline  has  also  de- 
veloped and,  in  fact,  the  rate  of  increase  in 
resistance  to  these  agents  has  been  greater 
than  that  to  penicillin-G.5 

Gonococcal  resistance  appears  to  be  due 
either  to  a single  genetic  factor  making  for 
multiple  drug  resistance  or  the  presence,  in 
the  organism,  of  extrachromosomal  DNA 
carrying  a number  of  closely  linked  genes 
for  drug  resistance.  The  first — a single  ge- 
netic factor  making  for  alteration  of  gono- 
coccus cell  wall  permeability — seems  the 
more  probable.2 

Other  antimicrobial  agents  have  been 
shown  to  be  useful  in  the  treatment  of  gono- 
coccal infections.  These  include  ampicillin, 
tetracycline,  and  a new  aminocyclitol  anti- 
biotic, spectinomycin,  and  in  some  instances, 
the  cephalosporins.  New  treatment  regimes 
have  recently  been  established  by  the  Ve- 
nereal Disease  Branch  of  the  Center  for  Dis- 
ease Control.10 

Space  precludes  a detailed  discussion  of 
approaches  to  the  control  of  gonorrhea.  How- 
ever, certain  fundamental  facts  should  be 
mentioned.  Perhaps  in  no  other  disease  is 
the  actual  mode  of  transmission  so  deliberate 
and  so  well  understood.  It  has  been  stated 
that  epidemics  can  be  readily  produced  ex- 
perimentally by  adding  fresh,  susceptible  re- 
cruits to  an  already  infected  population.  In 
effect  this  is  occurring  because  fresh  sus- 
ceptible human  recruits  are  being  added 
daily  to  an  already  infected  population  at 
the  time  that  heterosexual  activity  begins; 
thus,  the  epidemic  is  not  likely  to  die  out 
naturally.  Two  mechanisms  which  deter- 
mine the  outcome  of  most  epidemics  play 
an  insignificant  role  in  gonorrhea.  These 
are  the  removal  of  susceptibles  by  death  or 
the  acquisition  of  immunity,  neither  of  which 
significantly  affects  gonorrheal  rates.  There 
is  no  evidence  that  one  attack  of  gonorrhea, 
either  in  the  male  or  the  female,  confers  any 
significant  degree  of  immunity.7 

The  methods  used  successfully  in  bring- 
ing syphilis  under  control,  namely  case  find- 
ing and  contact  investigation,  have  not  been 
applied  rigorously  to  gonorrhea,  and  further- 
more, it  is  doubtful  whether  they  would  be 
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correspondingly  successful  because  of,  among 
other  reasons,  the  short  incubation  period 
of  gonorrhea.  A very  important  part  of  any 
control  program  is  the  effective  treatment 
of  patients,  both  male  and  female,  who  too 
often  are  given  an  injection  of  penicillin  and 
are  never  seen  again.  Acceptable  criteria 
for  cure  must  be  based  on  careful  clinical  and 
bacteriologic  evaluation  of  each  patient  with 
retreatment  when  indicated  and  continued 
follow-up  and  observation  until  cure  is  cer- 
tain. Since  infection  cannot  definitely  be 
ruled  out  by  clinical  findings  and  present 
microbiologic  methods,  ideally  all  named  fe- 
male contacts  of  patients  with  gonorrhea 
should  be  given  prophylactic  treatment  and 
follow-up  care.7 

Basic  to  any  control  program  is  preven- 
tion, and  an  important  need  in  this  area  is 
greater  emphasis  on  venereal  disease  through 
programs  on  health  and  sex  education  in 
schools.  Paralleling  health  education  in 
schools  should  be  an  updating  of  community 
programs  for  education  about  venereal  dis- 
ease. 

The  possibilities  of  developing  a serologic 
test  to  detect  gonorrhea  are  currently  under 
investigation.  The  Center  for  Disease  Con- 
trol is  now  conducting  pilot  studies  utilizing 
the  complement  fixation,  flocculation  and  in- 
direct flourescent  antibody  techniques.2  Re- 
sults to  date  have  definitely  established  that 
female  carriers  of  the  gonococcus  have  a 
strong  antibody  response  to  the  infection. 
The  major  problem  with  the  serologic  tests 
at  present  is  the  number  of  apparent  false 
positive  reactions  encountered  with  serum 
from  presumably  noninfected  individuals.11 

Efforts  to  develop  an  anti-gonococcal  vac- 
cine using  the  same  approach  as  that  used 
for  anti-meningococcal  vaccines  appear  en- 
couraging.11 

Gonorrhea  was  recently  transferred  from 
man  to  chimpanzees  for  the  first  time  and 
several  of  the  experimental  serologic  tests 
for  gonorrhea  became  positive.  It  seems  like- 
ly that  this  animal  model  will  have  an  im- 
portant role  to  play  in  the  refinement  of 
serologic  tests  and  in  the  study  of  vaccines.11 

There  is  a pressing  need  for  increased  re- 
search in  all  aspects  of  gonorrhea.  Very 
little  is  known  about  many  facets  of  this 
infection  such  as  the  natural  history  in  fe- 
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males,  the  infectivity  of  the  carrier  state, 
the  existence  and  role  of  L-forms  of  gono- 
cocci, the  incidence  of  opthalmia  neonatorum, 
and  the  incidence  and  mechanisms  of  infer- 
tility resulting  from  gonococcal  infections. 
HDR  □ 
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INTERNAL  MEDICINE  REVIEW  COURSE 
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University  of  Oklahoma  College  of  Medicine 
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PLACE:  WEST  LECTURE  HALL,  BASIC  SCIENCE  BUILDING,  UNIVERSITY  OF 
OKLAHOMA  COLLEGE  OF  MEDICINE,  OKLAHOMA  CITY,  OKLAHOMA 

An  up-to-date  review  of  all  major  aspects  of  Internal  Medicine  designed  for  the  physician  plan- 
ning on  taking  his  Internal  Medicine  Boards  and  for  the  physician  wanting  to  keep  abreast  of 
the  rapidly  changing  frontier  of  Internal  Medicine.  NO  FEE  FOR  THIS  COURSE. 


SCHEDULE: 

SEPTEMBER  27th  HYPERTENSION 

OCTOBER  4th  CURRENT  CONCEPTS  OF  HEMATOLOGY 

OCTOBER  11th  BLEEDING  DISORDERS 


EDWARD  D.  FROHLICH,  MD 
JAMES  HAMPTON,  MD 
JAMES  HAMPTON,  MD 


The  complete  schedule  will 


be  available  to  those  who  come  to  the  lectures  and  upon  request  to: 


OFFICE  OF  CONTINUING  MEDICAL  EDUCATION  FOR  PHYSICIANS 

UNIVERSITY  OF  OKLAHOMA  HEALTH  SCIENCES  CENTER 
P.O.  BOX  26901  -800  N.E.  13TH  STREET 
OKLAHOMA  CITY,  OKLAHOMA  23190 
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Medicine  was  meant 
to  be  a quiet,  scholarly, 
friendly  experience  for 
physician  and  patient 
alike,  in  which  there  is 
plenty  of  time  for  dis- 
cussion, reading,  re- 
search, and  time  to  de- 
velop a really  close  re- 
lationship. That  this  is 
no  longer  possible  is  due  to  an  immense  in- 
crease in  demands  on  the  physician’s  time. 
The  absence  of  this  close  relationship  is  re- 
sponsible for  some  of  the  very  valid  criticism 
of  modern  medicine. 

The  benefits  of  modern  scientific  medi- 
cine are  so  great  that  no  one  really  wishes 
to  return  to  the  days  or  manner  of  practice 
of  our  great-grandfathers.  When  the  old 
country  doctor  arrived,  he  was  about  as 
dusty  as  the  roads  he  traveled,  smelled  like 
his  horse,  and  his  medicines  were  little  more 
effective  than  his  prayers.  But,  he  was  quite 
interested  and  responsive  to  his  patient’s 
needs.  Imagine  how  great  he  would  have 
been  with  modern  surgery,  drugs,  electron- 
ics, x-ray  equipment,  and  isotopes. 

Part  of  the  change  since  the  times  of  our 
great-grandfathers  is  the  increase  in  de- 
mand that  at  times  overloads  our  computers. 
One  of  my  patients  who  telephoned  at  4:00 
a.m.  complained  that  I was  slightly  grumpy. 
I explained  that  it  makes  a lot  of  difference 
if  he  is  the  first  or  eighth  to  call  in  one  night. 
People  who  telephone  the  office  during  a 
busy  day  may  have  to  wait  one  to  two  hours 
for  a response  from  me  and  spend  the  time 
fuming  with  anger,  although  the  question 
was  not  even  urgent.  Perhaps  we  should  in- 
struct our  answering  service  and  secretaries 
to  inquire  firstly  if  the  call  is  an  emergency 
and  react  accordingly. 

The  waiting  time  in  the  office  for  an  ap- 
pointment is  spent  usually  in  growing  dis- 
like of  the  system,  not  really  soothed  by 
Musak  or  fresh  magazines.  We  should  sched- 
ule appointments  realistically.  The  habit  of 
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bunching  up  appointments  for  our  own  con- 
venience may  keep  some  patients  waiting 
several  hours.  This  does  little  for  our  col- 
lective image.  If  we  keep  a patient  waiting 
as  much  as  five  minutes,  it  is  very  disarming 
to  open  your  remarks  by  saying:  “I  am  sorry 
to  have  kept  you  waiting,  but  some  urgent 
problems  intervened.” 

The  above  are  illustrations  of  the  rat  race 
that  the  practice  of  medicine  has  become. 
As  a practicing  physician,  I get  the  feeling 
that  I am  spending  my  life  going  45  miles 
per  hour  in  a 35  mile  zone.  It  is  like  attempt- 
ing to  pack  twelve  pounds  of  manure  into 
a ten  pound  bag — it’s  a mess ! ! As  this  over- 
load due  to  demand  increases,  our  product 
is  sure  to  suffer.  As  we  get  more  angry  at 
government  interference  and  nit-picking  by 
other  third  parties,  our  product  will  become 
even  less  effective.  In  fact,  one  of  the  char- 
acteristics of  physicians  involved  in  profes- 
sional liability  suits  is  that  they  are  overly 
busy.  In  the  years  to  come,  we  can  antici- 
pate an  increase  in  harrassment.  As  our 
practice  gets  more  overloaded,  we  must  not 
allow  it  to  affect  our  product. 

Doctors  are  expected,  quite  rightly,  I 
think,  to  continue  to  work  and  be  effective 
through  pestilence,  wars,  and  riots.  In  fact, 
it  is  a part  of  being  a pro  that  we  guard 
against  being  upset  by  external  events.  We 
must  not  carry  to  the  bedside  of  sick  people 
our  own  frustrations.  I am  reminded  of  a 
Korean  doctor  that  I had  the  pleasure  to 
work  with  who  said:  “As  those  around  me 
get  more  excited,  it  makes  me  more  and 
more  calm.”  I have  seen  English  physicians 
work  steadily  without  apparent  concern 
through  threats  of  bombing  attacks.  (But, 
the  English  are  a stoic  race.  They  even  put 
up  with  Socialized  Medicine.) 

One  of  the  many  challenges  to  modern 
physicians  is:  We  must  administer  the  mi- 
racles of  modern  medicine  in  the  face  of  an 
overloaded  demand — complicated  by  maxi- 
mum external  stress  as  our  society  increases 
in  complexity — while,  at  the  same  time,  emu- 
lating the  old  country  doctor’s  equanimity. 
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A Critical  Look 
at  the  Indwelling  Catheter 


IAL  scientific 


PATSY  L.  MITSCHER,  BS 
CARMEN  B.  SEWELL,  MBA,  BS,  MT 

(ASCP) 

WILLIAM  F.  BIRD,  MD 
DONALD  D.  ALBERS,  MD 

Most  indivelling  urethral  catheters  are 
not  left  in  over  three  days  in  acute  care 
hospitals.  Is  the  influence  on  urinary 
tract  infections  significant? 

Encouraged  by  the  committee  on 

Infection  Control,  a study  was  carried  out 
to  reflect  on  the  incidence  of  bacteriuria  with 
indwelling  catheters  in  Presbyterian  Hos- 
pital in  Oklahoma  City.  The  indwelling 
catheter  has  been  condemned  by  many  au- 
thors, and  urine  cultures  account  for  a high 
percentage  of  the  bacteria  isolated  in  the 
hospital  laboratories.  It  was  hoped  this 
study  might  give  us  some  indication  of  the 
efficiency  of  the  catheter  care  and  tell  us  if 
indwelling  catheters  were  significantly  in- 
creasing the  number  of  positive  urine  cul- 
tures. 

PROCEDURE 

The  general  procedure  for  this  initial 
study  was  to  culture  the  urine  from  one 
hundred  patients  who  had  indwelling  cathe- 
ters in  order  to  determine  the  rate  of  new 


bacteriuria  in  about  seventy-two  hours.  Uro- 
logic  patients  having  bladder  or  prostatic 
surgery  were  excluded  from  this  study.  These 
were  routine  postoperative  or  other  patients 
in  retention  who  required  catheter  drainage. 
Routine  sterile  technique  was  used  to  insert 
the  catheters.  No  antibacterial  ointments  or 
solutions  were  used  in  the  urethra  and  no 
special  techniques  were  used  to  prevent  in- 
fection, such  as  three  way  irrigation,  etc. 
The  catheters  were  all  left  in  place  through- 
out the  study  and  no  bladder  irrigations  were 
carried  out. 

Cultures  were  made  during  the  first 
twenty-four  hours  after  the  catheter  was 
inserted  and  again  within  an  eight  hour  pe- 
riod after  it  had  been  in  seventy-two  hours. 
A special  system  was  negotiated  with  the 
nursing  personnel  to  initiate  the  culture  and 
special  laboratory  slips  were  used  for  the 
study.  The  technique  utilized  in  getting  the 
urine  specimens  has  been  described  by  Sieg- 
green1  and  Schmidt.2  The  catheter  is  not 
disconnected  from  the  drainage  tube,  but  a 
clamp  is  applied  to  the  drainage  tube  to  al- 
low the  catheter  to  become  filled  with  urine. 
Then  the  catheter  was  cleansed  with  alcohol 
close  to  its  point  of  insertion  on  the  drainage 
tube  and  with  a small  needle  (23  or  25 
gauge)  and  disposable  syringe,  urine  was 
aspirated  through  the  wall  of  the  catheter 
(Fig.  1)  Two  to  five  cubic  centimeters  were 
withdrawn  and  taken  to  the  laboratory  im- 
mediately for  innoculation  on  appropriate 
media.  The  Kirby-Bauer  technique  for  sen- 
sitivities was  utilized  routinely.3 
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RESULTS 


A total  of  one  hundred  patients  (33  male 
and  67  female)  were  studied  by  this  tech- 
nique. The  results  can  best  be  expressed  by 
separating-  them  into  four  categories: 

(1)  In  61  patients  there  was  no  growth 
during  the  first  24  hours  and  no  growth 
after  72  hours. 

(2)  Twenty-two  had  significant  bac- 
teriuria  (over  10,000  colonies  per  cc.)  ini- 
tially, and  had  the  same  bacteria  at  the  end 
of  72  hours,  usually  in  larger  numbers. 

(3)  Five  patients  had  bacteria  initially 
and  no  bacteria  at  the  end  of  72  hours. 

(4)  Twelve  patients  had  no  bacteria  ini- 
tially and  had  significant  bacteriuria  at  the 
end  of  72  hours. 

DISCUSSION 

After  reviewing  the  charts  on  these  pa- 
tients, pertinent  observations  were  made  on 
these  different  categories  of  results.  Of  the 
patients  (category  [1])  who  had  no  bacteria 
in  24  hours  as  well  as  none  after  72  hours, 
we  were  impressed  with  the  fact  that  most 
had  been  on  some  antibacterial  drug.  Of 
those  who  had  bacteriuria  initially  (cate- 
gory [2] ) as  well  as  in  72  hours,  it  was  ob- 
served that  these  patients  were  not  on  anti- 
bacterial medication.  The  next  group  of  five 
(category  [3])  who  had  bacteria  initially 
in  their  urine  but  not  at  the  end  of  the  72 
hours  were  all  found  to  have  been  on  anti- 
bacterial medication.  Of  the  twelve  in  the 
last  group  (category  [4])  who  started  out 
with  no  bacteria  and  ended  up  with  bacteria, 
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we  found  that  only  two  had  any  antibacterial 
medication  during  this  seventy-two  hour 
period.  In  several  of  these  latter  cases  the 
urine  cleared  promptly  with  institution  of 
antibacterial  therapy.  It  should  be  empha- 
sized that  during  the  study  antibacterials 
weren’t  given  because  of  the  indwelling  cath- 
eter, but  for  systemic  infections  or  prophy- 
laxis prior  to  general  or  gynecological  sur- 
gical procedures. 

The  literature  on  this  subject  is  replete 
with  accusations  directed  at  the  catheter4  5 
and  implications  that  antibacterial  therapy 
is  of  little  value  in  cases  with  the  indwelling 
catheters.2-6-7  However,  there  is  some  evi- 
dence that  when  a three-way  catheter  is 
used  and  continuous  irrigation  with  some 
antibacterial  is  carried  out,  the  infection 
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rate  or  the  bacteriuria  is  reduced  consider- 
ably. There  is  no  question  that  the  catheter 
will  predispose  to  bacteriuria  and  also  that 
having  the  proper  antibacterial  in  the  urine 
will  decrease  or  eliminate  the  bacteria.  Since 
we  have  so  many  antibacterials  that  are  ex- 
creted promptly  in  the  urine  in  large  con- 
centrations, it  would  seem  to  be  indicated 
by  our  study  that  oral  or  parenteral  medica- 
tion might  be  of  some  value,  at  least  on  a 
short  term  basis.  Our  experience  with  bac- 
teria and  indwelling  catheters  appears  bet- 
ter than  the  Beeson4  report  in  1958  when 
almost  100%  were  found  infected  within 
four  days. 

Probably  the  greatest  benefit  derived 
from  this  study  is  that  it  generated  concern 
in  the  hospital  for  care  in  catheterizing  pa- 
tients and  in  the  training  of  those  persons 
involved.  The  technique  of  getting  cultures 
by  aspirating  through  the  wall  of  the  steri- 
lized catheter  rather  than  disconnecting  the 
catheters  became  standard  in  the  hospital 
and  is  a distinct  improvement.  This  tech- 
nique obviates  the  manipulation  of  the  open 
end  of  the  catheter  with  contamination  of 
the  edges  and  the  frequent  contamination  of 
the  culture  tube  by  the  tip  of  the  catheter. 

There  is  some  evidence  that  antibacterial 
solutions  or  ointments  used  in  the  urethra 
and  on  the  catheter  at  the  time  of  catheteri- 
zation might  be  helpful  in  preventing  the 
development  of  bacteriuria.  Cleansing  of 
the  meatus  and  the  use  of  antibacterial 
agents  at  the  meatus  seem  logical  and  de- 
serves more  study. 

SUMMARY 

This  study  reports  the  incidence  of  bac- 


teriuria in  one  hundred  patients  with  in- 
dwelling catheters  left  in  place  more  than 
72  hours.  Sixty-one  of  the  patients  remained 
free  of  bacteriuria.  Twenty-seven  patients 
had  significant  bacteriuria  at  the  onset  of 
the  study  and  22  of  these  persisted  with 
bacteruria  at  the  end  of  the  study,  showing 
some  improvement.  Twelve  patients  who 
had  no  bacteriuria  initially  had  significant 
bacteriuria  at  the  end  of  the  study.  This 
latter  group  implicates  the  indwelling  cathe- 
ter as  a continuing  factor  in  bacteriuria. 
There  was  a definite  correlation  between  ab- 
sence of  bacteriuria  and  the  administration 
of  antibacterials. 

Catheter  care  technique  improved  as  a 
result  of  this  study  and  the  technique  of  ob- 
taining urine  cultures  from  indwelling  cath- 
eters was  improved  and  standardized.  With 
good  care  and  especially  with  the  use  of  oral 
or  parenteral  antibacterials,  bacteriuria  in 
patients  with  indwelling  catheters  occurred 
infrequently  during  a 72-hour  period  of 
study.  Antibacterial  medication  probably 
should  be  given  prior  to  removal  of  the 
catheter  and  for  a few  days  following  re- 
moval. □ 
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Sequelae  of  Lead  Poisoning 
in  Children 


ROBERT  LEA  FULWILER,  MS 
LOGAN  WRIGHT,  PhD 

Although  the  reported  incidence  of 
lead  poisoning  in  Oklahoma  is  beloiv 
that  of  most  other  states,  the  number 
of  cases  found  may  depend  on 
hoiv  hard  one  looks. 

In  RECENT  YEARS  lead  poisoning  has 
become  one  of  the  most  common  forms  of 
poisoning  in  children.1  There  were  over  500 
cases  reported  in  New  York  City  in  1964, 2 
and  lead  poisoning  accounted  for  4.7%  of 
all  accidental  poisonings  in  children  in  Chi- 
cago in  1959-61. 3 According  to  the  Depart- 
ment of  Health  Education  and  Welfare,  400,- 
000  children  are  poisoned  annually  in  the 
United  States  by  repeated  intake  of  lead- 
based  paint.17  Of  this  number  between  10,- 
000  and  20,000  subjects  have  symptomatic 
intoxication,  approximately  200  die  each 
year  from  the  disease  and  about  4,000  suffer 
serious  neurological  damage.4’ 17  Usually 
children  get  lead  poisoning  from  chewing  on 
or  eating  wood  coated  with  lead-based  paints. 
Such  paint  is  the  type  used  almost  universal- 
ly in  older  (pre-World  War  II)  buildings. 
According  to  the  1960  housing  census,  30.6 
million  of  the  occupied  housing  units  in  the 

From  the  Department  of  Pediatrics,  Children’s  Memorial  Hos- 
pital, University  of  Oklahoma  Health  Sciences  Center. 

372 


United  States  were  built  in  or  before  1939. 18 
Recent  surveys  in  certain  large  cities  re- 
vealed that  from  40%  to  over  80%  of  houses 
in  selected  slum  areas  still  contain  danger- 
ous quantities  of  flaking  lead  paint  that  was 
applied  many  years  ago.18  Although  it  is 
most  common  in  older  “slum”  areas,  it  is 
not  necessarily  restricted  to  that  environ- 
ment. Lead  poisoning  has  also  been  report- 
ed in  children  residing  in  more  socially  and 
economically  advantaged  homes.  In  addi- 
tion, instances  of  lead  poisoning  secondary 
to  exposure  to  lead-polluted  air  have  been 
observed. 

The  reported  incidence  of  lead  poisoning 
in  Oklahoma  is  not  high  by  comparison  to 
the  incidence  of  other  states.  For  instance, 
during  the  period  1956-71,  26  cases  of  lead 
poisoning  in  children  were  recorded  at  the 
University  of  Oklahoma  Health  Sciences 
Center.  However,  it  is  likely  that,  in  Okla- 
homa, there  may  be  a large  number  of  un- 
recognized, subclinical  cases  of  lead  poison- 
ing. A recent  preliminary  survey  by  the 
Bureau  of  Community  Environmental  Man- 
agement in  low  income  areas  in  Tulsa  (ac- 
cording to  an  oral  communication  in  Oc- 
tober, 1971  from  H.  L.  Spencer,  Chief  of 
Laboratory,  Tulsa  City-County  Health  De- 
partment, Tulsa,  Oklahoma)  revealed  that 
approximately  20%  of  the  sample  had  blood 
lead  concentrations  of  40  /ig/100  ml  or  great- 
er, the  concentration  according  to  the  U.  S. 
Public  Health  Service  indicative  of  lead 
poisoning.4  It  is  significant  that  none  of 
the  hospitals  in  Tulsa  report  having  treated 
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any  children  for  this  disorder.  In  areas  in 
which  doctors  are  not  alei't  to  the  possibility 
of  lead  poisoning,  the  symptoms  may  be  ig- 
nored or  ascribed  to  other  causes. 

Due  to  increased  efficiency  of  treatment, 
the  mortality  rate  associated  with  lead 
poisoning  has  declined,  but  it  has  become 
more  and  more  apparent  that  many  of  the 
victims  suffer  some  form  of  intellectual  or 
behavioral  sequelae.  The  specific  sequelae 
seem  to  be  related  to  the  length  of  exposure, 
speed  of  diagnosis,  and  the  method  of  treat- 
ment. In  cases  of  re-exposure  the  probability 
of  sequelae  is  virtually  100%. 16 

The  purpose  of  this  article  is  to  relate 
sequelae  to  relevant  post-diagnostic  factors 
and  to  provide  data  concerning  the  prog- 
nosis for  sequelae  in  lead  poisoning. 

INTELLECTUAL  SEQUELAE 

The  most  obvious  area  in  which  sequelae 
might  be  suspected  is  intellectual  function- 
ing. Although  reported  data  are  not  always 
consistent  with  regard  to  diagnostic  criteria 
or  measuring  devices,  some  conclusions  can 
be  drawn.  The  severity  of  intellectual  se- 
quelae seems  to  be  closely  related  to  whether 
or  not  encephalopathy  is  present.  If  en- 
cephalopathy is  present,  the  probability  of 
sequelae  is  at  least  40%. 4 The  issue  of  se- 
quelae is  clouded  in  instances  in  which  en- 
cephalopathy cannot  be  documented.  Here, 
the  probability  is  not  as  established,  and  de- 
pends on  other  factors  such  as  promptness 
and  method  of  treatment,  and  the  present- 
ing symptoms. 

Chisholm5  and  Hardy6  have  hypothesized 
that  amounts  of  lead  below  that  associated 
with  acute  lead  poisoning  may  interfere  with 
the  formation  of  heme  and  other  brain  en- 
zyme systems,  especially  during  the  period 
of  rapid  central  nervous  system  (CNS) 
growth  in  early  childhood.  Chisholm7  has 
also  stated  that  lead  inhibits  sulfhydryl  en- 
zymes, and  can  produce  increased  cranial 
capillary  permeability  and  petechial  hem- 
orrhages which  may  cause  neural  destruction 
and  cerebral  edema. 

In  19  of  21  studies  involving  patients  with 
and  without  encephalitis,  the  reported  per- 
centages of  sequelae  ranges  from  20% 8 to 
95%.9'10  The  majority,  however,  reported 


percentages  between  33%  and  66%.  These 
findings  are  exemplified  by  the  studies 
of  Jenkins  and  Mellins,11  who  found 
that  at  23  months  post  treatment  50% 
of  their  patients  were  below  normal  intel- 
lectually, and  that  23%  could  be  classified 
as  mentally  retarded.  Other  investigators, 
although  agreeing  with  Jenkins  and  Mellins, 
have  found  that  the  retardation  is  not  neces- 
sarily global,  but  more  specific,  ie,  in  the 
areas  of  perception,  language,  and  form  dis- 
crimination (circumscribed  learning  dis- 
ability). Such  deficits  may  allow  the  pa- 
tient to  appear  normal,  but  still  experience 
difficulty  in  school  performance  and  learn- 
ing. The  suggestion  has  also  been  made  that 
the  sequelae  to  lead  poisoning  often  takes 
the  form  of  aphasia.  Chisholm7  states  that 
all  children  who  have  been  treated  for  lead 
poisoning  should  be  psychologically  tested 
to  determine  if  they  should  be  placed  in 
special  classes.  Only  two  studies12' 13  have 
reported  no  sequelae  in  nonencephalitic  pa- 
tients. 

The  probability  of  sequelae  is  also  related 
to  the  type  of  treatment  employed.  The  two 
main  agents  used  are  dimercaprol  (BAL) 
and  calcium  ethylene-diaminetetra  acetate 
(CaEDTA).  These  two  agents  have  differ- 
ential effects,  both  physiologically  and  in 
influencing  sequelae.  As  cheleating  agents, 
BAL  has  a more  rapid  physiological  effect 
in  reducing  the  acute  symptoms;  however, 
CaEDTA  seems  to  be  more  efficient  in  the 
reduction  of  sequelae.14' 16  It  is  recommended 
that  the  two  agents  be  used  simultaneously. 

Upon  reviewing  the  literature  on  lead 
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poisoning,  one  is  struck  with  the  high  prob- 
ability that  symptoms  of  the  disorder  may 
go  unrecognized  and  therefore  be  unrespond- 
ed to.  The  present  reviewers  are  also  im- 
pressed with  the  importance  of  obtaining 
psychological  testing  data  in  order  to  esti- 
mate sequelae  and  recommend  appropriate 
schooling  experiences. 

BEHAVIORAL  SEQUELAE 

The  recognition  or  determination  of  emo- 
tional or  behavioral  sequelae  is  much  more 
subtle  and  subjective  than  are  difficulties  in 
the  intellectual  area.  The  main  reason  is 
that  the  effects  of  the  syndrome  are  hope- 
lessly confounded  with  the  effects  of  envir- 
onmental deprivation,  which  often  charac- 
terizes the  lives  of  children  in  the  socio-eco- 
nomic area  which  produces  the  largest  in- 
cidence of  lead  poisoning. 

Reported  percentages  of  emotional  se- 
quelae to  lead  poisoning  range  from  none  to 
85%.8'13  The  majority  of  investigators  re- 
port that  33%  to  68%  of  their  cases  dis- 
played some  form  of  abnormal  behavior  or 
emotional  actions.  These  studies  are  best 
represented  by  those  of  Chisholm7  who  states 
that  children  who  have  been  poisoned  by 
lead  are  hyperactive,  easily  distractible,  and 
emotionally  labile.  They  tend  to  display  re- 
gressive behavior  and  often  do  not  develop 
“normal”  sibling  or  peer  relations.  There 
appears  to  be  a close  relationship  between 
severity  of  intoxication  and  emotional  se- 
quelae. Also,  the  type  of  treatment  apparent- 
ly does  not  have  a strong  relation  to  emo- 
tional sequelae,  while  the  ability  of  the  par- 
ents to  provide  emotional  support  does.16 

NEUROLOGICAL  SEQUELAE 

Perlstein  and  Attala1  report  that  38%  of 
the  patients  afflicted  by  lead  poisoning  with 
encephalopathy  are  mentally  retarded;  54% 
have  recurrent  seizures,  and  13%  have  ce- 
rebral palsy.  If  seizures  are  the  presenting 
symptoms,  23%  are  mentally  retarded,  and 
39%  continue  to  have  seizures.  Sixty  per- 
cent of  the  patients  who  present  with  ataxia 
have  some  form  of  sequelae  as  do  33%  whose 
entry  complaint  is  gastrointestinal.  The 
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fact  that  only  20%  of  the  patients  who  are 
simply  febrile  and  10%  of  those  who  are 
asymptomatic  manifest  sequelae,  emphasizes 
the  value  and  importance  of  early  (before 
more  severe  symptoms  emerge)  detection 
and  treatment. 

ECONOMIC  ASPECTS 

The  cost  of  hospital  treatment  for  an  un- 
complicated case  of  lead  poisoning  is  $1,000 
to  $2, 000. 4 This  cost  is  infinitesimal  when 
compared  to  the  medical,  educational,  social 
and  other  costs  involved  in  caring  for  a men- 
tally-retarded individual  throughout  his  life. 
The  Department  of  Health,  Education  and 
Welfare  estimates  that  a moderately  brain 
damaged  child  needs  about  ten  years  of 
special  education  and  care  at  a cost  of  $1,750 
per  year.17  The  estimated  cost  of  treatment 
and  institutionalization  to  the  age  of  60  of 
a person  who  incurs  severe,  permanent  brain 
damage  from  lead  poisoning  in  childhood  is 
about  $220, 000. 18  Using  the  conservative 
figures  of  800  children  each  year  with  severe 
cerebral  damage  and  an  estimated  cost  for 
each  child  of  $4,000  per  year  for  institution- 
al care,  the  annual  cost  is  $3, 200, 000. 17 

SUMMARY 

Nationally,  the  incidence  of  symptomatic 
lead  poisoning  is  estimated  to  be  10,000  to 

20.000  cases  per  year.  Of  these  cases,  from 

2.000  to  4,000  will  have  some  form  of  neu- 

rologic sequelae  and  over  800  will  suffer 
mental  retardation  of  such  severity  that  they 
will  require  institutionalization.  Obviously, 
this  is  a problem  of  no  small  import.  In 
Oklahoma,  the  problem  is  not  as  large,  but 
it  does  exist  and  practitioners  in  areas  where 
many  buildings  were  constructed  prior  to 
and  shortly  after  World  War  II  should  be 
sensitive  to  this  problem  and  its  consequen- 
ces. Briefly,  these  consequences  are  that 
over  33%  of  the  children  so  affected  will 
display  some  form  of  chronic  intellectual 
deficit  and  a like  number  may  be  emotional- 
ly disturbed.  As  was  stated  by  Charney,4 
“The  number  of  cases  found  depends  on  how 
hard  people  look.”  □ 
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Oklahoma  Needs 


JOURNAL  special 


Consumer  Health  Education 


MITCHELL  V.  OWENS,  EdD 

Many  of  our  health  problems,  including 
auto  accidents,  drug  addiction,  VD, 
obesity,  many  cancers,  etc.,  are  a result 
of  our  lifestyle,  ignorance  or  irre- 
sponsibility■ — possible  solution — more 
consumer  health  education! 

The  PRESIDENT’S  Committee  on  Health 
Education  was  created  by  the  President  in 
September  1971,  to  recommend  ways  to  de- 
velop, in  the  general  public,  a sense  of 
“health  consumer  citizenship.”  The  term 
health  consumer  is  a relatively  new  term  to 
the  health  arena,  but  one  that  we  hear  almost 
every  time  a group  of  health  professionals 
gather.  When  health  problems  are  enumer- 
ated, sooner  or  later  the  topic  of  discussion 
turns  toward  the  need  for  consumer  health 
education.  But  consumer  health  education 
is  somewhat  akin  to  Will  Rogers’  comment 
on  the  weather,  in  which  he  supposedly  said, 
“everybodv  talks  about  the  weather,  but  no- 
body does  anything  about  it.” 

Most  of  the  blame  for  the  lack  of  con- 
sumer health  education  falls  on  the  schools. 
However,  consumer  health  education,  or  the 
lack  thereof,  is  a complex  problem  that  in- 
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volves  the  leadership  in  this  country,  es- 
pecially those  in  leadership  roles  in  the 
health  service  delivery  system.  To  some  ex- 
tent, it  gives  an  indication  of  their  health 
goals  and  priorities.  It  either  shows  their 
lack  of  confidence  in  the  educational  process 
or,  if  I may  suggest,  an  ignorance  of  what 
the  process  can  achieve. 

Those  weary  crusaders  who  have  been  in 
health  education  for  a number  of  years  re- 
alize that  the  term  “consumer  health  edu- 
cation,” is  that  same  old  health-education 
bed-fellow  that  we  have  been  promoting  for 
years,  dressed-up  in  a new  suit  and,  after 
all,  the  term  is  all  encompassing  since  at  one 
time  or  another  we  must  all  admit  to  being 
health  consumers. 

In  Oklahoma  our  problems  concerned  with 
health  education  are  such  that  one  really 
wonders  where  to  begin.  However,  they  are 
essentially  the  same  as  those  of  our  sister 
states  in  the  mid  and  southwest.  Basically, 
we  do  not  have  enough  trained  health  edu- 
cation personnel  to  offer  to  those  agencies, 
and/or  groups  who  want  to  become  involved 
in  the  process.  The  latest  count  indicates 
that  we  have  only  six  trained  community 
health  educators  employed  in  Oklahoma 
health  professions  and  that  not  one  of  these 
is  working  at  a community  level.  Three  of 
the  six  are  associated  with  the  University  of 
Oklahoma’s  College  of  Health,  two  are  work- 
ing at  the  state  level,  and  the  other  one  is 
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with  the  Indian  Health  Service  Area  Office. 
Consequently,  very  little  health  education  in- 
formation flows  to  the  Oklahoma  health  con- 
sumer from  this  small  pool  of  trained  talent. 

It  appears  that  the  principal  source  of 
health  education  activity  in  Oklahoma  cen- 
ters around  the  schools  and  the  colleges, 
with  some  help  coming  from  comprehensive 
health  planning,  voluntary  and  official  health 
agencies,  and  from  the  private  sector.  How- 
ever, when  one  examines  and  analyzes  some 
of  these  activities,  it  becomes  evident  that 
there  is  cause  for  concern.  For  example,  a 
recent  health  knowledge  and  behavior  study 
conducted  by  the  State  Comprehensive 
Health  Planning  Agency  in  98  Oklahoma 
schools  involving  3,328  students,  revealed 
some  interesting  results.  Specifically,  high 
school  freshman  and  seniors,  respectively, 
scored  32  and  28  percentile  points  below  the 
national  average.  Sixth  graders  did  some- 
what better,  however  but  still  fell  five  per- 
centile points  below  national  averages.  This 
disparity  is  undoubtedly  the  result  of  a mul- 
tiplicity of  factors,  however,  it  most  likely 
stems  from  the  absence  of  a well  planned 
health  education  curriculum  in  many  schools 
(Oklahoma  does  not  have  a specific  time  al- 
location for  health  education  in  public 
schools)  and  the  lack  of  qualified  teachers 
of  health  education.  Some  of  Oklahoma’s 
universities  and  colleges  do  require  a course 
and/or  courses  in  health  for  education  ma- 
jors. However,  to  my  knowledge  only  one 
offers  anything  resembling  a major  in 
health  education,  and  it  was  designed  for 
nurses  presumably  headed  for  a position  in 
school  health  services.  Several  institutions 
do  offer  a degree  in  health  and  physical  edu- 
cation, generally  with  emphasis  on  the  phys- 
ical aspects.  Although  the  official  and  vol- 
untary health  agencies  in  the  state  have 
programs  of  health  education,  the  State  De- 
partment of  Health  is  the  only  one  from 
among  this  group  that  has  a trained  com- 
munity health  educator  and  it  shares  his 
services  with  another  state  agency. 

It  is  too  late  to  think  about  the  past,  but 
we  can  begin  to  plan  for  the  present  and 
future.  Oklahoma  has  a multitude  of  health 
problems  ranging  from  the  high  cost  of 
health  care  to  the  fragmentation  of  health 
facilities  and  services.  However,  of  over- 
riding significance  to  these  problems  is  the 


matter  of  citizen  awareness — awareness  of 
good  personal  health  practices  and  aware- 
ness of  where  to  go  and  whom  to  see  when 
health  problems  arise.  We  hear  a great  deal 
about  the  merits  of  Health  Maintenance  Or- 
ganizations, and  undoubtedly  they  do  offer 
some  hope  for  the  future,  however,  little  is 
said  about  the  HMO’s  health  education  and 
health  counseling  components,  and  without 
them  I foresee  a continuation  of  most  of  the 
present  health  service  delivery  problems.  The 
citizen  must  have  adequate  health  knowledge 
to  productively  enter  the  health  planning 
process  if  our  health  expectations  for  the  fu- 
ture are  to  be  achieved. 

So,  what  does  Oklahoma  need  in  health 
education  to  help  in  solving  its  health  prob- 
lems? Simply,  it  needs  planned,  responsible 
health  education  programs  with  qualified 
personnel  involved  in  the  process.  If  we  be- 
lieve in  the  theory  that  good  people  make 
good  programs,  we  can  say  that  Oklahoma 
needs  qualified  health  educators  in  schools. 
It  needs  qualified  health  educators  working 
in  the  state  and  local  health  departments.  It 
needs  qualified  health  educators  to  help  vol- 
untary health  agencies  achieve  their  health 
education  goals.  It  needs  qualified  health 
educators  to  man  health  education  and  health 
education  related  programs  in  comprehen- 
sive health  planning  agencies,  institutions 
of  higher  learning,  and  health  care  institu- 
tions. Indeed  it  needs  qualified  health  edu- 
cators to  serve  in  all  health  and  health  re- 
lated areas  having  need  for  personnel  with 
professionally  trained  health  education  qual- 
ifications and  talents. 

Consequently,  the  future  does  appear 
bright  for  health  education  in  Oklahoma  if 
we  can  find  qualified  personnel.  However, 
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this  is  our  Waterloo  unless  we  can  somehow 
discover  new  and  available  resources.  We 
in  Oklahoma  believe  in  the  golden  rule,  that 
is  “he  who  has  the  gold  makes  the  rule.”  So, 
if  we  in  higher  education  were  making  the 
rules,  we  would  most  likely  place  our  em- 
phasis on  the  training  of  health  education 
personnel  at  the  bachelor’s  level.  We  should 
train  a person  who  could  qualify  as  both  a 
teacher  of  health  education  and  as  a com- 
munity health  educator,  while  continuing  to 
recognize  the  need  for  a person  with  master’s 
level  training.  The  rationale  for  giving  em- 
phasis to  the  bachelor’s  level  program  is 
primarily  one  of  economics  and  potential 
demand.  Most  of  the  present  and  future  em- 
ployment potential  for  health  educators  ap- 
pears to  fall  in  the  bachelor  level  price  range. 
For  example,  the  Oklahoma  voluntary  health 
agencies  either  have  or  will  have  numerous 
positions  requiring  the  talents  of  a trained 
health  educator,  however,  at  present  they 
cannot  afford  the  salary  demanded  by  the 
qualified  master’s  level  person.  This  is  prob- 
ably also  true  of  local  health  departments 
and  others  seeking  the  services  of  a trained 
health  educator  in  the  state. 

Next,  I would  think  short-term  training 
funds  should  be  made  available  for  helping 
to  upgrade  the  qualifications  of  those  health 
educators  and  others  presently  employed  in 
the  field  but  needing  additional  educational 


experiences  to  help  in  improving  their  pro- 
ficiency. I would  think  a program  offering 
a course  such  as  health  problems  in  contem- 
porary society  would  be  particularly  attrac- 
tive and  useful  to  teachers  of  health  educa- 
tion as  well  as  to  community  health  educa- 
tion practitioners. 

Therefore,  we  believe  that  if  we  in  higher 
education  could  be  assured  of  student  aid 
along  with  start-up  money  for  planning  and 
developing  bachelor  and  graduate  level  pro- 
grams of  health  education,  we  could  get  the 
job  done.  Unfortunately,  money  is  one  of 
the  things  that  Oklahoma  is  in  short  supply 
of  at  present  and  I’m  sure  that  a large  share 
of  any  such  funding  would,  by  necessity, 
have  to  come  from  outside  sources.  Conse- 
quently, we  look  forward  to  hearing  what  the 
President’s  Committee  has  to  recommend  to- 
ward a solution.  □ 
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Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about... East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  with  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient  ^ 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured.  / 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but  .y 
not  one  can  provide  both  its  benefits  / 
and  potency.  And  codeine  provides  / 
an  antitussive  bonus.  / 

Empirin  Compound  with  Codeine 

tis  the  most  widely  used, 

and  probably  the  most 
pharmaceutically  ele- 
l gant  analgesic  prepara- 

tion providing  codeine. 

It’s  the  time-tested  combi- 
nation for  predictable  pain 
relief  . . . whether  the  pain  is 
^ : visceral  or  musculoskeletal ; 

IR  3!  acute  or  chronic.  A 

(OH  New  prescription  flexibility.  At  your  dis-  ■ 
cretion,  and  where  state  law  permits,  a pre- 
scription  for  Empirin  Compound  with  M 
Codeine  may  now  be  refilled  up  to  five  jl 
times  in  six  months. 

Compound  with  Codeine 
No.  3 contains  codeine  phosphate* 

( 32.4  mg.)  gr.  i/2.  No.  4 contains  codeine 
phosphate*  (64.8  mg.)  gr.  1.  *(Warning— 
may  be  habit-forming.)  Each  tablet  also  M 

\ contains:  aspirin 

^^^^Bm^^gr.3y2,phen-  JK j 

| ace  tin 

2 a n 1 o/i 


inn 


But  for  relief  of  Western 


Burroughs  Wellcome  Co.,  Research  Triangle  Park,  North  Carolina  27709 


reakthe 
to  circuit 
o hyperacidity, 
ypermotility  and 

ulcer  pain. 


Pro-BandAie 

propantheline  bromide 

fl  Relief  Factor  in  Peptic  Ulcer 


Worry,  frustration,  job  pressure  — all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine"insulates''the  stom- 
ach, the  duodenum  and  the  lower 
intestinal  tract  — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  "insulation"  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It'sniceto  knowthat  Pro-Banthine 
provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 


By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Pro-Banthine  is  effective  as  adjunc- 
tive therapy  in  the  treatment  of  peptic  ulcer. 
Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  dis- 
ease of  the  gastrointestinal  tract,  obstructive 
uropathy,  intestinal  atony,  toxic  megacolon, 
hiatal  hernia  associated  with  reflex  esophagitis 
or  unstable  cardiovascular  adjustment  m acute 
hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease 
should  be  given  this  medication  with  caution. 
Fever  and  possibly  heat  stroke  may  occur  due 
to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with 
possible  loss  of  voluntary  muscle  control.  For 
such  patients  prompt  and  continuing  artificial 
respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indi- 
cate obstruction,  and  this  possibilitv  should  be 
considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 


with  prostatic  hypertrophy,  such  patients  should 
be  advised  to  micturate  at  the  time  of  taking 
the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying 
of  salivary  secretions  may  occur  as  well  as 
mydriasis  and  blurred  vision.  In  addition  the 
following  adverse  reactions  have  been  re- 
ported: nervousness,  drowsiness,  dizziness,  in- 
somnia, headache,  loss  of  the  sense  of  taste, 
nausea,  vomiting,  constipation,  impotence  and 
allergic  dermatitis. 

Dosage  and  Administration:  The  recommended 
daily  dosage  for  adult  oral  therapy  is  one  15- 
mg.  tablet  with  meals  and  two  at  bedtime.  Sub- 
seguent  adjustment  to  the  patient's  reguire- 
ments  and  tolerance  must  be  made. 

How  Supplied:  Pro-Banthine  is  supplied  as  tab- 
lets of  15  and  7.5  mg.,  as  prolonged-acting  tab- 
lets of  30  mg.  and,  for  parenteral  use,  as 
serum-type  vials  of  30  mg. 


SEARLE  & CO 
San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co 
Medical  Department,  Box  5110,  Chicago,  III.  60680 
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GREATER  NEUTRALIZING  IMPACT 


□ more  neutralizing  action  per 
teaspoonful  than  standard  antacids 

□ without  the  acid  rebound 
associated  with  calcium  carbonate 

□ pleasant  tasting /rapidly  effective 

□ non-constipating /non-laxating 


MYIANTA 

aluminum  and  magnesium  hydroxides  plus  simethicone 


LIQUID 


NEW  HIGH  POTENCY  ANTACID 
FOR  RELIEF  OF  ULCER  PAIN 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899  | Pasadena,  Calif.  91109 


RECOMMENDATION  OF  THE  PUBLIC  HEALTH 
SERVICE  ADVISORY  COMMITTEE  ON  IMMUNI- 
ZATION PRACTICES-INFLUENZA  VACCINE 

INTRODUCTION 

The  effectiveness  of  the  inactivated  in- 
fluenza vaccines  is  variable  and  their  pro- 
tection relatively  brief.  However,  they  are 
the  only  available  preventives  for  influenza 
and  should  be  given  to  the  chronically  ill 
and  the  elderly. 

INFLUENZA  VIRUS  VACCINES 
Influenza  vaccine  this  year  is  different 
from  that  available  in  1971-72.  The  type  A 
1971-72  strain  is  retained,  but  its  potency 
has  been  increased  from  400  to  700  CCA 
units.  A more  current  B strain  replaces  the 
1971-72  formulation.  The  adult  dosage  con- 
tains 300  CCA  units  of  the  new  B strain. 
All  1972-73  vaccines  are  of  the  highly  puri- 
fied variety  and  should  be  less  often  associ- 
ated with  adverse  reactions  than  previous 
vaccines. 

VACCINE  USAGE 
Annual  vaccination  is  recommended  for 
persons  who  have  chronic  debilitating  con- 
ditions: 1)  Congenital  and  rheumatic  heart 
diseases,  especially  mitral  stenosis;  2)  Car- 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  JULY,  1972 


Disease 

July  72 

July  71 

June  72 

Total  to  Date 
1972  1971 

Amebiasis 

2 

4 

3 

19 

38 

Brucellosis 

— 

— 

— 

4 

3 

Chickenpox 

2 

5 

8 

133 

184 

Encephalitis,  infect. 

3 

6 

1 

7 

16 

Gonorrhea + 

948 

575 

818 

5917 

4158 

Hepatitis,  infect.  & serum 

58 

89 

79 

460 

430 

Leptospirosis 

— 

— 

— 

1 

1 

Malaria 

1 

4 

— 

3 

61 

Meningococcal  infections 

1 

— 

6 

5 

Meningitis,  aseptic 

8 

57 

— 

15 

67 

Mumps 

1 

5 

3 

147 

190 

Rabies  in  animals 

21 

6 

19 

218 

236 

Rheumatic  fever 

3 

2 

1 

23 

17 

Rocky  Mt.  spotted  fever 

5 

11 

8 

20 

23 

Rubella 

1 

8 

2 

34 

60 

Rubella,  congenital  syn. 

— 

— 

— 

— 

— 

Rubeola 

— 

10 

— 

8 

787 

Salmonellosis 

10 

38 

13 

78 

115 

Shigellosis 

24 

4 

9 

60 

40 

Syphilis + 

82 

69 

100 

676 

740 

Tetanus 

1 

1 

— 

1 

1 

Tuberculosis,  new  active 

32 

32 

25 

192 

199 

Tularemia 

3 

7 

1 

8 

12 

Typhoid  fever 

— 

— 

— 

1 

2 

Whooping  cough 

Use  Form  ODH-231+ 

6 

8 

5 

18 

16 

News  From 
The  Oklahoma  State 
Department  of 
Health 


diovascular  disorders  with  evidence  of  car- 
diac insufficiency;  3)  Chronic  bronchopul- 
monary diseases,  such  as  asthma,  chronic 
bronchitis,  cystic  fibrosis,  bronchiectasis, 
emphysema,  and  advanced  tuberculosis;  4) 
diabetes  mellitus  and  other  chronic  meta- 
bolic disorders. 

SCHEDULE 

The  primary  series  consists  of  two  doses 
given  subcutaneously  six  to  eight  weeks 
apart  (dose  volume  and  schedule  details  are 
specified  in  the  manufacturer  labeling) . Per- 
sons who  have  had  vaccine  containing  the 
Hong  Kong  antigen  since  1968-69  need  only 
a subcutaneous  bivalent  booster.  Vaccina- 
tion should  be  completed  by  mid-November. 

PRECAUTIONS 

Influenza  vaccine  should  not  be  admin- 
istered to  persons  clearly  hypersensitive  to 
egg  protein,  ingested  or  injected.  □ 
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OMPAC  and  AMPAC  Set  All-Time  Record 


Contributions  setting  an  all-time 
record  have  been  collected  by  the 
Oklahoma  Medical  Political  Action 
Committee.  OMPAC  joined  11  other 
states  setting  new  records  and  the 
result  was  that  the  American  Po- 
litical Action  Committee  has  at- 
tained a record  membership  for  the 
fifth  consecutive  year. 

In  a letter  to  the  OMPAC  Chairman 
Ed  L.  Calhoon,  MD,  AMPAC  Board 
of  Directors  Chairman  Hoyt  D.  Gard- 
ner, MD,  said,  “OMPAC  and  11  other 
state  PACs  have  surpassed  their 
all-time  high  in  number  of  contrib- 
utors, and  that’s  what  put  us  over 
the  top  . . . we  want  everyone  to 
know  that  the  PAC  movement  in 
your  state  is  bigger  and  better  than 
ever.” 

Gardner  went  on  to  state,  “I  don’t 
have  to  tell  you  that  because  AMPAC 
and  your  state  PAC  have  done  bet- 
ter than  ever,  that  this  is  not  the 
time  to  be  complacent.  Did  you 
know  that  because  of  the  nature  of 
the  presidential  elections  this  year 
that  dissident  factions  on  the  one 
hand,  and  over  confident  factions 
on  the  other  hand,  have  walked  away 
from  financial  and  personal  involve- 
ment in  the  race  at  the  top  of  the 
ticket.”  He  then  went  on  to  point 
out  that  organizations  which  usually 
go  all  out  in  the  presidential  race 
have  conceded  the  election  to  Nixon 
and  are  now  concentrating  on  con- 
gressional races,  “those  very  races 
in  which  AMPAC  and  the  state  PACs 
have  always  given  the  most  in  effort 
and  contributions.  This  means  that 
medical  candidate  support  activi- 
ties must  be  greater  than  ever  to 
withstand  this  new  emphasis  on  con- 
gressional contests.” 

Other  state  PAC  organizations  to 
surpass  previous  record  member- 
ships include  Arizona,  Arkansas, 
District  of  Columbia,  Florida,  Maine, 
Massachusetts,  Rhode  Island,  Tex- 


as, South  Carolina,  Virginia,  and 
West  Virginia. 

OMPAC ’s  surge  in  growth  is 
especially  gratifying  to  one  of 
AMPAC’s  newest  board  members, 
Rex  E.  Kenyon,  MD,  of  Oklahoma 
City. 

To  further  Oklahoma’s  participa- 
tion in  AMPAC  and  to  promote 
OMPAC  membership,  in  late  August 
OSMA  President  Stanley  R.  Mc- 
Campbell,  MD,  and  OMPAC  Chair- 
man Ed  L.  Calhoon,  MD,  personally 
wrote  every  member  of  the  associa- 
tion that  was  not  a member  of 
OMPAC. 

In  the  letter,  the  two  physicians 
urged  their  colleagues  to  join 
OMPAC  by  stating,  “As  physicians, 
our  greatest  ambition  is  to  be  left 
alone  in  order  to  give  more  and  bet- 
ter medical  care  to  sick  people. 
Given  the  current  political  climate, 
however,  we  are  not  going  to  be  left 
alone.  We  must  enter  the  political 
arena.  The  choice  is  ours — to  par- 
ticipate and  win,  or  to  be  buried 
in  a morass  of  government  reports. 

“OMPAC  has  been  very  active  in 
the  past  and  can  be  of  much  greater 
impact  if  more  money  is  available 
in  this  election  year.  OMPAC  was 
the  single  largest  contributor  to  Sen- 
ator Bellmon’s  campaign,  for  ex- 
ample, and  by  pooling  our  resources 
we  can  have  a much  greater  im- 
pact. OMPAC  must  be  a bipartisian 
effort  since  friends  of  medicine  are 
not  necessarily  of  one  party.  This 
contribution  may  be  the  most  im- 
portant thing  that  we  can  do  this 
year  to  save  American  medicine,” 
the  letter  said. 

The  letter  went  on  to  point  out 
that  other  organizations  contribute 
considerably  more  to  legislative 
campaigns,  in  particular  it  has  been 
reported  that  the  chiropractors  give 
nearly  $400  a year  per  member. 

A regular  membership  in  OMPAC 
is  $20  a year,  while  a sustaining 


membership  is  $99.  The  money  con- 
tributed is  administered  by  a 29- 
member  Board  of  Directors  — phy- 
sicians and  wives — representing  all 
congressional  districts.  Appoint- 
ments are  made  annually  and  no 
person  may  serve  more  than  five 
years. 

In  the  last  presidential  election 
year,  1968,  OMPAC  and  AMPAC 
contributed  $32,700  to  campaign 
funds  of  individual  candidates-.  In 
that  year  OMPAC  was  involved  in 
six  national  races  and  31  state  races. 
Of  those  supported,  87  percent  were 
elected. 

In  the  election  year  of  1970 
OMPAC  and  AMPAC  contributed 
$20,980  to  campaign  funds  of  indi- 
vidual candidates.  In  that  year 
OMPAC  was  involved  in  five  nation- 
al races  and  39  state  races.  Of  those 
supported,  80  percent  were  elected. 

OMPAC  was  established  in  1962 
by  physicians  and  others  in  order 
to  win  better  legislative  representa- 
tion through  effective  political  ac- 
tion. Its  membership  is  open  to  all 
persons,  not  just  physicians  and  their 
spouses.  The  organization  is  not  af- 
filiated with  either  major  political 
party.  Candidate  support  is  dictated 
by  the  philosophy  and  platform  of 
the  individual  candidate,  not  his 
party  label. 

Final  decisions  on  candidate  sup- 
port are  made  by  the  OMPAC  Board 
of  Directors  on  recommendations 
received  from  regional  OMPAC  can- 
didate selection  committees.  Funds 
are  appropriated  judiciously,  after 
a careful  analysis  is  made  of  all  rele- 
vant factors.  Every  dime  of  OMPAC 
dues  goes  for  direct  candidate  sup- 
port. Promotional  and  administra- 
tive expenses  and  services  are  do- 
nated by  interested  OMPAC  mem- 
bers. 

Physicians  interested  in  joining 
OMPAC  should  contact  the  Okla- 
homa Medical  Political  Action  Com- 
mittee in  care  of  P.  O.  Box  75341, 
Oklahoma  City,  Oklahoma  73107. 

Directors  of  OMPAC  for  1972-73 
are  as  follows: 

Congressional  District  Number 
One — Harold  W.  Calhoon,  MD:  Har- 
lan Thomas,  MD:  John  T.  Forsythe, 
MD;  and  George  H.  Camp,  MD,  all 
of  Tulsa. 
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Congressional  District  2— Elvin  M. 
Amen,  MD,  Bartlesville;  Tom  S. 
Gafford,  Jr.,  MD,  Muskogee;  Hil- 
lard E.  Denyer,  MD,  Bartlesville; 
and  Larry  J.  Hrdlicka,  MD,  Clare- 
more. 

Congressional  District  3 — Orange 
Welbom,  MD,  Ada;  James  Miller, 
MD,  Ardmore;  E.  H.  Shuller,  MD, 
McAlester;  and  Royce  McDougal, 
MD,  Holdenville. 

Congressional  District  4 — Paul 
Vann,  MD,  Lawton;  James  Mc- 
Doniel,  MD,  Chickasha;  Joe  C.  Hor- 
ton, MD,  Frederick;  and  Yale  E 
Parkhurst,  MD,  Norman. 

Congressional  District  5 — Rex  E. 
Kenyon,  MD;  J.  R.  Stacy,  MD;  Neil 
W.  Woodward,  MD;  Kent  Braden, 
MD,  all  of  Oklahoma  City. 

Congressional  District  6— William 
M.  Leebron,  MD,  Elk  City;  Ed  L. 
Calhoon,  MD,  Beaver;  Joe  B.  Jar- 
mon,  Jr.,  MD,  Enid,  and  Eugene  H. 
Arrendell,  MD,  Ponca  City. 

Members  at  large — C.  Riley  Strong, 
MD,  El  Reno;  Stanley  R.  McCamp- 
bell,  MD,  Oklahoma  City;  Mrs.  Dan- 
iel R.  Storts,  Tulsa  and  Mrs.  J.  R. 
Stacy,  Oklahoma  City. 

Mrs.  Stacy  is  the  secretary  of  the 
OMPAC  Board  of  Directors.  Q 

All  Drugs  To  Be 
Registered  Next  Year 

Next  year,  for  the  first  time  in 
history,  the  Food  and  Drug  Admin- 
istration may  know  the  names,  in- 
gredients and  manufacturers  of 
every  pharmaceutical  preparation 
on  the  American  market.  In  addi- 
tion, it  will  have  copies  of  the  label- 
ing and  advertising  materials  asso- 
ciated with  them. 

A bill,  HR-9936,  calling  for  the  reg- 
istration of  all  drugs  cleared  the 
Senate  Labor  and  Public  Welfare 
Committee  in  June.  Under  the  bill, 
which  the  House  had  passed  earlier, 
FDA  will  get  a semi-annual  listing 
of  all  marketed  drugs,  both  prescrip- 
tion and  over  the  counter.  A major 
objective  of  the  bill  is  to  make  it 
possible  to  eliminate  every  product 
containing  a harmful  ingredient  with 
a minimum  of  confusion  and  de- 
lay- □ 


OSMA  Peer 
Review  Function 

I.  PURPOSE: 

The  Peer  Review  Committee  of 
the  Oklahoma  State  Medical  Asso- 
ciation, and  similar  committees  cre- 
ated by  component  societies  of  the 
state  association,  shall  serve  the 
function  of  seeking  the  objective  re- 
conciliation of  unusual  medical  in- 
surance claims  involving  members 
of  the  OSMA  and  health  insurance 
coverages  which  offer  payment  of 
customary  and  reasonable  fees. 

II.  ORGANIZATION: 

A.  OSMA  Committee:  The  state 
association  committee,  to  be  appoint- 
ed annually  by  the  president,  shall 
be  comprised  of  a chairman,  two 
vice-chairmen  and  at  least  twenty 
additional  members  selected  geo- 
graphically and  by  type  of  practice. 
At  least  one-half  of  the  committee 
membership  shall  be  retained  from 
year  to  year  in  order  to  insure  con- 
tinuity of  background  and  adminis- 
trative capability. 

The  committee  shall  be  divided 
into  two  groups  of  equal  size,  as  ex- 
plained in  III  B(2)  of  this  policy 
statement,  in  order  to  equitably  dis- 
tribute the  workload.  Outside  con- 
sultation will  be  utilized  in  the  han- 
dling of  specialized  cases. 

The  state  association  committee 
shall  work  in  cooperation  with  re- 
view committees  appointed  by  coun- 
ty medical  societies. 

B.  County  Society  Committees: 
Peer  Review  Committees  appointed 
by  county  or  district  societies  shall 
be  comprised  of  a chairman  and  at 
least  two  additional  members. 

C.  Appointment  and  Tenure:  Per- 
sonnel on  the  state  association  com- 
mittee shall  serve  from  June  1st 
each  year  until  May  31st  of  the  fol- 
lowing year.  County  society  commit- 
tees shall  serve  on  a calendar  year 
basis. 

D.  Quorum:  A quorum  repre- 

sented by  a majority  of  committee 
members  shall  be  required  before 
any  decision  can  be  made  by  either 
the  state  or  county  committees.  In 
the  case  of  the  state  committee, 
which  will  be  subdivided,  a quorum 
will  be  a majority  of  the  ten-man 


group  conducting  the  monthly  meet- 
ing. 

III.  REVIEW  PROCEDURE: 

A.  Conditions  Prerequisite  to  Peer 

Review:  The  following  conditions 

must  be  met  prior  to  a case  being 
submitted  for  medical  review: 

1.  The  coverage  involved  must 
provide  for  payment  of  customary 
and  reasonable  fees. 

2.  All  other  appropriate  avenues 
of  settlement  must  have  been  at- 
tempted by  the  carrier  directly  with 
the  physician  prior  to  requesting 
medical  review,  including  either  cor- 
respondence or  telephone  consulta- 
tion, or  personal  visitation. 

3.  The  patient  (if  applicable)  and 
the  physician  (in  every  case)  should 
be  advised  in  writing  by  the  carrier 
that  there  will  be  an  administrative 
delay  in  final  settlement  of  the 
claim.  The  letter  to  the  patient 
should  not  include  the  statement 
that  a review  of  charges  or  utiliza- 
tion is  in  process,  but  the  physician 
should  be  advised  by  the  carrier  that 
the  unusual  nature  of  the  claim  re- 
quires its  submittance  for  review 
by  the  Peer  Review  Committee. 

4.  A “Peer  Review  Summary” 
form  must  be  completed  by  the  car- 
rier. In  addition,  one  complete  set 
of  the  claim  forms  in  question 
and  any  other  necessary  medical 
record  information  should  be  fur- 
nished to  the  chairman  of  the  OSMA 
committee,  601  N.W.  Expressway, 
Oklahoma  City,  73118. 

B.  Review  Process: 

(1)  The  state  association  com- 
mittee shall  routinely  meet  once 
each  month  throughout  the  year,  ex- 
cept when  the  chairman  may  find  it 
necessary  to  cancel  a meeting. 

(2)  The  subdivisions  of  the  OSMA 
committee  shall  alternate  on  month- 
ly meetings,  thus  commiting  each 
review  team  to  a maximum  of  only 
six  meetings  a year.  A vice-chair- 
man shall  preside  over  each  meet- 
ing. 

(3)  When  a properly  filed  and 
documented  case  is  received  by  the 
OSMA  committee  chairman,  he  shall 
immediately  schedule  it  for  a spe- 
cific date  for  hearing,  provided  that 
cases  received  less  than  fifteen  days 
prior  to  the  next  scheduled  meeting 
shall  be  deferred  to  the  meeting 
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scheduled  for  the  following  month. 

(4)  Upon  receipt  of  a case  to  be 
reviewed,  the  chairman  of  the  OSMA 
committee  shall  promptly  notify  the 
involved  physician  and  the  chairman 
of  the  county  society  review  com- 
mittee that  the  case  is  scheduled  for 
hearing  at  the  OSMA  level  on  a spe- 
cific date.  Both  the  involved  phy- 
sician and  the  chairman  of  the  coun- 
ty society  committee  shall  be  fur- 
nished with  complete  copies  of  the 
materials  which  have  been  provided 
in  documentation  of  the  case,  and 
both  shall  be  invited  to  attend  the 
committee  hearing.  The  county  so- 
ciety review  committee  shall  be  in- 
vited to  furnish  a written  opinion  on 
the  problem  to  the  state  association 
committee  prior  to  the  scheduled 
meeting  date. 

(5)  In  addition  to  hearing  and 
taking  action  on  cases  filed  by  car- 
riers or  insurance  companies,  the 
state  association  shall  also  receive 
cases  filed  by  a member  of  the  as- 
sociation against  a carrier  or  insur- 
ance company,  and  cases  by  a pa- 
tient against  a physician  where  di- 
rect billing  is  involved.  Again,  no- 
tification to  the  interested  parties 
shall  be  provided  and  documentation 
shall  be  required  prior  to  the  hear- 
ing. 

(6'  The  state  association  commit- 
tee shall  have  the  obligation  of  find- 
ing in  favor  or  against  the  amount 
of  charges  or  the  quantity  and/or 
medical  necessity  of  the  services  pro- 
vided. If  the  decision  of  the  state 
committee  is  in  specific  or  general 
support  of  the  allegations  brought 
against  a member  of  the  association, 
it  has  the  obligation  of  recommend- 
ing a reasonable  settlement. 

Regardless  of  the  committee’s 
findings,  interested  parties  shall  be 
promptly  notified. 

C.  Reciprocal  Responsibility : The 
operation  of  the  OSMA  Peer  Review 
Committee,  as  a peer  review  mech- 
anism, can  only  be  effective  if  its 
decisions  are  honored  by  the  or- 
ganizations or  persons  who  are  di- 
rectly involved  in  the  adjudication 
of  auestioned  claims. 

IV.  DISCIPLINARY  JURISDICTION: 

The  Peer  Review  Committee  of 
the  Oklahoma  State  Medical  Asso- 


ciation shall  not  function  as  a dis- 
ciplinary body,  but  it  does  have  the 
obligation  to  file  charges  with  the 
association’s  Grievance  Committee, 
or  Board  of  Censors  of  a county 
medical  society,  when  warranted  by 
the  circumstances  of  a particular 
case  involving  the  conduct  of  an  as- 
sociation member. 

Todays  Rx:  Patient 
Still  Gets  Better  Buy 
Despite  Price  Rise 

The  retail  charge  for  an  average 
prescription  rose  slightly  last  year. 
But  the  patient  still  gets  a better 
buy  for  his  prescription  dollar  than 
he  did  even  ten  years  ago.  In  fact, 
now  it  cost  12  cents  less  to  purchase 
the  same  number  of  tablets  or  cap- 
sules contained  in  the  average  pre- 
scription than  it  did  in  1961.  The 
reason:  The  size  of  the  typical  pre- 
scription has  increased  more  than 
the  average  prescription  price;  to- 
day it  is  one-third  larger  than  the 
average  of  the  early  sixties. 

These  adjusted  figures  have  more 
meaning  now  with  physicians  pre- 
scribing larger  quantities  of  medi- 
cines, particularly  for  patients  with 
chronic  illness.  Thus,  today  the  pa- 
tient pays  less  per  dose  since  he 
makes  fewer  visits  to  the  doctor  and 
pharmacy.  Additionally,  in  many 
instances,  he  is  getting  newer  and 
more  effective  medicines. 

These  findings  on  changes  in  size 
and  price  are  reported  in  a newly- 
revised  PMA  booklet  based  on  the 
work  of  Doctor  John  M.  Firestone, 
professor  of  economics  at  the  City 
University  of  New  York.  In  his  re- 
port, Doctor  Firestone  has  analyzed 
prices  and  quantities  for  over  1,200 
medicines.  Noting  that  the  charge 
for  the  average  prescription  has 
risen  steadily  in  recent  times,  Doc- 
tor Firestone  demonstrates,  in  con- 
trast, that  when  adjusted,  for  quan- 
tity changes,  there  has  been  a de- 
clining per  tablet  or  capsule  price 
trend  for  most  of  the  period. 

Expressed  in  comparative  index 
numbers,  with  1967  as  “100”  or  the 
base,  the  value  for  1961  was  105.5, 
declining  regularly  to  99.4  in  1968. 
Since  that  year  there  have  been  slow 
increases,  rising  to  102.3  in  1971,  still 


substantially  below  the  rate  of  in- 
crease in  the  general  cost  of  living. 
Before  adjustment,  the  prescription 
charge  was  $4.19  in  1971— up  from 
$4.02  in  1970,  and  $3.26  in  1961.  Ad- 
justed to  compensate  for  the  size 
change,  the  average  1971  prescrip- 
tion cost  $3.71 — down  from  $3.83  in 
1961. 

These  latest  Firestone  data,  along 
with  prescription  price  changes  and 
trends  as  calculated  by  the  Bureau 
of  Labor  Statistics  of  the  U.S.  Depart- 
ment of  Labor,  have  been  released 
in  the  revised  12-page  booklet,  “Rx 
Medicines  and  the  Cost  of  Health 
Care.”  Individual  copies  are  avail- 
able on  request  for  the  PMA.  F] 

PMA  Recommends 
Physicians  Be 
Consulted  by  BNDD 

Practicing  physicians  should  be 
consulted  before  the  Bureau  of  Nar- 
cotics and  Dangerous  Drugs  imple- 
ments prescribing  restrictions,  ac- 
cording to  the  Pharmaceutical  Man- 
ufacturers Association.  PMA,  rep- 
resenting most  of  the  pharmaceutical 
manufacturing  companies,  made  its 
comments  in  response  to  a new 
BNDD  rule. 

The  new  rule  would  outlaw  pre- 
scriptions calling  for  the  lesser  of 
a 34-day  supply  or  100  doses  of  any 
substance  under  Schedule  II  of  the 
BNDD  drug  abuse  control.  PMA 
said  that  since  the  cost  of  filling  a 
number  of  prescriptions  is  greater 
than  that  incurred  for  one  order,  and 
since  patients  may  be  required  to 
visit  their  physicians  more  often 
than  necessary,  in  order  to  obtain 
the  needed  prescriptions,  the  rule 
would  needlessly  raise  costs  for  le- 
gitimately needed  medications. 

In  a recent  news  letter  PMA  stated, 
“While  everyone  agrees  that  ade- 
quate steps  must  be  taken  to  avoid 
misprescribing  or  over  prescribing 
of  drug  products  that  are  subject  to 
abuse,  rules  that  will  have  the  affect 
of  inconveniencing  patients  and  in- 
creasing prescription  costs  should 
first  be  studied  with  the  assistance 
of  the  medical  profession.” 

The  association  asked  that  the  pro- 
posal be  studied  further  before  be- 
ing made  final. 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 


Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Buildings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 

PSYCHIATRY 
Joseph  L.  Knapp,  MD 
Jackson  H.  Speegle,  MD 
Fred  H.  Jordan,  MD 
Joseph  H.  Lindsay,  MD 
Jack  R.  Tomlinson,  MD 

1353  N.  Westmoreland  ★ Dallas,  Texas  ★ 331-8331 
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news 

Oklahoma  County 
Spearheads  Emergency 
Medical  Change 

A change  in  the  emergency  med- 
ical delivery  system  for  Oklahoma 
City  is  being  spearheaded  by  the 
Oklahoma  County  Medical  Society. 
Plans  are  being  drawn  for  a broad 
based  emergency  medical  system 
which  would  enable  emergency  ac- 
cident or  heart  attack  victims  to  re- 
ceive professional,  physician-directed 
treatment  during  the  crucial  minutes 
while  they  are  in  route  to  the  hos- 
pital. 

John  A.  Blaschke,  MD,  President 
of  the  county  medical  society,  start- 
ed the  project  when  he  formed  an 
organization  known  as  CORP,  Cen- 
tral Oklahoma  Rescue  Patrol.  In  a 
letter  announcing  the  first  meeting 
of  CORP,  Blaschke  said,  “Our  stated 
ideal  in  this  enterprise  is  to  sub- 
stantially upgrade  the  quality  and 
character  of  emergency  health  de- 
livery systems  in  the  metropolitan 
Oklahoma  City  area  . . .”.  CORP’s 
purpose  is  to  “study,  initiate,  cre- 
ate and  substantially  upgrde  quali- 
tatively and  quantitatively  the  emer- 
gency medical  care  delivery  sys- 
tem . . .”. 

The  basic  idea  behind  CORP  would 
be  to  have  a centrally  dispatched 
emergency  ambulance  system  with 
direct  radio  communications  be- 
tween the  ambulance  and  the  hos- 
pital. This  would  give  the  hospital 
an  opportunity  to  prepare  in  advance 
for  the  delivery  of  an  emergency 
victim.  In  addition,  para  medical 
personnel  could  be  in  each  ambu- 
lance, trained  and  legally  author- 
ized to  provide  more  than  first  aid 
to  those  victims  needing  it.  These 
personnel  could  then  be  in  radio  con- 
tact with  a physician  who  would  di- 
rect treatment  according  to  the  para 
medical  worker’s  description  of  the 
victim. 

A formal  proposal  for  a system 
change  is  being  funded  by  the  county 
medical  society’s  Community  Foun- 
dation. The  proposal  will  be  drawn 
up  by  Greg  Harmon,  Director  of  the 
Areawide  Health  Planning  Organiza- 
tion, and  his  staff.  The  proposal  will 


cover  the  requirements  of  such  a 
system,  cost  and  recommendations 
on  funding. 

In  other  cities  the  local  fire  de- 
partment has  taken  over  such  a pro- 
gram. The  “Emergency”  television 
series  is  based  on  a similar  opera- 
tion in  Los  Angeles,  California.  The 
city  of  Jacksonville,  Florida  has  done 
more  in  this  regal'd  than  any  other. 

In  a newspaper  interview,  Harmon 
said,  “In  Jacksonville,  they  believe 
(the  system)  has  reduced  traffic  ac- 
cident deaths  as  much  as  30  percent, 
and  it  only  costs  the  residents  about 
$1.25  each,  per  year.” 

Cities  closer  to  Oklahoma  involved 
in  this  type  of  system  include  Dallas 
and  Houston.  The  Houston  Emer- 
gency Medical  Delivery  System  was 
instituted  on  January  1st  of  this  year 
and  was  promoted  by  the  Harris 
County  Medical  Society.  Dallas  will 
start  such  a program  on  November 
1st. 

In  a letter  to  CORP  Chairman, 
Gene  I.  Everest,  Oklahoma  City 
Fire  Chief  Bryan  Hollender  said, 
“Again  I re-emphasize  my  previous 
statement  that  at  such  time  the  city 
of  Oklahoma  City  is  forced  into  the 
ambulance  service,  the  fire  depart- 
ment is  the  only  logical  division  of 
city  government  to  operate  this  serv- 
ice.” He  then  outlined  three  plans 
showing  the  cost  of  equipment,  man- 
power salaries,  maintenance,  and 
re-occuring  costs. 

Chief  Hollender  closed  his  letter 
by  stating,  “If  the  opportunity  is 
made  available,  the  fire  department 
stands  ready  to  accept  this  respon- 
sibility and  I am  quite  confident 
that  we  can  provide  one  of  the  finest 
operations  anywhere  in  the  United 
States.  Facilities  are  already  avail- 
able in  existing  fire  stations  and  fire 
fighters  are  naturally  trained  for 
this  type  of  work.” 

The  CORP  is  a committee  of  citi- 
zens that  includes  representatives  of 
a variety  of  organizations  which  are 
presently  involved  in  emergency 
medical  work.  These  include  the 
Safety  Council,  Ambulance  Associa- 
tion, Hospital  Council,  Police,  Fire 
Department,  Safety  and  Civil  De- 
fense, Health  Department  and  the 
Oklahoma  County  Medical  So- 
ciety. D 


Groom  Resigns  As 
ORMP  Director 

Oklahoma’s  Regional  Medical  Pro- 
gram Director,  Dale  Groom,  MD, 
announced  his  resignation  in  a letter 
addressed  to  the  Regional  Advisory 
Group  of  the  Program.  Having  been 
director  of  the  program  since  it  be- 
came operational  in  1968,  Groom 
stated  his  desire  was  to  return  to 
clinical,  research  and  academic  pur- 
suits, and  a basic  wish  “not  to  hang 
up  my  stethoscope.” 

Kelly  M.  West,  MD,  has  been 
named  acting  director  while  the 
Regional  Advisory  Group  conducts 
a search  for  someone  to  fill  the  post 
permanently. 

During  Doctor  Groom’s  tenure  as 
director,  ORMP  has  implemented 
many  innovative  health  projects  in- 
cluding continuing  education  centers 
and  teleconference  networks,  com- 
prehensive programs  of  continuing 
education  for  every  sector  of  the 
health  care  field,  health  manpower 
training  and  recruitment. 

One  of  ORMP’s  notable  achieve- 
ments has  been  the  establishment  of 
the  coronary  care  network  which  has 
attracted  national  recognition. 


f 


NOW  LEASING! 

Beautiful  Modern 
Decor 

Spacious  Suites 
Available 

ROCKWELL  MEDICAL 
CENTER 

1700  N.  Rockwell  Bethany 

Contact  Tom  L.  Jenkins 
787-4382 
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DONALD  L.  COOPER,  MD 


Cooper  Named  To 
AMA  Sports  Committee 

Donald  L.  Cooper,  MD,  of  Still- 
water, has  accepted  membership  on 
the  AMA’s  Committee  on  the  Med- 
ical Aspects  of  Sports.  The  invita- 
tion to  serve  was  extended  to  him  by 
the  association’s  Board  of  Trustees. 

Doctor  Cooper  is  Director  of  the 
College  Health  Service  for  Oklahoma 
State  University  and  has  been  ex- 
tremely active  in  national  medical 
sports  programs  for  a number  of 
years. 

In  his  acceptance  he  said,  “It  will 
be  a real  honor  for  me  to  have  a 
chance  to  work  with  this  outstand- 
ing AMA  committee.  The  men  who 
have  served  and  are  presently  serv- 
ing have  all  made  great  contribu- 
tions to  the  field  of  sports  medicine.’’ 

Service  on  all  councils  and  com- 
mittees of  the  AMA  is  for  one-year 
with  a maximum  length  of  service 
of  ten  years. 

Heart  Research  Money 
Goes  To  Oklahomans 

Research  grants  to  Oklahoma  sci- 
entists totaling  $137,093  has  been  an- 
nounced by  the  Oklahoma  Heart  As- 
sociation. The  funds  are  part  of  a 
record  $16  million  allocated  by  the 
American  Heart  Association  and  its 
affiliates  for  heart  research  this 
year. 

Research  projects  funded  are  de- 


signed to  give  more  information 
about  heart  disease,  the  nation’s 
number  one  cause  of  death. 

The  Oklahoma  Heart  Association 
money  went  to  twelve  PhDs  and 
MDs.  In  addition,  the  American 
Heart  Association  gave  grants  to 
MDs  Irvin  G.  Endoss,  and  Edward 
D.  Frohlich.  Allen  Spitler,  MD,  re- 
ceived a grant  jointly  funded  through 
the  Oklahoma  and  American  Heart 
Associations. 

Aid  to  finance  282  investigations 
has  been  made  available  by  the 
American  Heart  Association  that 


amount  to  $3.8  million.  This  is  an 
addition  to  more  than  $3  million  in 
awards  announced  by  AHA  in  April 
to  support  167  fellowships.  Also, 
state  and  community  heart  associa- 
tions have  contributed  more  than  $9 
million  to  underwrite  local  research 
programs  which  emphasize  support 
and  encouragement  for  young  in- 
vestigators who  show  promise. 

Since  1949,  the  American  Heart 
Association  and  its  affiliates  have 
spent  approximately  $195  million  to 
advance  scientific  research  in  the 
heart  and  blood  vessel  diseases.  □ 


DEATHS 

D.  W.  HUMPHREYS,  MD 
1889-1972 

D.  W.  Humphreys,  MD,  Cushing  physician,  died  in  Oklahoma 
City  on  June  30th,  1972.  Born  in  Parnel,  Missouri,  Doctor  Hum- 
phreys was  graduated  from  Eclectic  Medical  School  in  Cincinnati, 
Ohio,  in  1913.  The  same  year  he  established  his  first  medical 
practice  in  Owasso,  Oklahoma.  Following  World  War  I,  he 
moved  to  Oilton  and  later  to  Sperry  before  beginning  his  practice 
in  Cushing  in  1945. 

In  1963,  Cushing  citizens  named  a special  day  for  Doctor 
Humphreys  in  celebration  of  his  fiftieth  year  in  medical  prac- 
tice. The  same  year,  the  OSMA  presented  him  with  a Fifty  Year 
Pin  in  recognition  of  his  service  to  his  profession. 

MERL  C.  CLIFT,  MD 
1896-1972 

A Blackwell  physician  since  1923,  Merl  C.  Clift,  MD,  died 
August  1st,  1972.  Doctor  Clift  had  been  retired  about  four  years. 
A native  of  Agnew,  Nebraska,  he  was  graduated  from  the  Uni- 
versity of  Oklahoma  College  of  Medicine  in  1923.  He  originally 
established  a general  practice,  however,  he  later  specialized 
in  general  surgery,  following  postgraduate  study  at  Johns  Hop- 
kins University,  in  Europe  and  Scotland. 

HUGH  H.  MATHEWS,  MD 
1914-1972 

An  Enid  physician  since  1954,  Hugh  H.  Mathews,  MD,  died 
July  13th,  1972.  Born  in  Hoyt,  Kansas,  Doctor  Mathews  gradu- 
ated from  the  St.  Louis  University  School  of  Medicine  in  1941. 
Following  his  residency  training  in  radiology,  he  entered  prac- 
tice in  Topeka,  Kansas,  before  coming  to  Enid.  He  served  with 
the  medical  corps  during  World  War  II. 

DONALD  G.  CLEMENTS,  MD 
1923-1972 

Tulsa  radiologist,  Donald  G.  Clements,  MD,  48,  died  August 
12th,  in  Vail,  Colorado,  where  he  was  attending  the  25th  re- 
union of  his  medical  school  graduating  class. 

A native  of  Hennessey,  Oklahoma,  Doctor  Clements  was 
graduated  from  the  University  of  Oklahoma  College  of  Medicine 
in  1947.  Following  residency  training  in  radiology,  Doctor  Cle- 
ments established  his  practice  in  Tulsa.  He  was  a member  and 
diplomat  of  the  American  College  of  Radiology. 
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DOES  THE  VERY  FINEST  ALWAYS  COST  MORE? 

Ninety-nine  times  out  of  a hundred,  you  do  pay 
more  for  the  finest  thing  in  its  field. 

But  there's  one  big  exception  . . . 

LIFE  INSURANCE  and  the  planning  it  takes. 

You  can  have  the  very  finest  agent  analyze  your 
needs  and  tailor  your  life  insurance  program— and 
it  won't  cost  you  one  penny  more. 

You  can , in  fact , have  the  man  from  Mass  Mutual. 

Supplement  your  OSMA  Group  Insurance  with  this  valuable  additional  coverage. 

WILSON  & WILSON,  inc.  MASSACHUSETTS  MUTUAL  ^ 

1 470  Hn,  CE  ««,  UFE  INSURANCE  COMPANY  & 

Oklahoma  City  sprin^ficid.  Massachusetts  .organized  itn 


DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Terry  Banker  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

4010  North  Youngs  P.  O.  Box  12446 

OKLAHOMA  CITY,  OKLAHOMA  73112 
Telephone  JA  8-7755 
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OMRF  Lecture  Scheduled 

Eugene  A.  Stead,  Jr.,  MD,  Flor- 
ence McAlister  Professor  of  Medi- 
cine, Duke  University,  will  present 
the  first  lecture  of  the  1972-1973  Lec- 
ture Series  sponsored  by  the  Okla- 
homa Medical  Research  Foundation. 

Doctor  Stead’s  lecture,  entitled 
“Death  with  Dignity,”  will  be  given 
at  4:00  p.m.,  October  3rd,  1972,  in 
the  East  and  West  Lecture  Halls  of 
the  University  of  Oklahoma  Health 
Sciences  Center’s  Basic  Science  Ed- 
ucation Building,  11th  Street  and 
Kelley  Avenue,  North  Entrance, 
Oklahoma  City. 

The  Oklahoma  Medical  Research 
Foundation  Lecture  Series  was  es- 
tablished in  July,  1971,  by  the  Foun- 
dation’s Board  of  Directors  as  a 
means  of  providing  a valuable  serv- 
ice to  practicing  physicians  through- 
out the  state  as  well  as  the  teaching 
staff,  research  scientists,  and  stu- 
dents at  the  University  of  Oklahoma 
Health  Sciences  Center.  The  idea 
for  the  series  was’  brought  about  by 
the  Foundation’s  late  president,  Colin 
M.  MacLeod,  MD,  who  was  one  of 
the  country’s  prominent  leaders  in 
science  and  education. 

Other  lectures  scheduled  to  com- 
plete the  1972-1973  series  will  be 
presented  by  the  following:  Francis 
D.  Moore,  MD,  Moseley  Professor  of 
Surgery,  Harvard  Medical  School, 
February  6th,  1973;  Howard  Ras- 
mussen, MD,  PhD,  Department  of 
Biochemistry,  University  of  Penn- 
sylvania, April  3rd,  1973,  and  Sol 
Spiegelman,  PhD,  Director  of  the 
Institute  of  Cancer  Research,  Pro- 
fessor of  Human  Genetics  and  De- 
velopment, College  of  Physicians  and 
Surgeons,  Columbia  University,  May 
1st,  1973. 

Further  information  may  be  ob- 
tained from  James  W.  Hampton, 
MD,  Chairman,  Lecture  Series  Com- 
mittee, Oklahoma  Medical  Research 
Foundation,  825  N.  E.  13th  Street, 
Oklahoma  City,  Oklahoma  73104. 

Other  Committee  members  are 
John  R.  Sokatch,  PhD,  and  G.  Rain- 
ey Williams,  MD,  University  of  Okla- 
homa Health  Sciences  Center;  Rea- 
gan H.  Bradford,  MD,  and  Joseph 
A.  Ontko,  PhD,  Oklahoma  Medical 
Research  Foundation. 


Hospital  Expenses 
Going  Up  . . . Slowly 

Expenses  in  the  nation’s  commun- 
ity hospitals  rose  at  a significantly 
slower  rate  than  in  any  previous 
year  since  1966  according  to  recent 
statistics  from  the  American  Hos- 
pital Association.  Community  hos- 
pital expenses  rose  14.5  percent  dur- 
ing 1971,  compared  to  17.7  percent 
in  1970. 

Community  hospitals  comprise  82.6 
percent  of  all  hospitals,  and  account 
for  92.3  percent  of  all  patients  ad- 
mitted during  1971. 

The  cost  of  caring  for  a hospital 
patient  for  one  day  (cost  per  patient 
day)  increased  from  $81.01  in  1970 
to  $92.31  in  1971,  making  a 13.9  per- 
cent increase  in  that  year.  At  the 
same  time  payroll  expenses  also  rose 
at  a slower  rate,  14.3  percent  in  1971 
as  compared  to  16.4  percent  in  1970. 

The  slow  down  in  expenses  and 
costs  was  not  due  to  the  wage  and 
price  freeze  in  Phase  II  of  the  Eco- 
nomic Stabilization  Program,  since 
those  controls  went  into  effect  only 
shortly  before  the  end  of  the  1971 
survey  period,  September  1st,  1971. 

The  acting  president  of  the  AHA 
said,  “These  statistics  show  graph- 
ically that  hospitals,  through  their 
own  efforts,  have  been  able  to  slow 
the  rate  of  increase  and  expenses, 
and  although  the  Economic  Stabili- 
zation Program  instituted  following 
this  survey,  has  put  extreme  financial 
strains  on  health  care  institutions, 
they  are  continuing  to  do  an  out- 
standing job  of  containing  costs...”. 

The  American  Hospital  Associa- 
tion annually  surveys  the  nation’s 
7,000  registered  hospitals,  and  then 
produces  a nearly  complete  compila- 
tion of  hospital  statistics. 

In  1971  over  2.6  million  people 
were  fulltime  employees  of  hospitals. 
The  number  of  hospital  employees 
per  100  patients  was  301  in  1971  . . . 
a little  over  three  employees  for 
each  patient. 

Nearly  half  the  community  hos- 
pitals in  the  nation,  48  percent,  now 
have  intensive  cardiac  care  units, 
while  51.9  percent  have  intensive 
care  units.  Four  hundred  thirteen 
hospitals  have  a capability  of  open 
heart  surgery. 


Two  Receive  Rural 
Medical  Scholarships 

Two  first-year  medical  students 
have  been  named  to  receive  special 
scholarships  from  the  Oklahoma 
Foundation  for  Community  Medical 
Care.  The  foundation,  formed  one 
year  ago  by  the  Oklahoma  State  Med- 
ical Association,  awards  scholarships 
to  medical  students  willing  to  prac- 
tice in  rural  communities. 

The  two  winners,  John  D.  Fergu- 
son and  John  C.  Sayre  each  received 
$2,500  scholarships.  A condition  of 
the  scholarship  is  that  the  recipient 
agrees  to  practice  medicine  in  a 
needy  part  of  the  state  after  they 
have  completed  their  training.  The 
foundation  currently  has  five  stu- 
dents in  the  O.  U.  Medical  School 
obligated  to  practice  in  this  manner. 

Ferguson  was  born  in  Vernon,  Tex- 
as, in  1947.  He  graduated  from 
Davison  High  School,  Davison,  Okla- 
homa, and  then  attended  Oklahoma 
Christian  College  in  Oklahoma  City 
and  completed  his  bachelor  of  sci- 
ence degree.  In  1968  he  entered  the 
University  of  Oklahoma  Health  Sci- 
ences Center  and  is  completing  his 
PhD. 

In  his  application  he  stated  that 
he  was  interested  in  rural  practice 
because,  “Having  lived  in  the  coun- 
try and  being  associated  with  rural 
people,  I feel  I can  greater  appreci- 
ate the  opportunities  available  while 
also  getting  a certain  amount  of  self- 
satisfaction  out  of  being  able  to  re- 
turn to  the  country.” 

John  Sayre  is  a native  Oklahoman 
born  in  Pawnee.  He  attended  Paw- 
nee High  School  and  completed  his 
pre-medical  work  at  Oklahoma  State 
University,  Stillwater. 

Sayre’s  application  stated,  “In  a 
rural  practice,  the  advantage  of 
knowing  the  patient’s  background  is 
enhanced.  The  doctor  not  only  min- 
isters to  the  health  needs  of  the 
community,  but  he  is  also  a confid- 
ant, friend,  and  then  a guest.  As  a 
result  of  the  more  intimate  atmos- 
phere of  the  small  town,  the  doctor 
is  not  only  aware  of  a particular 
person’s  personal  history  and  idio- 
syncrasies, but  those  of  his  family 
as  well.” 
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McCampbell  Names 
Regents  Liaison 
Committee 

OSMA  President  Stanley  R.  Mc- 
Campbell, MD,  has  named  a special 
liaison  committee  to  the  Oklahoma 
State  Regents  for  Higher  Education. 
The  new  five-member  committee 
will  provide  counsel  and  advice  to 
the  regents  on  plans  and  activities 
involving  the  0.  U.  College  of  Med- 
icine. 

Chairman  of  the  new  committee 
is  Robert  J.  Hogue,  MD,  Guthrie. 
Other  members  include  Ed  Calhoon, 
MD.  Beaver;  M.  Joe  Crosthwait, 
MD,  Midwest  City;  C.  S.  Lewis,  Jr., 
MD,  Tulsa;  and  Bob  J.  Rutledge, 
MD,  Oklahoma  City.  All  of  these 
men  have  a particular  interest  in 
medical  education. 

In  a letter  acknowledging  the  new 
committee  Chancelor  E.  T.  Dunlap 
stated,  “The  purpose  of  the  commit- 
tee is  to  communicate  directly  with 
the  state  regents  and  the  chancellor 
regarding  plans  and  activities  for 
the  development  of  the  branch  pro- 
gram operation  of  the  University  of 
Oklahoma  College  of  Medicine  in 
Tulsa  designed  to  implement  Senate 
Bill  #453  of  the  1972  Oklahoma  Legis- 
lature. So,  it  is  hoped  that  the  group 
will  provide  counsel  and  advice  to 
the  state  regents  and  make  avail- 
able any  information  pertinent  to  the 
subject  that  might  be  useful  in  plan- 
ning for  development  of  the  Tulsa 
program.” 

The  committee’s  first  meeting  with 
the  Board  of  Regents  was  held  on 
August  23rd.  At  that  time  President 
McCampbell  expressed  the  thought 
that  the  OSMA  was  interested  in 
seeing  a branch  school  developed  in 
Tulsa  and  emphasized  that  it  should 
be  a school  to  train  MDs  rather  than 
a free  standing  school  of  osteopathy. 
He  went  on  to  point  out  that  the 
OSMA  supports  medical  education 
so  long  as  it  is  of  high  quality  and 
comparable  to  medical  education  in 
any  school.  He  also  stressed  that  the 
existing  program  of  the  Oklahoma 
Health  Sciences  Center  should  be 
adequately  financed. 


HEALERS  IN  UNIFORM.  Edward 
Edelson.  New  York:  Doubleday 
& Company,  Inc.  184  pp.  $3.95. 
This  small  book  describes,  in  bio- 
graphical fashion,  twelve  military 
medical  officers  who  served  in  the 
United  States  Armed  Forces.  It  be- 
gins with  the  story  of  Doctor  Ben- 
jamin Rush  and  ends  with  John  Paul 
Stapp,  the  Air  Force  medical  officer 
who  has  pioneered  in  the  study  of 
automotive  crashes.  It  also  has 
chapters  concerned  with  Walter  Reed 
and  the  conquest  of  yellow  fever, 
Bailey  K.  Ashford  who  found  the 
cause  of  hookworm  disease,  Oswald 
H.  Robertson  who  established  the 
first  blood  bank,  and  John  Shaw  Bill- 
ings, who  established  the  National 
Library  of  Medicine.  Perhaps  the 
most  interesting  story  of  all  is  that 
of  the  U.  S.  Army’s  fight  against 
typhus  in  Italy  during  World  War  II. 
—Harris  D.  Riley,  Jr.,  MD 

TEACHING  THE  VISUALLY  LIM- 
ITED CHILD  by  Virging  E.  Bishop, 
Coordinator,  Vision  Program  Serv- 
ices, Chester  County  Public  School, 
West  Chester,  Pennsylvania. 
Charles  C.  Thomas,  Publisher. 
Springfield,  Illinois,  1971.  214  pp. 
This  book  is  an  excellent  attempt 
to  assist  teachers  in  their  endeavor 
to  train  and  help  the  child  with  re- 
stricted vision.  Too  often  it  is  easy 
to  pass  this  child  along  hoping  that 
it  will  get  the  training  on  its  own,  or 
someone  else  will  fill  the  gaps. 

Hopefully,  a lay  description  of  vis- 
ual defects  will  help  the  teacher  bet- 
ter understand  the  problems  involved. 
From  statistics  it  was  quite  apparent 
that  adequate  visual  screening  has 
not  been  reached  throughout  the 
United  States. 

The  visually  limited  child  must 
depend  on  other  sensory  skills,  par- 
ticularly listening.  Suggestions  to 
encourage  motivation  along  this  line 
are  most  important.  An  outline  of 
progress  that  should  be  expected  by 
certain  grades  with  directions  to  at- 
tain this  should  be  useful.  Directions 
for  teaching  typing  are  programmed 
as  this  becomes  the  important  line 
of  communication. 

In  line  with  the  thought  that  an 


educated  visually  limited  person 
does  not  always  make  a productive 
one,  important  suggestions  are  made 
in  regards  to  guidance. 

At  the  end  is  an  extensive  reference 
of  devices  and  literature  to  further 
assist  the  teacher.— Robert  W.  King, 
MD 

THE  PEOPLE’S  HEALTH:  AN- 

THROPOLOGY AND  MEDICINE 
IN  A NAVAJO  COMMUNITY. 

John  Adair,  PhD  and  Kurt  W. 
Deuschle,  MD  (editors).  New 
York : Appleton  - Century  -Crofts, 
1970.  190  pp. 

This  small  book  details  the  experi- 
ences, problems  and  conclusions  of 
the  Navajo-Cornell  Field  Health  Re- 
search Project  in  which  a physician, 
Kurt  W.  Deuschle,  and  an  anthro- 
pologist, John  Adair,  joined  forces 
to  design  and  administer  an  experi- 
mental health  program  on  a Navajo 
reservation.  The  Navajo  - Cornell 
Field  Health  Research  Project  was 
organized  jointly  by  the  Navajo 
Tribe,  Cornell  University  Medical 
College,  and  the  U.  S.  Public  Health 
Service,  in  1955,  when  the  responsi- 
bility for  the  health  of  the  U.  S. 
Indian  was  transferred  from  the  De- 
partment of  the  Interior  to  the  De- 
partment of  Health,  Education  and 
Welfare.  The  stated  purposes  were: 
To  develop  effective  methods  for  the 
delivery  of  modern  medical  services 
to  the  Navajo  people;  to  see  to  what 
extent  the  knowledge  so  acquired 
would  have  generality  for  the  peo- 
ple in  similar  socioeconomic  cir- 
cumstances elsewhere;  to  study  dis- 
crete disease  entities  with  particular 
reference  to  their  possible  shaping 
by  Navajo  culture;  and  to  explore 
whether  the  sudden  apposition  of 
modern  biomedical  science  and  tech- 
nology and  the  disease  pattern  of  a 
“nontechnologic”  society  could  pro- 
vide knowledge  of  value  in  the  at- 
tack on  contemporary  U.  S.  medical 
problems. 

The  book  contains  nine  chapters, 
a section  entitled  “Conclusion,”  and 
three  appendices.  It  reviews  the 
Navajo  view  of  health  and  disease, 
the  physician’s  view  of  health  and 
disease,  and  the  converging  of  the 
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two  views.  Other  chapters  are  con- 
cerned with  introduction  of  the  proj- 
ect to  the  community,  the  training  of 
Navajo  health  workers  and  develop- 
ing a cross-cultural  approach  to 
bridge  the  gap  of  language  and  cul- 
ture and  to  bring  improved  medical 
care  to  this  remote  desert  people, 
most  of  which  took  place  at  Many 
Farms  Clinic.  There  is  a chapter  by 
Clifford  R.  Barnett,  an  anthropolo- 
gist, and  David  L.  Rabin,  a physi- 
cian, dealing  with  various  aspects  of 
congenital  hip  disease,  a disorder 
which  has  a strikingly  high  preva- 
lence in  the  Navajos  <230/10,000  case 
rate  as  opposed  to  the  case  rate  of 
13/10,000  in  the  remainder  of  the 
population). 

Physicians  and  others  in  the  health 
fields,  particularly  those  with  an  in- 
terest in  the  American  Indian,  will 
find  this  book  of  interest.— Harris 
D.  Riley,  Jr.,  MD 

MEDICINE  AND  STAMPS.  Edited 

by  R.  A.  Kyle  and  M.  A.  Shampo. 

Published  by  the  American  Medi- 
cal Association.  216  pp.  $1.00. 

At  first  glance  it  would  appear 
that  this  book  would  be  of  primary 
interest  for  philatelists;  however,  it 
is  filled  with  information  about  med- 
ical history.  The  editors  are  staff 
members  of  the  Mayo  Clinic  and  are 
philatelists  interested  in  stamps 
which  concern  medicine.  The  book 
is  arranged  alphabetically  beginning 
with  a discussion  of  Angel  Arturo 
Aballi,  father  of  the  well-known  pe- 
diatrician in  this  country,  who  was 
a Cuban  fighter  for  the  rights  of 
children  and  medicine  against  hos- 
tile political  regimes.  There  follow 
short  biographical  vignettes  of  more 
than  150  physicians  who  have  been 
immortalized  on  stamps  of  53  dif- 
ferent countries.  These  include  Hip- 
pocrates, the  Greek  father  of  medi- 
cine; Pasteur;  Robert  Koch;  von 
Behring;  and  many  other  well-known 
physicians.  Readers  will  be  inter- 
ested to  learn  that  France  has  me- 
morialized Corvisart,  the  physician 
to  Napoleon  Bonaparte,  and  that 
Igenhousz,  a Dutch  physician,  carried 
out  smallpox  vaccination  in  the  fam- 
ily of  Empress  Maria  Theresa  of 
Austria  in  1778.  It  is  rather  surpris- 
ing to  learn  that  Edward  Jenner, 


the  developer  of  smallpox  vaccina- 
tion, has  not  been  honored. 

The  Table  of  Contents  gives  a 
breakdown  of  the  country  issuing 
stamps.  France  leads  with  25,  fol- 
lowed by  Austria  with  13,  the  Neth- 
erlands with  nine,  Belgium  with 
eight;  and  the  United  States  has  six. 

Although  the  book  is  published  by 
the  American  Medical  Association, 
I would  take  issue  with  the  title  of 
the  biographical  sketch  of  William 
Crawford  Gorgas— “AMA  President- 
Canal  Builder” — and  would  suggest 
that  his  leadership  in  the  construc- 
tion of  the  Panama  Canal  was  sub- 
stantially more  meaningful  than  his 
presidency  of  the  American  Medical 
Association. 

This  is  an  attractive  little  book. 
Many  of  the  stamps  are  shown  in 
color  and  all  are  identified  by  num- 
ber from  Scott’s  Standard  Postage 
Stamp  Catalogue.  One  of  the  attrac- 
tive aspects  is  that  it  costs  only 
$1.00. — Harris  D.  Riley,  Jr.,  MD 

RADIOLOGIC  ATLAS  OF  PULMO- 
NARY ABNORMALITIES  IN 
CHILDREN.  Edward  B.  Singleton 
and  Milton  L.  Wagner.  Philadel- 
phia: W.  B.  Saunders  Company. 
1971.  251  pp. 

This  new  book  in  the  form  of  a 
radiologic  atlas  attests  to  the  grow- 
ing attention  being  devoted  to  and 
the  importance  of  respiratory  dis- 
eases in  infants  and  childhood.  The 
authors  are  pediatric  radiologists  at 
the  Texas  Children’s  Hospital  in 
Houston. 

The  book  is  divided  into  eight 
chapters  following  a brief  introduc- 
tion. The  first  two  chapters  discuss 
techniques  for  obtaining  chest  roent- 
genograms and  other  pulmonary  or 
radiologic  studies  and  the  radiologic 
timings  which  are  normal.  The  sub- 
sequent chapters  are  entitled,  “Pri- 
mary Pulmonary  Diseases  Produc- 
ing Respiratory  Distress  in  the  New- 
born and  Young  Infant”  which  cov- 
ers such  disorders  as  transient 
tachypnea  of  the  newborn,  respira- 
tory distress  syndrome,  aspiration 
syndrome,  Wilson-Mikity  syndrome 
and  other  disorders  which  are  pe- 
culiar to  the  neonate  and  young  in- 
fant. There  is  a chapter  on  “me- 


chanical” abnormalities  such  as 
esophageal  atresia,  tracheoesopha- 
geal fistula,  congenital  lobar  em- 
physema and  others.  The  largest 
chapter  is  one  dealing  with  pulmo- 
nary infections  in  infants  and  young 
children.  This  is  quite  up-to-date 
with  coverage  of  such  rare  disorders 
as  desquamative  interstitial  pneu- 
monia. There  are  also  chapters 
dealing  with  pulmonary  tumors 
which  includes  a discussion  of  bron- 
chogenic cysts,  pulmonary  vascular 
diseases  and  one  which  deals  with 
miscellaneous  pulmonary  disorders 
with  coverage  of  such  disorders  as 
pulmonary  alveolar  microlithiasis, 
pulmonary  alveolar  proteinosis,  and 
the  roentgenographic  findings  in  col- 
lagen diseases  and  trauma. 

Each  section  includes  a brief  dis- 
cussion of  the  clinical  aspects  of  the 
disorder  followed  by  more  detailed 
discussion  of  the  radiologic  findings. 
As  in  any  atlas,  there  are  numer- 
ous photographs,  chiefly  reproduc- 
tions of  roentgenograms,  which,  in 
general,  are  of  good  quality,  although 
some  are  rather  light  in  their  re- 
production. Each  chapter  has  refer- 
ences which  are  conveniently  divid- 
ed according  to  the  disease  entity 
and  are  generally  up-to-date  anr> 
emphasize  the  radiologic  aspects. 

This  is  a readable  and  useful 
book  for  pediatricians  and  pediatric 
radiologists,  and  will  be  of  value  to 
all  physicians  who  deal  with  children. 
—Harris  D.  Riley,  Jr.,  MD 

THE  FAMILY  AND  ITS  FUTURE: 
A CIBA  FOUNDATION  SYMPOS- 
IUM. Edited  by  Katherine  Elliott, 
CIBA  Foundation,  104  Gloucester 
Place,  London,  England.  First 
Edition,  hard  cover,  230  pp.  with 
17  illustrations.  London:  J and  A 
Churchill,  1970. 

This  volume  is  a collection  of 
papers  presented  by  participants  at 
a three-day  conference  held  in  Lon- 
don in  1970  to  discuss  the  widely 
ranging  topic  of  The  Family  and  Its 
Future.  Since  the  conferees  repre- 
sented many  countries  and  disci- 
plines, the  content,  writing  style  and 
scientific  language  of  the  thirteen 
chapters  that  make  up  this  volume 
range  widely.  Each  paper  is  fol- 
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lowed  by  a discussion  among  the 
participants.  The  value  of  these  dis- 
cussions to  the  reader  is  variable  as 
they  range  from  arguments  over  de- 
tails, differences  in  points  of  view, 
to  the  presentation  of  further  data. 
The  chairman’s  overview  of  the 
conference,  as  well  as  his  own  views, 
comprise  the  final  chapter. 

The  conference  focused  primarily 
on  the  family  in  Western  cultures 
and  the  papers  enumerated  a num- 
ber of  factors  and  processes  which 
are  likely  to  influence  the  future 
pattern  of  the  family,  such  as  dem- 
ography, law,  environmental  plan- 


ning, fertility  control,  increased 
longevity  and  the  role  of  women. 
Although  the  diversity  of  the  con- 
ference provided  the  opportunity  to 
view  the  family  from  an  interdis- 
ciplinary perspective,  the  papers  and 
discussions  were  quite  narrowly  re- 
stricted to  the  traditional  approaches 
of  each  discipline.  Little  was  said 
about  the  interrelationships  of  fac- 
tors as  they  influence  the  family  as 
a unit  or  as  they  mold  different 
types  of  family  patterns  in  different 
cultures  within  the  Western  world. 
The  effects  of  various  types  of  liv- 
ing arrangements  such  as  communes 
or  the  Kibbutz  on  familial  roles  and 
child  development  and  the  impact  of 


technology  on  changing  traditional 
family  patterns  were  not  discussed. 
While  there  was  general  consensus 
that  the  family  pattern  is  changing 
in  the  Western  world,  the  partici- 
pants were  cautious  about  discuss- 
ing the  directions  and  future  con- 
sequences of  these  changes. 

The  purpose  of  conferences  of  this 
type  are  often  vague  and  the  topic 
too  broad  to  accomplish  more  than 
the  interchange  of  ideas.  Certainly 
this  conference  did  not  reveal  any 
new  insights  into  the  family  of  the 
future  and  addressed  itself  to  issues 
that  are  better  and  more  fully  dis- 
cussed in  already  available  sources. 
— John  G.  Bruhn,  PhD 
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LIKE  NEW  EQUIPMENT  FOR 
SALE.  Electrocardiograph  — Mar- 
quette 12  channel,  direct  writing, 
series  2,000,  automatic  electrocardio- 
graph (model  C-207 ) with  extra 
length  patient  cable.  Complete  with 
all  accessories,  EKG  bags  and  paper, 
electrode  paste,  instruction  manuals, 
etc.  Telecommunication  compatible 
with  basic  circuitry  already  installed. 
Tonometer  — Automatic  applanation 
tonometer  (Berkeley  Tonometer  Com- 
pany—Mackay-Marg  Recorder  Amp- 
lifier). Precision  tonometry  without 
need  for  corneal  anesthesia.  Com- 
plete with  all  accessories  and  sup- 
plies. Portable.  Vision  Tester— Tit- 
mus  Model  OV-7M  with  industrial 
targets  (interchangeable).  Complete 
with  manuals  and  supplies.  Portable. 
Audiometer— EB  Model  350  MB.  All 
transistor.  Portable.  Complete  with 
earphones,  special  sight  shield,  man- 
ual and  supplies.  Other— Healthom- 
eter  Scales  by  Continental  (includes 
patient  support  and  height  scales). 
Tycos  Syphgmomanometer.  Littmann 
Stethoscope.  Located  in  Oklahoma 
City.  Contact  Key  A,  The  Journal, 
Oklahoma  State  Medical  Association, 
601  N.W.  Expressway,  Oklahoma 
City  73118. 

PHYSICIANS  WANTED.  Planning 
to  build  multi-suite  Professional 
Mall  in  Weatherford,  Oklahoma,  a 
friendly  fast  growing  college  city; 
will  build  to  suit.  Need  Two  MDs. 
Write  T.  J.  Toma.  DDS,  Box  310, 
Weatherford  73096. 


LEASED  HUNTING  IN  THE  AR- 
BUCKLES.  Quail  and/or  deer.  Also 
goose  blinds  next  to  Tishomingo 
game  refuge.  Call  405  223-9773  or 
contact  P.O.  Box  1425,  Ardmore. 

EXCELLENT  OPPORTUNITY  for 
General  Practice  or  General  Medi- 
cine in  fastest  growing  community 
in  Southwest.  Privileges  in  modern 
new  fifty-bed  hospital.  Other  hos- 
pitals close  by  are  Norman  Munici- 
pal and  South  Community.  Space 
is  available  in  clinic  opened  early  in 
1972  with  reasonable  lease.  Can  ex- 
pect full-time  practice  within  a few 
months,  along  with  off  time  cover- 
age. Located  in  community  of  20,000 
with  only  four  GP’s.  Ideally  located 
between  University  of  Oklahoma 
campus  and  municipal  Oklahoma 
City.  The  ideal  small  town  practice 
with  the  large  town  advantages.  If 
you  want  a family  type  practice 
with  time  off,  please  call  C.  J.  Shaw, 
MD,  400  N.  Eastern,  Moore,  Okla- 
homa, phone  1-405-794-5533  collect,  or 
Edwin  G.  Horne,  Jr.,  MD,  phone 
1-405-794-7768  collect. 

AN  UNUSUAL  OPPORTUNITY 
for  general  practitioner  or  internist 
who  is  interested  in  allergy.  Associ- 
ate desired  by  allergist  with  a thriv- 
ing and  growing  practice  who  is  near- 
ing retirement  age.  Young  allergist 
would  also  be  considered.  Large  of- 
fice with  well-trained  staff.  Salary 
negotiable  with  expectancy  of  incor- 
porating and  privilege  of  selecting  a 
second  physician  to  be  associated 


with  him.  Will  pay  for  periodic  post- 
graduate courses.  Location  — South 
Central  U.S.  Send  resume  to  Key  L, 
The  Journal,  Oklahoma  State  Medi- 
cal Association,  601  N.W.  Express- 
way, Oklahoma  City  73118. 

EXCELLENT  GENERAL  PRAC- 
TICE OPPORTUNITY  in  commun- 
ity of  6,000  population  needs  several 
additional  physicians  (only  two  MD’s 
in  city).  Physician  owner  retired. 
Nearly  new  clinic  for  sale,  trade,  or 
lease;  includes  laboratory,  x-ray, 
physio-therapy,  pharmacy,  and  nec- 
essary space  to  accommodate  two 
physicians.  Contact  Russell  W.  Lew- 
is, MD,  1901  West  Broadway,  Sul- 
phur, Oklahoma  73086. 

PSYCHIATRIST,  for  recently  ex- 
panded, multi-modality  and  -disci- 
plinary Mental  Health  Service,  in- 
cluding general  psychiatric,  drug, 
and  alcohol  inpatient  and  outpatient 
units;  Mental  Hygiene  Clinic,  Day 
Treatment  Center,  and  developing 
Day  Hospital.  Options  open  for 
flexible  work  involvement  in  various 
areas.  Retirement,  life  and  health 
insurance  benefits.  Moving  expenses 
paid.  $23,424  - $27,289  salary  range, 
dependent  on  experience.  Affiliation 
as  faculty  member  with  University 
of  Oklahoma  College  of  Medicine  and 
teaching  opportunities.  Write  or  call 
Psychiatry  Service,  Veterans  Admin- 
istration Hospital,  921  N.E.  13th 
Street,  Oklahoma  City,  Oklahoma 
73104.  An  equal  employment  oppor- 
tunity employer. 
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begins  at  Beecham  Research  Laboratories. 


The  crucial  experiment:  conve  rsion 
of  6-aminopenicillanic  acid 
(6-APA)  into  benzylpenicillin  by 
treatment  with  phenylacetyl 
chloride.  We’ve  come  a long  way 
since  1957.  Over  the  past  14  years 
more  than  3000  different  semi- 
synthetic penicillins  have  been 
synthesized  and  evaluated  by  our 
staff.  The  fruits  of  their  work  are 
in  your  hands  today. 


Prescribe  the  discoverer’s  brands.* 

Totacillirf  ampicillin  trihydrate 
Pyopen  disodium  carbenicillin 
Bactociir  sodium  oxacillin 

and  more  to  come 

Beecham-Massengill 
Pharmaceuticals 


Need  we  say  more? 


Div.  of  Beecham  Inc.,  Bristol,  Tennessee  37620 


□Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  2 50  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./ 5 cc.  and  250  mg./5  cc.  ampicillin.  nPyopen  (disodium  carbenicillin)  vials  for 
injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin.  DBactocill  (sodium  oxacillin)  capsules  equivalent  to 
250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to  500  mg.  and  1 gm.  oxacillin. 


Call  it  whatyouwill,it 
maybe  premalignant.. 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Alld  Ef udexff  luorouracil) 

5%  cream  can  resolve  it. 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “precancerous.”1,2 

Topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses,3’4  offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations  — formula- 
tions that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
duration  of  therapy  was  only  2 to  4 weeks. 6 Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
used,  significant  numbers  of  lesions  recurred.6 


Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions,  while  intervening  skin 
remained  relatively  unaffected.5  The  early  eradication  of  these  subclini- 
cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  treated  with  topical  fluorouracil  — especially  with  5% 
concentrations.6 

How  to  identify  solar  keratoses. 

Typically,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
papule  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 


Predictable  therapeutic  response. 

The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
be  biopsied. 


References:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise , ed.  2,  New  York, 
Grune  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. ; Jansen,  G.  T,  and  Honeycutt,  W.  M.: 
“Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
Pharmaceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
p.  92.  3.  Belisario,  J.  C. : Cutis,  6 :293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97: 14,  1968. 

5.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
Klein,  E.:  Cancer , £5:450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions : If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported— insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/ weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o 
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(fluorouracil) 
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Coyne  Campbell  Hospital  2601  Spencer  Road 
Ph.  405-427-2441  Spencer,  Oklahoma  73084 

Special  Services 


Psychotherapv— Individual  & Group 

Chemotherapy 

Recreational  Therapv 

Occupational  Therapy 

Adolescent  Education 

.Medical  Consultation 

Electro  Shock  Therapv 

Psychological  Testing 

X-Ray 

Clinical  Laboratory 

Electrocardiograph 

Electroencephalograph 


Acute  Care 

Inpatient 

Outpatient 

Partial  Hospitalization 


Long-Term 

12-Bed  Geriatric  Cottage 


CHARLES  E.  BECK,  AID,  Chief  of  Staff  DOLORES  WIGGINS,  Administrator 


Serving  Oklahomans  with  Private  Psychiatric  Care  — Since  19  39 
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THE 

DUNN-REYNOLDS 
UROLOGY  CENTER 


3113  Northwest  Expressway 
OKLAHOMA  CITY,  OKLAHOMA 

Telephone  843-5761 


Charles  L.  Reynolds,  Jr.,  MD,  FACS 
Clinical  Director 

Diplomate  of  the  American  Board  of  Urology 


SENIOR  UROLOGISTS 

J.  Hartwell  Dunn,  MD,  FACS 
Meredith  M.  Appleton,  MD,  FICS 
Harry  C.  Miller,  Jr.,  MD,  FACS 
Associate  Urologist 

Diplomates  of  the  American  Board  of  Urology 


PERSONNEL  DIRECTOR 
Fran  Womastek 


General  Urology 
Pediatric  Urology 
Neoplastic  Surgery,  Urinary  Tract 
Renal  Vascular  Surgery 

Plastic  and  Reconstructive  Surgery,  Urinary  Tract 
Fertility  Problems 


Complete  Clinical  Laboratories 
Tissue  Pathology 
Radioactive  Isotopes 
Renal  Function  Studies 


GOLDFAIN  RHEUMATISM-ARTHRITIS 

LABORATORY 

228  NORTHWEST  13th  STREET 

OKLAHOMA  CITY,  OKLAHOMA 

DEVOTED  TO  THE  DIAGNOSIS  AND  TREATMENT  OF  RHEUMATIC  DISEASES 

<S> 

X-RAY  AND  CLINICAL  LABORATORY  SURVEY  OF  EACH  PATIENT 

<$> 

E.  GOLDFAIN,  MD,  Director 
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McALESTER  CLINIC 

Third  and  Seminole 
McAlester,  Oklahoma 

Complete  Clinic  Facilities 

Surgery 

‘George  M.  Brown,  Jr.,  MD,  FACS 
E.  FL  Shuller,  MD 
•William  G.  Blanchard,  MD 

Internal  Medicine 

*S.  L.  Norman,  MD 
•C.  K.  Holland,  Jr.,  MD 
Leroy  M.  Milton,  MD 

Obstetrics  - Gynecology 

•w.  Riley  Murphy,  Jr.,  MD 
*D.  Ross  Rumph,  MD 
‘Paul  P.  Saneman,  MD 

Ophthalmology 

•Fred  D.  Switzer,  MD 

Pediatrics 

•Thurman  Shuller,  MD 
D.  W.  Bridges,  Jr.,  MD 

Radiology 

•Bruce  H.  Brown,  MD 
‘Donald  H.  Shuller,  MD 

Anesthesiology 

H.  C.  Wheeler,  MD 

Otolaryngology 

Samuel  E.  Dakil,  MD 

•Certified  by  Specialty  Board 

Jewell  M.  Green,  Jr. 
Business  Manager 

Family  Medicine 

Charlees  S.  Cunningham,  MD 
Lloyd  T.  Anderson,  MD 
John  B.  Cotton,  MD 

George  S.  Bozalis,  MD  Robert  S.  Ellis,  MD 

Vernon  D.  Cushing,  MD  Lyle  W.  Burroughs,  MD 

George  L.  Winn,  MD  Charles  D.  Haunschild,  MD 

Administration 
Dwight  Mitchell,  Jr. 

Oklahoma  Allergy  Clinic 

Specializing  in  the  diagnosis  and 
treatment  of  allergic  diseases 

Office  Address:  Mail  Address: 

711  N.W.  10th  Street  Post  Office  Box  26827 

Telephone  405  239-6221  Oklahoma  City,  Oklahoma  73126 

office  Hours-  8-12  Every  day  except  Sunday 

12-5  Except  Sunday,  Wednesday  and  Saturday 
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OKLAHOMA  CITY 


301  Northwest  12th  Street 


INTERNAL  MEDICINE 

W.  W.  Rucks,  Jr.,  MD 
Medicine 

Robert  C.  Lawson,  MD 

Medicine,  Metabolic  Diseases 
James  J.  Gable,  Jr.,  MD 
Medicine,  Cardiology 
William  S.  Pugsley,  MD 
Medicine,  Arthritis 
Charles  W.  Cathey,  MD 
Medicine,  Cardiology 
Charles  W.  Robinson,  Jr.,  MD 
Medicine,  Cardiology 
Donald  G.  Preuss,  MD 
Medicine 

James  L.  Males,  MD 

Medicine,  Endocrinology 
Alexander  Poston,  MD 
Medicine,  Cardiology 
William  P.  Munsell,  MD 
Medicine,  Gastroenterology 
Thomas  R.  Russell,  MD 
Medicine,  Cardiology 
Paul  C.  Houk,  MD 
Medicine,  Cardiology 

NEUROLOGY 

Charles  G.  Reul,  MD 


Oklahoma  City,  Oklahoma 


GENERAL  SURGERY 

Edward  R.  Munnell,  MD 
General  Vascular 
Frank  G.  Gatchell,  MD 
General,  Head  and  Neck 
H.  Jack  Brown,  MD 
General 

THORACIC  SURGERY 

Edward  R.  Munnell,  MD 

OBSTETRICS-GYNECOLOGY 

John  W.  Records,  MD 
Schales  L.  Atkinson,  MD 
Roger  D.  Quinn,  MD 

ORTHOPEDIC  SURGERY 

Robert  P.  Holt,  MD 
Edwin  R.  Maier,  MD 
Wayne  B.  Lockwood,  MD 

OTOLOGIC,  RHINOLOGIC,  AND 
LARYNGEAL  SURGERY 

Bronchoesophagology 

Head  and  Neck  Surgery 

L.  Chester  McHenry,  MD 
Ethan  A.  Walker,  Jr.,  MD 
Charles  J.  Wine,  MD 


CLINIC 

236-0641 


CLINICAL  PSYCHOLOGY 

R.  Vernon  Enlow,  PhD 

PEDIATRICS 

James  E.  Mays,  Jr.,  MD 

Pediatrics,  Endocrine  Disorders 
Armond  H.  Start,  MD 
Pediatrics 

Jerry  R.  Nida,  MD 
Pediatrics 
R.  Lee  Austin,  MD 
Pediatrics 

RADIOLOGY 

Diagnostic  and  Therapeutic 
Edmond  H.  Kalmon,  Jr.,  MD 
Melvin  C.  Hicks,  MD 
William  A.  Vint,  MD 

UROLOGY 

Donald  D.  Albers,  MD 

ACUTE  MEDICINE 

Elton  W.  LeHew,  MD 
David  P.  West,  MD 


Orthopedic  & Arthritis  Center 

McBride  clinic,  inc. 

600  N.W.  11th  Street 

Oklahoma  City,  Oklahoma  — 2 32-0341 


DEPARTMENT  OF  ORTHOPEDICS 
♦Marvin  K.  Margo,  MD,  FACS 
♦James  P.  Bell,  MD,  FACS 
♦Stephen  Tkach,  MD,  FACS 
♦Joseph  F.  Messenbaugh  III,  MD 
J.  Patrick  Evans,  MD 
♦Edwin  E.  Rice,  MD 


CONSULTANT  EMERITUS 
♦Earl  D.  McBride,  MD,  FACS 


DEPARTMENT  OF  ARTHRITIS 
♦William  K.  Ishmael,  MD,  FACP 
John  A.  Blaschke,  MD 
♦Phillip  J.  Wright,  MD 
Mary  L.  Duffy  Honick,  MD 
Claude  M.  Bioss,  Jr.,  MD 
♦Richard  J.  Hess,  MD 

DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Du^an,  MD 
DIRECTOR  OF  LABORATORIES 
*J.  N.  Owens,  Jr.,  MD,  FCAP,  FACP 


'Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
J.  Lamont  Baxter,  MA,  JD,  CPA 
Administrator  & Controller 
Mary  Magruder,  Personnel  Director 
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THE 
SUGG 
CLINIC 

Incorporated 

Complete  Clinical  and  Laboratory  Facilities 

TISSUE  EXAMINATIONS  RADIUM  AND  X-RAY  THERAPY 


Surgery 

E.  M.  Gullatt,  MD 

Richard  M.  Taliaferro,  MD,  FACS 

Obstetrics  and  Gynecology 
J.  B.  Wallace,  MD 
E.  F.  Deese,  MD 

Orthopedic  Surgery 
David  C.  Ramsay,  MD,  FACS 

Pediatrics 

George  K.  Stephens,  MD,  FAAP 
Pathology 

Larry  W.  Cartmell,  MD,  FCAP 
Bruce  VanHom,  MD 
Consulting  Pathologists 


100-04  E.  13th  Street 
ADA,  OKLAHOMA 
Telephone  332-5252 


Internal  Medicine 
Frank  J.  Martin,  MD,  FACP 
James  F.  Hohl,  MD 
John  E.  Roberts,  MD 
Joe  L.  Troska,  MD 

General  Medicine 
Carl  D.  Wiseman,  MD 

Otolaryngology  and  Ophthalmology 
Wm.  G.  Peterson,  MD,  FICS 

Radiology 
H.  B.  Yagol,  MD 

Business  Manager 
John  A.  Barringer 


THE  OKLAHOMA  PLASTIC  SURGERY  CENTER,  INC. 

3141  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 

Plastic  and  Reconstructive  Surgery 
Cosmetic,  Maxillo-Facial  and  Hand  Surgery 

GILBERT  L.  HYROOP,  MD,  FACS  DAVID  WILLIAM  FOERSTER,  MD 

848-3341  848-3459 


Dr.  Hyroop  and  Dr.  Foerster  are  Board  Certified  in  Plastic  Surgery 


MID-WEST 

SURGICAL  SUPPLY 

CO.,  INC. 

OF  OKLAHOMA 

3 East  8th  Street 

Phone  239-7341 

Oklahoma  City,  Okla.  73104 

COME  SEE  US  AT  OUR  NEW  ADDRESS 

NOW  OFFERING-] 60  Acres,  29%  Down 

Southwest  15th  Street  & 92  Highway— Area  of  Huge  New  Development 
$2,000.00  Per  Acre  With  One-Half  Minerals 


354-5381 


CANADIAN  VALLEY  CO. 


373-2398 
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ALLERGY 


W.  T.  McCOLLUM,  MD 


RAYMOND  L.  ROSE,  MD 


BLUE  ALLERGY  GROUP 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Lister  Medical  Building  430  Northweset  12th  405  236-1445 
Oklahoma  City,  Oklahoma  *3103 

Johnny  A.  Blue,  BA,  MD  James  M.  Nelson,  MD 

Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergy 
Diplomate  American  Assoc  Clinical  Allergy  and  Immunology 


FANNIE  LOJ  LENEY,  MD 
Fellow  American  College  of  Allergists 
Fellow  American  Academy  of  Allergy 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Telephone  843-6611  Office 
Resident  843-3541 

3141  N.W.  Expressway,  Room  501  Oklahoma  City,  Okla. 


ARTHRITIS 


THE  ARTHRITIS  CLINIC 

Arthritis,  Rheumatism  and  Related  Diseases 

Lyman  C.  Veazey,  MD  Lloyd  G.  McArthur,  PhD,  MD 
Robert  C.  Troop,  MD  Winfred  L.  Medcalf,  MD 

207  C Street  NW  Ardmore,  Okla.  73401 

Phone  223-5180  If  no  answer:  223-4895 


CARDIOLOGY 


STANLEY  R.  McCAMPBELL,  MD 


437  N.W.  12th  St.  Oklahoma  City,  Okla. 

235-6461 

CONSULTANTS  IN  CARDIOVASCULAR  DISEASES 
(Including  Cardiac  Catheterizations  and  Angiography) 

Diplomates,  American  Board  of  Internal  Medicine 
in  Cardiovascular  Diseases  and  Internal  Medicine 
Fellows,  Council  of  Clinical  Cardiology 
American  Heart  Association 
Fellows,  American  College  of  Cardiology 
Fellows,  American  College  of  Physicians 


CLINICS 


MIAMI  CLINIC 

Miami  Clinic  Bldg. — 30  B,  S.W.  Miami,  Oklahoma 


Rex  M.  Graham,  MD 
H.  W.  Wendelken,  MD 
J.  E.  Highland,  MD 
Harry  C.  Ford,  MD 
Glenn  W.  Cosby,  MD 
Ralph  H.  Cully,  DDS 


Obstetrics  8.  Gynecology 
Internal  Medicine  & Cardiology 
General  Practice 
___  Eye,  Ear,  Nose  & Throat 
Obstetrics  & Gynecology 
Dental  Surgery 


DERMATOLOGY 


WILLIAM  E.  EASTLAND,  MD,  FACR 
Dermatology  and  Malignancies  of  the  Skin 
Grenz  Ray  X-Ray  Radium  Therapy 

1211  North  Shartel  Physicians  & Surgeons  Building 
Oklahoma  City,  Oklahoma  Phone  235-1446 


HERVEY  A.  FOERSTER,  MD 
Practice  Limited  to  Diseases  of  the  Skin 
X-Ray  and  Radium  Therapy 

1212  N.  Walker  Oklahoma  City 


RONALD  W.  GILCHRIST,  JR.,  MD 
Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

4200  South  Douglas  Avenue  632-4200 

South  Community  Medical  Center  Oklahoma  City,  Oklahoma 


Cardiology  and  Electrocardiography 


1211  North  Shartel  236-1295 

Oklahoma  City,  Oklahoma 


JAMES  S.  WILLIAMS,  MD,  Inc. 

Board  Certified  in  Cardiovascular  Disease 
Cardiology  and  Electrocardiography 
Price  Tower  Bartlesville,  Oklahoma  336-6450 


CARDIOVASCULAR 


CARDIOVASCULAR  CLINIC 

Wm.  Best  Thompson,  MD  Galen  P.  Robbins,  MD 

William  S.  Myers,  MD  William  R.  Bullock,  MD 

Lawrence  M.  Higgs,  MD  Ronald  H.  White,  MD 

William  J.  Fors,  MD 

ADULT  AND  PEDIATRIC  CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  arteriography 
Radioisotope  studies  and  telephone  electrocardiography 
Lipoprotein  electrophoresis  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 
3300  Northwest  56th  Telephone  947-3341 

Oklahoma  City,  Okla.  73112 


CARDIOVASCULAR  ASSOCIATES 
J.  J.  DONNELL,  MD  J.  L.  BRESSIE,  MD 

G.  L.  HONICK,  MD  A.  F.  ELLIOTT,  MD 

Adult  and  Pediatric  Cardiovascular  Diseases 
Cardiac  catheterizations,  aortography  and  selective  arteriography, 
and  telephone  electrocardiography 

Physicians  and  Surgeons  Bldg.  Doctors  Medical  Bldg. 

1211  N.  Shartel  5700  N.W.  Grand  Blvd. 

235-4661  Oklahoma  City  947-2551 


TULSA  CARDIOVASCULAR  ASSOCIATES,  Inc. 

R.  Wayne  Neal,  MD  Robert  P.  Zoller,  MD 

Charles  L.  Cooper,  MD 

Adult  and  Pediatric  Cardiovascular  Consultation 
Diagnostic  Cardiac  Catheterization  and  Coronary  Arteriography 
Routine,  Telephone  Transmitted  and  Treadmill  Electrocardiography 
St.  John's  Doctors  Building,  Suite  711 
1705  East  Nineteenth  Street  Telephone  747-1335 

Tulsa,  Oklahoma 


DONALD  E.  JOHNSON,  MD 
Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

330  South  Fifth  234-5121 

Enid,  Oklahoma 


W.  A.  SHOWMAN,  MD 

Practice  Limited  to  Diseases  and  Malignancies  of  the  Skin 
X-Ray — Grenz  Ray  and  Radium  Therapy 
850  Utica  Square  Tulsa,  Okla. 

Medical  Center  747-7521 


SKIN  & SKIN  CANCER  CENTER 
C.  Jack  Young,  MD 

Radium  Therapy  X-Ray  Therapy 

Surgical  Planing  of  Acne  Scars  & Tattoos 
Hemangiomas 

CLINIC  BUILDING  3434  N.W.  56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 


DIAGNOSIS 


HUGH  JETER,  MD,  FACP,  ASCP 
American  Board  of  Internal  Medicine 
Diagnosis  and  Internal  Medicine  Clinical  Pathology 
Osier  Building  Oklahoma  City  Phone  232-8274 


EYE,  EAR,  NOSE  AND  THROAT 


GERALD  R.  DIXON,  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Phone  843-9337  3141  N.W.  Expressway 

Oklahoma  City 


JOHN  W.  HUNEKE,  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  322-1880  1201-G  East  5th 

Ada,  Oklahoma 
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WILLIAM  D.  HEATH,  MD,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  232-1508 

JAMES  B.  WILLS,  MD 
JAY  C.  JOHNSTON,  MD 
Surgery  and  Diseases  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  232-4222  Oklahoma  City  73103 

Surgery  and  Diseases  of  the  Eye 
W.  S.  MUENZLER,  MD 

430  N.W.  12th  Street  Phone 

Lister  Building  232-6361 

Oklahoma  City 

DISEASES  AND  SURGERY  OF  THE  EYE 

TOM  LAMAR  JOHNSON,  MD 
Certified  by  the  American  Board  of  Ophthalmology 

Medical  Tower 
3141  N.W.  Expressway 
Suite  301  848-2893 
Oklahoma  City 

GASTROENTEROLOGY 

DOCTORS  MATTHEWS  AND  COLVERT 
Sanford  Matthews,  MD 
J.  R.  Colvert,  MD,  FACP 

Certified  American  Board  of  Internal  Medicine  and 
Gastroenterology 

Complete  X-ray  and  Laboratory  Facilities 
1319  Classen  Drive  232-2033  Oklahoma  City,  Okla. 


INTERNAL  MEDICINE 


E.  GOLDFAIN,  MD 

Diagnosis  and  Treatment  of  Rheumatic  and  Arthritic  Diseases 
228  N.W.  13th  St.  Oklahoma  City 

Off.  Phone  23W832  Res.  Phone  524-1102 


NEUROPSYCHIATRY 


BILL  J.  BIRD,  MD 
Child,  Adolescent  & Adult  Psychiatry 
Certified  by  the  American  Association  of 
Psychiatric  Clinics  for  Children 
Dynamically  Oriented  Individual,  Family  & 
Group  Therapy 


SUITE  523 

Warren  Professional  Building 
Tulsa,  Oklahoma 


6465  South  Yale 
622-8020 


Suite  503 
Medical  Tower 


SAM  COLLINS,  JR.,  MD 
Board  Qualified 
Psychiatry  and  Neurology 
3141 

Oklahoma  City,  Oklahoma 


N.W.  Expressway 
Phone  843-5577 


A.  A.  HELLAMS,  BS,  MD,  FAPA 
Diplomate  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 


209  Wildwood  Plaza 


Oklahoma  City,  Oklahoma 


842-1131 


NEUROPSYCHIATRY 
CHARLES  E.  SMITH,  MD,  FAPA,  FACP 
ROBERT  J.  OUTLAW,  MD,  FAPA 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
S.  DAVID  GLASS,  MD,  MAPA 
THURMAN  E.  COBURN,  PhD,  Licensed  Clinical  Psychologist 
KENNETH  LEVEQUE,  PhD,  Licensed  Clinical  Psychologist 
DAVID  SCHWARTZ,  ACSW,  Clinical  Psychiatric  Social  Worker 
Suite  308 

Physicians  8,  Surgeons  Building  1211  North  Shartel  235-8525 
MOORMAN  P.  PROSSER,  MD,  FACP,  FAPA 
Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

JOSEPH  A.  RIEGER,  MD  HUGH  M.  CONNER,  MD 

and 

RICHARD  B.  LINCOLN,  MD 
Neurology,  Electroencephalography  and  the  Epilepsies 
in  the  practice  of  Psychiatry  and  Neurology 


427  Pasteur  Building 


Phone  232-9895 


Oklahoma  City,  Oklahoma 


HAROLD  G.  SLEEPER,  MD,  FAPA 

Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

Practice  Limited  to 
Psychiatry  — Electroencephalography 


430  N.W.  12th  Street 
Oklahoma  City 


Res.  525-6846 


OBSTETRICS  AND  GYNECOLOGY 


GERALD  ROGERS,  MD,  FACS 
JAMES  C.  BEAVERS,  MD,  FACOG 
Certified  American  Board  of  Obstetrics  and  Gynecology 
Pasteur  Building,  1111  N.  Lee  Phone  232-8722 

Oklahoma  City,  Oklahoma 


5514  S.  Western 


JOE  BILLS  REYNOLDS,  MD 
Obstetrics  and  Gynecology 

Oklahoma  City,  Oklahoma  73109 


632-6691 


OBSTETRICS  AND  GYNECOLOGY 
E.  MALCOLM  STOKES,  MD,  FACS 
Certified  American  Board  of  Obstetrics  and  Gynecology 


610  Doctor's  Building 
Tulsa,  Oklahoma 


2021  S.  Lewis 


Phone  743-6496 


WENDELL  R.  SYLVESTER,  MD 
FACOG,  FACS 

5211  South  Pennsylvania 
Oklahoma  City,  Oklahoma  73119 
Telephone  405  682-1405 

Practice  limited  to  the  specialty  of  Obstetrics  and  Gynecology 
By  Appointment  Only 


ORTHOPEDICS 


WILLIAM  S.  DANDRIDGE 
BA,  MD,  MS  (Orthopedic  Surgery),  FACS,  FICS 
Orthopedic  Surgery 

Diseases,  Injuries,  Deformities  of  Spine  and  Extremities 
Parkview  Medical  Building 

330  South  5th  Street  Enid,  Oklahoma  73701 

Phone  233-5656 

THE  MUSKOGEE  ORTHOPEDIC  CLINIC 
Port  Johnson,  MD 
Richard  L.  Pentecost,  MD 
John  L.  Branscum,  MD 

Diplomates  American  Board  of  Orthopedic  Surgery 


211  South  36th  Street 
Zip  Code  74401 


Muskogee,  Oklahoma 


Phone  682-7717 


JOHN  RAYMOND  STACY,  MD,  FACS 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N.W.  12th  St.  235-6315 

Oklahoma  City,  Oklahoma 


PEDIATRICS 


821  South  Pine 


General  Pediatrics 
G.  EDWARD  SHISSLER,  MD 


Stillwater,  Oklahoma 


Phone  372-9577 


RADIOLOGY 


RADIOLOGY  ASSOCIATES 

JAMES  T.  BOGGS,  MD  WAYNE  H.  SCHULTZ,  MD 

ROBERT  SUKMAN,  MD  LINDBERG  J.  RAHHAL,  MD 

RICHARD  B.  PRICE,  MD  ROBERT  W.  GEYER,  Jr.,  MD 

GEORGE  BEN  CARTER,  MD  JOHN  R.  OWEN,  MD 

DAN  MITCHELL,  Jr.,  MD 
Diplomates  American  Board  of  Radiology 

X-Ray  — Diagnosis  Including  Angiography  and  Lymphangiography 
— Radiation  Therapy  — Isotopes  — Cobalt  Therapy 
Deep  and  Interstitial  Therapy 

204  Medical  Tower  Bldg.  Doctors  Medical  Building 

848-3711  946-9923 

Baptist  Memorial  Hospital  Physicians  and  Surgeons  Bldg. 

946-6411  Suite  705  235-2583 

Deaconess  General  Hospital 
946-5581 
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TULSA  RADIOLOGY  ASSOCIATES,  INC. 


Diplomates  of  American 
X-ray,  Diagnosis,  Radiation 
St.  John's  Hospital 
1923  S.  Utica 
743-3311 

Lucien  M.  Pascucci,  MD,  FACR 
Ernest  S.  Kerekes,  MD,  FACR 
Donald  F.  Mauritson,  MD,  FACR 
Richard  F.  Barbee,  MD 
Norman  L.  Bartlett,  MD 
Zla  0.  Vargha,  MD 

David  V. 


Board  of  Radiology 
Therapy  and  Isotopes 
St.  Francis  Hospital 
6161  S.  Yale 
627-2200 

John  E.  Kauth,  MD 
John  L.  Ritan,  MD 
George  H.  Kamp,  MD 
Thomas  S.  Llewellyn,  MD 
Theodore  J.  Brickner,  Jr.,  MD 
Tim  S.  Caldwell,  MD 
kin,  MD 


RADIOLOGICAL  PHYSICS 


HERBERT  M.  KRAVITZ,  MD,  FACS 
Diplomate  American  Board  of  Plastic  Surgery 

Reconstructive,  Cosmetic,  and  Hand  Surgery 

Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 

F.  M.  LINGENFELTER,  MD,  FACS 
Surgery  and  Surgical  Diseases  of  the 
Thyroid  Gland 

216  Osier  Building,  Oklahoma  City,  Okla. 


DAVID  S.  GOODEN,  PhD 
1249  East  26th  Street 
Tulsa,  Oklahoma  74114 
Phone  918  742-8108 
PHYSICS  CONSULTATION  IN: 

Diagnostic  x-ray  • Radiation  Therapy  • Nuclear  Medicine 
Radioaraphy  . Instrumentation  • Dosimetry  • Leak  Testing 
Shielding  Design  • Radiation  Safety  • Personnel  Monitoring 
AEC  License  Applications  • State  and  Federal  Compliance 


SURGERY 


WILLIAM  O.  COLEMAN,  MD,  FACS 
Certified  American  Board  of  Surgery 
General  Surgery 

Suite  603  Baptist  Hospital  Complex 

5700  N.W.  Grand  Blvd. 

Telephone:  1 405  946-0727 


WARREN  L.  FELTON  II,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Oklahoma  City,  Okla. 

208  Doctors  Medical  Building 

5700  N.W.  Grand  Blvd.  947-5573 


WILLIAM  J.  FORREST,  MD 
Plastic  and  Reconstruction  Surgery 
Surgery  of  the  Hand 

1211  North  Shartel  235-3361 

Oklahoma  City 

| 

ALLEN  E.  GREER,  MD  I 

JOHN  M.  CAREY,  MD 
NAZIH  ZUHDI,  MD 
WILLIAM  D.  HAWLEY,  MD 
Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 
Practice  Limited  to  Cardiovascular  and  Thoracic  Surgery 
(Open  Heart,  Vascular,  Pulmonary,  Esophageal) 

Bronchoscopy  Esophagoscopy 

1211  North  Shartel,  Suite  900  Oklahoma  City,  Okla.  73103 

235-3377 


FRED  R.  MARTIN,  MD 
Diplomate  American  Board  of  Surgery 


601  St.  John's  Doctors  Bldg.  742-4851 

1705  East  19th  Street  Tulsa,  Oklahoma  74104 


CHARLES  A.  TOLLETT,  BS,  MD,  DSc 
Certified  American  Board  Surgery 
General  Surgery 

Dowell  Building  235-7750 

405  N.  Durland  Street  Oklahoma  City,  Oklahoma 


UROLOGY 


A.  De  QUEVEDO,  MD,  Inc. 

A.  de  Quevedo,  MD 

Diplomate  of  the  American  Board  of  Urology 
Suite  606  232-1333  1211  N.  Shartel 

Oklahoma  City,  Oklahoma  73103 

MEREDITH  APPLETON,  J.  HARTWELL  DUNN, 

MD,  FICS  MD,  FACS 

CHARLES  L.  REYNOLDS,  Jr.,  MD,  FACS 
HARRY  C.  MILLER,  Jr.,  MD,  FACS 
Diplomates  of  the  American  Board  of  Urology 

3113  Northwest  Expressway  Oklahoma  City,  Oklahoma 

843-5761 

JOHN  T.  BOAZ,  III,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
Physicians  and  Surgeons  Building — 1211  North  Shartel 
Office  235-9401  Home  751-2633 

Oklahoma  City 


PHILIP  D.  DIGGDON,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
Suite  312  Tulsa,  Oklahoma  74136 

Warren  Professional  Bldg.  Tel.:  622-6322 

6465  South  Yale 


BARNEY  J.  LIMES,  MD 
Diplomate  of  the  American  Board  of  Urology 
Practice  Limited  to  Urology 

Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  235-5494 


ROBERT  B.  HOWARD,  MD,  FACS 
Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and 
Diseases  of  the  Thyroid  Gland 

544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


JOE  E.  COLLINS,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 

Suite  1106  235-3524  1211  North  Shartel 

Oklahoma  City,  Oklahoma 


GILBERT  L.  HYROOP,  MD,  FACS,  FICS 

Certified  by  the  American  Board  of  Plastic  Surgery 
Practice  Limited  to  Plastic  & Reconstructive  Surgery  and 
Cosmetic  Surgery 


Medical  Tower 
3141  N.W.  Expressway 


848-3341 

Oklahoma  City,  Oklahoma  73112 


JESS  E.  MILLER,  MD 

Diplomate  of  the  American  Board  of  Urology 
336  Pasteur  Building  1111  North  Lee 

Oklahoma  City,  Oklahoma 

Res.  Phone  842-1811  Office  Phone  235-6618 


PENNINGTON-DEEN  UROLOGY  CLINIC,  Inc. 
Diplomates  American  Board  of  Urology 
1201  -F  East  5th  Street  Office  332-7706  Ada,  Oklahoma 

Residence:  Dr.  Pennington:  332-7316 — Dr.  Deen:  332-8184 


GEORGE  H.  KIMBALL,  MD,  FACS 
Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
321  Pasteur  Building  Oklahoma  City  Phone  232-1036 

Professional  Card  listings  are  available  to  members. 

They  are  sold  in  vertical  increments  of  one-half  inch, 
at  the  rate  of  $25.00  per  year. 


Professional  Card  listings  are  available  to  members. 


They  are  sold  in  vertical  increments  of  one-half  inch. 


at  the  rate  of  $25.00  per  year. 
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PSYCHIATRIC  HOSPITAL 


DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT 
PSYCHIATRY 

DEPARTMENT  OF  ADOLESCENT 
PSYCHIATRY 

Narcotic  Cases  Not  Admitted 

LAWN 

PSYCHIATRIC  HOSPITAL 


Marilyn  L.  Spillers,  M.D.  Donald  H.  Cawley,  M.S.S.W. 


Senior  Consultant 

Perry  C.  Talkington,  M.D. 

Psychiatrist-in-Chief 

Howard  M.  Burkett,  M.D. 

Medical  Director 

Jerry  M.  Lewis,  M.D. 
James  K.  Peden,  M.D. 

Director  of  Professional 
Education 

Associate  Psychiatrists 

Claude  L.  Jackson,  M.D. 


Dode  Mae  Hanke,  M.D. 
Doyle  I.  Carson,  M.D. 
Maurice  S.  Green,  M.D. 
Stanley  L.  Seaton,  M.D. 
Thomas  H.  Allison,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  F.  Tripp,  M.D. 

Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 
James  W.  Black,  Jr.,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 

John  T.  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 

Robert  W.  Hagebak,  Ph.D. 

Social  Work 

Salty  Stansfield,  M.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Robert  P.  Stewart,  M.S.S.W. 
Cecilia  Coffelt,  M.S.S.W. 
Lionel  C.  Landry,  M.S.W. 


Occupational  Tnerapy 

Geraldine  Skinner,  B.S. 

O.T.R.  Director 

Recreational  Therapy 

Lois  Timmins,  Ed.D.,  Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Administrator 

Ralph  M.  Barnette,  Jr. 


381-7181 


Dallas,  Texas  75223 


P.O.  Box  11288 


SEPTEMBER  MEDICAL  TV  SERIES 
1972-1973 


"Always  on  Tuesday" 

Channels  11  and  13  7:00  A.M.  and  9:30  P.M. 

Production  of  the  University  of  Oklahoma  Health  Sciences  Center 

Sept.  5 COMPLICATIONS  OF  MYOCARDIAL  INFARCTION  (30  Min.) 

Productions  of  Washington/Alaska  Regional  Medical  Program 

Sept.  19  NUCLEAR  MEDICINE  II  (21  min.) 

Lung,  liver  and  spleen  scanning 
Sept.  26  NUCLEAR  MEDICINE  III  (21  Min.) 

Thyroid  evaluation  and  bone  scanning 

SPONSORS 

Office  of  Continuing  Medical  Education  for  Physicians 
University  of  Oklahoma  Health  Sciences  Center 

Oklahoma  State  Medical  Association 

Oklahoma  Educational  Television  Authority 
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Articles  accepted  for  publication,  including  manu- 
scripts of  annual  meeting  papers,  are  the  sole  property 
of  The  Journal  and  must  not  have  been  published  else- 
where. Authority  for  approval  of  all  contributions  rests 
with  the  Editorial  Board,  and  the  Board  reserves  the 
right  to  edit  any  material  submitted.  Manuscripts 
should  be  typewritten,  double  spaced  and  submitted  in 
original  and  one  copy.  Receipt  of  manuscripts  will  be 
acknowledged  and  unused  manuscripts  returned.  Used 
manuscripts  will  be  returned  on  request.  The  Journal 
of  the  Oklahoma  State  Medical  Association  is  not  re- 
sponsible for  the  statements  or  opinions  of  any  con- 
tributor. 

STYLE 

Footnotes,  bibliographies,  and  legends  for  illustra- 
tions should  be  submitted  on  separate  sheets,  double- 
spaced. Bibliographies  should  follow  in  order  of:  name 
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“Your  dinner  was 
perfect  — from  soup 
to  ‘Dicarbosil’” 


Dicarbosil 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


NOW  LEASING! 


Beautiful  Modern  Decor 
Spacious  Suites  Available 

ROCKWELL  MEDICAL  CENTER 


Pre-Sate  ® 

(chiorphentermine  HC1) 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription. 

Indications:  Pre-Sate  (chiorphentermine  hydrochlo- 
ride) is  indicated  in  exogenous  obesity,  as  a short 
term  (r.e.,  several  weeks)  adjunct  in  a regimen  of 
weight  reduction  based  upon  caloric  restriction. 
Contraindications:  Glaucoma,  hyperthyroidism,  phe- 
ochromocytoma,  hypersensitivity  to  sympathomi- 
metic amines,  and  agitated  states.  Pre-Sate 
(chiorphentermine  hydrochloride)  is  also  contrain- 
dicated in  patients  with  a history  of  drug  abuse  or 
symptomatic  cardiovascular  disease  of  the  following 
types:  advanced  arteriosclerosis,  severe  coronary 
artery  disease,  moderate  to  severe  hypertension,  or 
cardiac  conduction  abnormalities  with  danger  of  ar- 
rhythmias. The  drug  is  also  contraindicated  during 
or  within  14  days  following  administration  of  mona- 
mine oxidase  inhibitors,  since  hypertensive  crises 
may  result. 

Warnings:  When  weight  loss  is  unsatisfactory  the 
recommended  dosage  should  not  be  increased  in 
an  attempt  to  obtain  increased  anorexigenic  effect; 
discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may 
occur  and  may  impair  ability  to  engage  in  potenti- 
ally hazardous  activities  such  as  operating  ma- 
chinery, driving  a motor  vehicle,  or  performing 
tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  ac- 
cordingly. Caution  must  be  exercised  if  Pre-Sate 
(chiorphentermine  hydrochloride)  is  used  concom- 
itantly with  other  central  nervous  system  stimu- 
lants. There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 
Drug  Dependence:  Drugs  of  this  type  have  a poten- 
tial for  abuse.  Patients  have  been  known  to  increase 
the  intake  of  drugs  of  this  type  to  many  times  the 
dosages  recommended.  In  long-term  controlled 
studies  with  high  dosages  of  Pre-Sate,  abrupt  ces- 
sation did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy:  The  safety  of  Pre-Sate  (chior- 
phentermine hydrochloride)  in  human  pregnancy  has 
not  yet  been  clearly  established.  The  use  of  ano- 
rectic agents  by  women  who  are  or  who  may  be- 
come pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential 
benefit  be  weighed  against  the  possible  hazard  to 
mother  and  child.  Use  of  the  drug  during  lactation 
is  not  recommended.  Mammalian  reproductive  and 
teratogenic  studies  with  high  multiples  of  the  human 
dose  have  been  negative. 

Usage  In  Children:  Not  recommended  for  use  in 
children  under  12  years  of  age. 

Precautions:  In  patients  with  diabetes  mellitus  there 
may  be  alteration  of  insulin  requirements  due  to 
dietary  restrictions  and  weight  loss.  Pre-Sate  (chior- 
phentermine hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management 
of  patients  with  mild  to  moderate  cardiovascular 
disease  or  diabetes  mellitus,  and  only  when  dietary 
restriction  alone  has  been  unsuccessful  in  achieving 
desired  weight  reduction.  In  prescribing  this  drug 
for  obese  patients  in  whom  it  is  undesirable  to  in- 
troduce CNS  stimulation  or  pressor  effect,  the  phy- 
sician should  be  alert  to  the  individual  who  may  be 
overly  sensitive  to  this  drug.  Psychologic  disturb- 
ances have  been  reported  in  patients  who  concomi- 
tantly receive  an  anorexic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions:  Central  Nervous  System:  When 

CNS  side  effects  occur,  they  are  most  often  mani- 
fested as  drowsiness  or  sedation  or  overstimulation 
and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur. 
Psychotic  episodes,  although  rare,  have  been  noted 
even  at  recommended  doses.  Cardiovascular:  tachy- 
cardia, palpitation,  elevation  of  blood  pressure. 
Gastrointestinal:  nausea  and  vomiting,  diarrhea,  un- 
pleasant taste,  constipation.  Endocrine:  changes 
in  libido,  impotence.  Autonomic:  dryness  of  mouth, 
sweating,  mydriasis.  Allergic:  urticaria  Genitouri- 
nary: diuresis  and,  rarely,  difficulty  in  initiating 
micturition  Others:  Paresthesias,  sural  spasms. 
Dosage  and  Administration:  The  recommended  adult 
daily  dose  of  Pre-Sate  (chiorphentermine  hydrochlo- 
ride) is  one  tablet  (equivalent  to  65  mg  chiorphen- 
termine base)  taken  after  the  first  meal  of  the  day. 
Use  in  children  under  12  not  recommended. 
Overdosage:  Manifestations:  Restlessness,  confu- 
sion, assaultiveness,  hallucinations,  panic  states, 
and  hyperpyrexia  may  be  manifestations  of  acute  in- 
toxication with  anorectic  agents.  Fatigue  and  de- 
pression usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hyper- 
tension, or  hypotension  and  circulatory  collapse. 
Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Fatal  poisoning 
usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with 
sympathomimetic  amines  is  largely  symptomatic  and 
supportive  and  often  includes  sedation  with  a bar- 
biturate. If  hypertension  is  marked,  the  use  of  a 
nitrate  or  rapidly  acting  alpha-receptor  blocking 
agent  should  be  considered.  Experience  with  he- 
modialysis or  peritoneal  dialysis  is  inadequate  to 
permit  recommendations  in  this  regard. 

How  Supplied:  Each  Pre-Sate  (chiorphentermine 
hydrochloride)  tablet  contains  the  equivalent  of 
65  mg  chiorphentermine  base;  bottles  of  100  and 
1000  tablets. 

Full  information  available  on  request. 
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n^,;  the  trend  is 
toward  our  kind 
of  anorectic 


Not  a controlled  drug  under  the  Comprehensive 
Drug  Abuse  Prevention  and  Control  Act 

• low  potential  for  abuse 

• less  CNS  stimulation  than  with  d-amphetamine 
or  phenmetrazine 

Effective  anorectic  adjunct  to  your  program 
of  caloric  restriction  and  diet  re-education 

• weight  loss  comparable  to  d-amphetamine  and 
phenmetrazine,  superior  to  placebo 

• convenient  one-a-day  dosage 


Pre-Sate®  (chlorphentermine  HCD...the  increasingly  practical  appetite  suppressant 


1 


Pink  isn’t  exactly  his  color, 
but  he  loves  it  for  a change. 


aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 


For  your  ulcer  and  ulcer-prone  patients... 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 

• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  laxation 


Winf/trop 


WINTHROP  LABORATORIES 
NEW  YORK,  N.Y.  10016 


Iron  therapy  for  anemia 
most  as  old  as  history  itself 


Celsus's  empirical  use  of  iron 

Aulus  Cornelius  Celsus  recommended  an  unusual  form  of  iron  ther- 
apy for  the  treatment  of  enlarged  spleens — the  oral  administration 
of  water  that  blacksmiths  had  used  for  dousing  white-hot  iron. 

For  more  modern  anemia  therapy 

Trinsicon  | J 

Hematinic  Concentrate 
with  Intrinsic  Factor 

(See  reverse  side  for  prescribing  information.) 
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Hematinic  Concentrate 
with  Intrinsic  Factor 


Description:  Each  Pulvule®  contains — 


Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor) 240  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin.  . 7.5  meg. 


(The  total  vitamin  B,2  activity  in  the  Special  Liver-Stomach  Concen- 
trate, Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is  15  micrograms.) 


Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 0.5  mg. 


Indications:  Trinsicon  is  a multifactor  preparation  effective  in  the  treatment  of 
anemias  that  respond  to  oral  hematinics,  including  pernicious  anemia  and  other 
megaloblastic  anemias  and  also  iron-deficiency  anemia.  Therapeutic  quantities  of 
hematopoietic  factors  that  are  known  to  be  important  are  present  in  the  recom- 
mended daily  dose. 

Vitamin  B,2  with  Intrinsic  Factor— When  secretion  of  intrinsic  factor  in 
gastric  juice  is  inadequate  or  absent  (e.g.,  in  Addisonian  pernicious  anemia  or  after 
gastrectomy),  vitamin  B,2  in  physiological  doses  is  absorbed  poorly,  if  at  all.  The 
resulting  deficiency  of  vitamin  BI2  leads  to  the  clinical  manifestations  of  pernicious 
anemia.  Similar  megaloblastic  anemias  may  develop  in  fish  tapeworm  ( Diphyllo - 
bothrium  latum)  infection  or  after  a surgically  created  small-bowel  blind  loop; 
in  these  situations,  treatment  requires  freeing  the  host  of  the  parasites  or  bacteria 
which  appear  to  compete  for  the  available  vitamin  B,2.  Strict  vegetarianism  and 
malabsorption  syndromes  may  also  lead  to  vitamin  B,2  deficiency.  In  the  latter  case, 
parenteral  therapy,  or  oral  therapy  with  so-called  massive  doses  of  vitamin  BI2,  may 
be  necessary  for  adequate  treatment  of  the  patient. 

Potency  of  intrinsic  factor  concentrates  is  determined  physiologically,  i.e.,  by  their 
use  in  patients  with  pernicious  anemia.  The  liver-stomach  concentrate  with  intrinsic 
factor  and  the  vitamin  B,2  contained  in  two  Pulvules  T rinsicon  provide  IVi  times  the 
minimum  amount  of  therapeutic  agent  which,  when  given  daily  in  an  uncomplicated 
case  of  pernicious  anemia,  will  produce  a satisfactory  reticulocyte  response  and 
relief  of  anemia  and  symptoms. 

Concentrates  of  intrinsic  factor  derived  from  hog  gastric,  pyloric,  and  duodenal 
mucosa  have  been  used  successfully  in  patients  who  lack  intrinsic  factor.  For  ex- 
ample, Fouts  ef  al.  maintained  patients  with  pernicious  anemia  in  clinical  remission 
with  oral  therapy  (liver  extracts  or  intrinsic  factor  concentrate  with  vitamin  B12) 
for  as  long  as  twenty-nine  years. 

After  total  gastrectomy,  Ficarra  found  multifactor  preparations  taken  orally  to 
be  “just  as  effective  in  maintaining  blood  levels  as  any  medication  that  has  to  be 
administered  parenterally.”  His  study  was  based  on  twenty-four  patients  who  had 
survived  for  five  years  after  total  gastrectomy  for  cancer  and  who  had  been  taking 
two  Pulvules  Trinsicon  daily. 

Folic  Acid—  Folic  acid  deficiency  is  the  immediate  cause  of  most,  if  not  all, 
cases  of  nutritional  megaloblastic  anemia  and  of  the  megaloblastic  anemias  of 
pregnancy  and  infancy;  usually,  it  is  also  at  least  partially  responsible  for  the 
megaloblastic  anemias  of  malabsorption  syndromes,  e.g.,  tropical  and  nontropical 
sprue. 

It  is  apparent  that  in  vitamin  B,2  deficiency  (e.g.,  pernicious  anemia),  lack  of 
this  vitamin  results  in  impaired  utilization  of  folic  acid.  There  are  other  evidences 
of  the  close  folic  acid-vitamin  B12  interrelationship:  (1)  B12  influences  the  storage, 
absorption,  and  utilization  of  folic  acid,  and  (2),  as  a deficiency  of  B,2  progresses, 
the  requirement  for  folic  acid  increases.  However,  folic  acid  does  not  change  the 
requirement  for  vitamin  B12. 

Iron— A very  common  anemia  is  that  due  to  iron  deficiency.  In  most  cases,  the 
response  to  iron  salts  is  prompt,  safe,  and  predictable.  Within  limits,  the  response 
is  quicker  and  more  certain  to  large  doses  of  iron  than  to  small  doses. 

Each  Pulvule  Trinsicon  furnishes  110  mg.  of  elemental  iron  (as  ferrous  fumarate) 
to  provide  a maximum  response. 


Ascorbic  Acid— Vitamin  C plays  a role  in  anemia  therapy.  It  augments  the 
conversion  of  folic  acid  to  its  active  form,  folinic  acid.  In  addition,  ascorbic  acid 
promotes  the  reduction  of  ferric  iron  in  food  to  the  more  readily  absorbed  ferrous 
form.  Severe  and  prolonged  vitamin  C deficiency  is  associated  with  an  anemia  which 
is  usually  hypochromic  but  occasionally  megaloblastic  in  type. 

Contraindications  and  Precautions:  Anemia  is  a manifestation  that  requires 
appropriate  investigation  to  determine  its  cause  or  causes. 

Folic  acid  alone  is  unwarranted  in  the  treatment  of  pure  vitamin-B12-deficiency 
states,  such  as  pernicious  anemia.  Indeed,  the  use  of  folic  acid  in  large  doses  in 
pernicious  anemia  without  adequate  vitamin  B12  may  result  in  hematologic  re- 
mission but  neurological  progression. 

As  with  all  preparations  containing  intrinsic  factor,  resistance  may  develop  in 
some  cases  of  pernicious  anemia  to  the  potentiation  of  absorption  of  physiological 
doses  of  vitamin  B,2.  If  resistance  occurs,  parenteral  therapy,  or  oral  therapy  with 
so-called  massive  doses  of  vitamin  B12,  may  be  necessary  for  adequate  treatment 
of  the  patient.  No  single  regimen  fits  all  cases,  and  the  status  of  the  patient  ob- 
served in  follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic  clinical 
and  laboratory  studies  are  considered  essential  and  are  recommended. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has  been  noted  follow- 
ing the  oral  administration  of  liver-stomach  material.  Allergic  sensitization  has  been 
reported  following  both  oral  and  parenteral  administration  of  folic  acid. 

Hemochromatosis  and  hemosiderosis  are  contraindications  to  iron  therapy. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses  produces  gastro- 
intestinal reactions,  such  as  diarrhea  or  constipation.  Reducing  the  dose  and  ad- 
ministering it  with  meals  will  minimize  these  effects  in  the  iron-sensitive  patient. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a standard  response 
in  the  average  uncomplicated  case  of  pernicious  anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with  intrinsic  factor, 
Lilly),  in  bottles  of  60  and  500  and  in  Identi-Dose1®  (unit  dose  medication,  Lilly) 
in  boxes  of  100. 
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Hematinic  Concentrate  with  Intrinsic  Factor 

A Comprehensive  Hematinic 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Why  send  him 
to  the  islets 
of  Langerhans? 


Since  sulfonylureas  promote  the  release  of 
insulin  which  is  lipogenic  and  helps  transport 
glucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
have  normal  or  high  levels  of  endogenous  insulin, 
why  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . 

DBI-TD*  Geigy 

phenformin  HC1 

lowers  blood  sugar  without  raising  blood  insulin. 


DBI®  phenformin  HCI 
Tablets  of  25  mg. 

DBI-TD®  phenformin  HCI 
Timed- Disintegration 
Capsules  of  50  and  100  mg. 
Indications:  Stable  adult  diabetes 
mellitus;  sulfonylurea  failures, 
primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus 
that  can  be  regulated  by  diet  alone; 
juvenile  diabetes  mellitus  that  is 
uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of 
diabetes  mellitus  (metabolic  acidosis, 
coma,  infection,  gangrene);  during 
or  immediately  after  surgery  where 
insulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock);  after  disease  states 
associated  with  hypoxemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)  98-146-103-D  (6/72) 

For  complete  details,  including 
dosage,  please  see  full  prescribing 
information. 


GEIGY  Pharmaceuticals 
Division  of 

CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


Though  Talwin®  Tablets,  brand  of 
pentazocine  (as  hydrochloride),  can 
be  compared  to  codeine  in  analgesic 
efficacy,  Talwin  is  not  subject  to 
narcotic  controls.  Patients  receiving 
Talwin  Tablets  for  prolonged  periods  face 
fewer  of  the  consequences  you’ve 
come  to  expect  with  meperidine  or 
codeine.  And  that,  in  the  long  run, 
can  mean  a better  outlook  for  your 
chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 

one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 
is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night  — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information.) 


a new  outlook  in 

chronic 


Contraindications:  Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure-may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


pain 

of  moderate  to  severe  intensity 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  w 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tr; 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagon 
Some  patients  previously  receiving  narcotics  have  experienced  n 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administe 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  si 
patients  in  association  with  the  use  of  Talwin  although  no  cause  ; 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administrat 
of  Talwin  include  gastrointestinal : nausea,  vomiting;  infrequer 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrl 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  he 
ache;  infrequently  weakness,  disturbed  dreams,  insomnia,  syncc 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Ac 
CNS  Manifestations  under  WARNINGS) ; and  rarely  tremor,  ii 
tability,  excitement,  tinnitus.  Autonomic:  sweating;  infrequer 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rar 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decre 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depressi 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dos 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increa 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  i 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  ac 
tion  to  analgesia,  aspirin  can  be  administered  concomitantly  w 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  c 
dren  under  12  years  of  age  is  limited,  administration  of  Talwin 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  recei 
Talwin  orally  for  prolonged  periods  have  not  experienced  w: 
drawal  symptoms  even  when  administration  was  abruptly  disc 
tinued  (see  WARNINGS).  No  tolerance  to  the  analgesic  effect 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  : 
kidney  function  have  revealed  no  significant  abnormalities  af 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  ov 
dosage  has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  ot 
supportive  measures  should  be  employed  as  indicated.  Assisted 
controlled  ventilation  should  also  be  considered.  Although  nal 
phine  and  levallorphan  are  not  effective  antidotes  for  respirat 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  p 
enteral  naloxone  (Narcan®,  available  through  Endo  Laboratories 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  p 
enteral  administration  of  the  analeptic,  methylphenidate  (Ritalin 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  conts 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  i 
base.  Bottles  of  100. 
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50  mg.  Tablets 


Talwin 

brand  of  • 

pentazocine 

the  long-range  analgesic 


(as  hydrochloride) 


vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


“the  T>onnatal  ^Effect 


each  tablet,  capsule  or 
5 cc.  teaspoonful  of  elixir  1 23%  alcohol  I 


each  Donnatal 

No.  2 


each 

Extentab® 


hyoscyamine  sulfate 

0.1037 

mg. 

0.1037 

mg. 

0.3111 

mg. 

atropine  sulfate 

0.0194 

mg. 

0.0194 

mg. 

0.0582 

mg. 

hyoscine  hydrobromide 

0.0065 

mg. 

0.0065 

mg. 

0.0195 

mg. 

phenobarbital 

(V*  gr.l  16.2 

mg. 

( gr. ) 32.4 

mg. 

1 3/4  gr.  | 48.6 

mg. 

(warning:  may  be  habit  forming) 

Brief  summary.  Side  effects:  Blurring  ot  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  with  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  hypersensitivity  to 
any  of  the  ingredients. 
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A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


2 ways  to  provide  o doily 
therapeutic  supply  of  Vitamin  G 
15  baked  potatoes  (skins 

or  one  capsule  of 
Allbee  with  C 


andal 


About  20  mg.  Vitamin  C in  one  baked  potato  [2Vz"  diameter). 


AH- 


DOBINS 


30  Capsules 

Allbee  withC 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit  B,)  15  mg 

Riboflavin  (Vit.  BJ  10  mg 
Pyridoxine  hydro- 
chloride (Vit  B6)  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit  C)  300  mg 


To  many  people  the  evening  meal  just 
isn’t  complete  without  potatoes.  But 
your  patient  would  have  to  eat  1 5 of 
them  (skins  and  all!)  to  get  as  much 
Vitamin  C as  is  contained  in  just  one 
Allbee  with  C capsule  taken  daily.  A 
bottle  of  30  (month’s  therapeutic  dose) 
supplies  as  much  ascorbic  acid  as  450 
potatoes,  plus  full  therapeutic  amounts 
of  the  B-complex  vitamins.  Forthe 
patient  who  is  counting  calories,  Allbee 
with  C is  small  potatoes  because  the  B’s 
and  C are  water  soluble.  Consider  the 
number  of  calories  in  15  potatoes,  not 
to  mention  the  mountain  of  butter  and 
sour  cream.  Albee  with  C is  avail- 
able at  pharmacies  in  the  handy 
bottle  of  30  and  the  economy 
size  of  100  on  your  prescrip- 
tion or  recommendation. 

A.  H.  Robins  Company, 

Richmond,  Va.  23220 


THYROID-FUNCTION  TESTS 

ARF  IISFFIIT  IN 

MONITORING  SYNTHROID' 

(sodium  levothyroxine)  THERAPY 


■ No  calculations  are  needed,  test  interpretation  is  simple 

■ P.B.I.,  T4  by  Column,  Murphy-Pattee,  Free  Thyroxine  are  all 
useful  in  monitoring  patients  on  T4  because  they  all  measure  T4 

■ SYNTHROID  patients  are  thereby  easy  to  monitor  because  their 
test  results  will  fall  within  predictable,  elevated  test  ranges 


■ Of  course,  clinical  assessment  is  the  best  criterion  of  the 
thyroid  status  of  the  drug-treated  patient 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ta  (Resin) 

Less  than  25% 

27-35% 

Ts  (Red  Cell) 

Less  than  1 1 % 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

fpthroftT 

(sodium  levottiyraxine) 


Gtlpose 
tfje  Smooth 


...to  tffyroid  replacement  tljerapy ' 


See  reverse  side  for  Prescribing  Information, 


V\ 

B - \ 


Pr 


L_ 


- 

,L 


c:  P"  ® 


IlLL  (sodium  levothyroxine) 


brand  of  Sodium  Levothyroxine,  U.S.P.  • Synthroid  Tablets  — for  oral  administration  • Synthroid  for  Injection  — for  parenteral  administration 


SYNTHROID  Tablets  and  SYNTHROID  for  Injection  contain  synthetic  crystal- 
line sodium  levothyroxine  L-thyroxine  is  the  metabolically  active  isomer  secreted 
by  the  thyroid  gland  and  is  approximately  twice  as  active  as  the  racemic  (DL-) 
form.  For  purposes  of  comparison,  0.1  mg.  of  SYNTHROID  (sodium  levothyroxine) 
elicits  a clinical  response  approximately  equal  to  that  produced  by  one  grain  (65 
mg.)  of  desiccated  Thyroid,  U.S.P.  SYNTHROID  (sodium  levothyroxine)  simulates 
endogenous  thyroxine  in  its  gradual,  sustained  effect— an  important  consideration 
from  the  standpoint  of  maintenance— and  in  its  high  specificity  for  serum-thyrox- 
ine-bindmg  protein.  In  contrast  to  desiccated  thyroid  and  thyroglobulin.  each 
dose  of  SYNTHROID  (sodium  levothyroxine)  is  uniform  in  hormone  content,  thus 
avoiding  fluctuation  in  biologic  potency  and  consequent  treatment  problems. 
SYNTHROID  (sodium  levothyroxine)  permits  maximal  toleration  because  of  its 
complete  freedom  from  potentially  allergenic  protein  substances. 


Pharmacology:  SYNTHROID  (sodium  levothyroxine)  acts,  as  does  endogenous 
thyroxine,  to  stimulate  metabolism,  growth,  development  and  differentiation  of 
tissues.  It  increases  the  rate  of  energy  exchange,  and  increases  the  maturation 
rate  of  the  epiphyses.  Sodium  levothyroxine  is  absorbed  rapidly  from  the  gastro- 
intestinal tract  after  oral  administration;  following  absorption,  the  compound 
becomes  bound  to  the  serum  alpha  globulin  fraction.  Accurate  determination  of 
either  the  PBI  (protein-bound-iodine)  or  other  appropriate  tests  may  serve  as  a 
useful  index  of  therapeutic  response  to  SYNTHROID  (sodium  levothyroxine) 
therapy  because  of  its  affinity  for  serum  proteins.  The  mean  half-time  of  levo- 
thyroxine turnover  is  reported  to  be  6.5  days  as  measured  by  disappearance  of 
radio-iodine  (I131)  labeled  levothyroxine  from  the  serum  in  euthyroid  subjects. 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replacement  therapy 
for  diminished  or  absent  thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  excessive  radiation,  or  anti-thy- 
roid drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypothyroidism  in  pregnancy, 
pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroidism,  simple 
(non-toxic)  goiter,  and  reproductive  disorders  associated  with  hypothyroidism. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  is  indicated  for  intravenous  use 
in  myxedematous  coma  and  other  thyroid  dysfunctions  where  rapid  replacement 
of  the  hormone  is  required.  The  injection  is  also  indicated  for  intramuscular  use 
in  cases  where  the  oral  route  is  suspect  or  contraindicated  due  to  existing  con- 
ditions or  to  absorption  defects,  and  when  a rapid  onset  of  effect  is  not  desired. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  of  SYNTHROID 
(sodium  levothyroxine)  may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
j tachycardia,  vomiting,  and  continued  weight  loss.  While  these  effects  may  begin 

I after  four  to  five  days,  they  may  not  become  apparent  for  one  to  three  weeks. 

Patients  receiving  the  drug  should  therefore  be  kept  under  close  observation  for 
signs  of  thyrotoxicosis.  If  indications  of  overdosage  appear,  the  medication 
should  be  discontinued  for  two  to  six  days  and  then  resumed  at  a lower  level. 
Signs  of  optimal  thyroid  function  will  establish  the  proper  maintenance  dose. 

The  severity  of  diabetes  may  be  reduced  by  hypothyroidism,  and  the  require- 
I ment  for  insulin  is  often  lowered. Therefore,  patients  with  diabetes  mellitus  should 
I be  observed  closely  for  possible  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements. 

If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  such  as  Addison’s 
disease  (chronic  adrenocortical  insufficiency),  Simmond's  disease  (panhypopi- 
tuitarism), or  Cushing's  syndrome  (hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (sodium  levothyroxine)  administration. 
The  patient's  progress  during  thyroid  treatment  must  be  observed  carefully  and 
regularly  for  evidence  of  the  development  of  any  of  these  conditions. 

Caution  must  be  exercised  in  the  administration  of  this  drug  to  patients  with 
cardiovascular  disease;  development  of  chest  pains  or  other  aggravation  of  the 
cardiovascular  disease  requires  a reduction  of  dosage. 

Contraindications:  SYNTHROID  (sodium  levothyroxine)  therapy  is  contraindi- 
cated in  thyrotoxicosis  and  acute  myocardial  infarction. 

Side  effects:  The  effects  of  SYNTHROID  (sodium  levothyroxine)  therapy  are  slow 
in  being  manifested.  Side  effects,  when  they  do  occur,  are  secondary  to  increased 
rates  of  body  metabolism;  sweating,  heart  palpitations  with  or  without  pain,  leg 
cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been 
observed.  Myxedematous  patients  with  heart  disease  have  died  from  abrupt  in- 
creases in  dosage  of  thyroid  drugs  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  followed  by  a more  grad- 
ual adjustment  upward  will  result  in  a more  accurate  indication  of  the  patient's 
dosage  requirements  without  the  appearance  of  side  effects. 

Dosage  and  administration:  The  importance  of  careful  diagnosis  of  hypothyroid- 
ism must  always  be  considered,  despite  the  fact  that  symptomatically  the  condi- 
tion is  one  of  the  most  clear-cut  of  endocrine  disorders.  Diagnosis  should  include 
laboratory  testing  of  basal  metabolic  rate,  serum  PBI,  and  other  tests  for  thyroid 
function  to  support  clinical  signs  of  thyroid  hypofunction. 

Treatment  of  hypothyroidism  requires  replacement  of  thyroid  hormone  in  daily 
amounts  adequate  for  maintaining  normal  metabolism.  Reliable  laboratory  mea- 
surements and  good  clinical  judgment  will  determine  the  daily  dose  required  to 
achieve  the  goal  of  therapy.  The  correct  concentration  of  thyroxine  is  essential 
for  the  health  of  all  tissues;  overdosage  may  lead  to  thyrotoxicosis  medicamen- 
tosa, while  underdosage  permits  the  continuation  of  the  hormonal  deficiency. 


Treatment  can  be  guided  by  the  serum  PBI  level  (the  normal  range  in  males  is 
4 5 to  7.5  mcg%;  in  females.  5,5  to  8.5  mcg%)  produced  after  a few  weeks  by 
the  daily  dose  of  thyroxine  administered.  A PBI  level  below  5 mcg%  may  indicate 
the  need  for  a larger  dose  of  thyroxine.  PBI  levels  are  not  absolute  indicators  of 
the  thyroid  state,  however.  In  patients  made  euthyroid  with  SYNTHROID  (sodium 
levothyroxine),  it  is  not  unusual  to  find  PBI  levels  of  8 to  10  mcg%.  Levothyroxine 
has  a high  binding  capacity  for  serum  proteins  in  contrast  to  other  thyroid  medi- 
caments which  may  contain  varying  amounts  of  L-triiodothyronine  which  has  a 
low  binding  capacity. 

In  adult  myxedema  (when  the  PBI  is  often  as  low  as  2.5  mcg%  or  less),  the 
starting  dose  of  SYNTHROID  (sodium  levothyroxine)  should  be  0.025  mg  daily, 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two 
weeks.  A serum  PBI,  ECG,  and  clinical  examination  should  be  made  after  30  days 
on  this  dosage  regimen.  In  the  event  of  an  over-all  rapid  recovery,  the  0.1  mg 
daily  dose  should  be  continued,  and  the  clinical  status  reviewed  after  an  addi- 
tional 30  days  (total  treatment  period  of  approximately  90  days).  The  daily  dose 
may  then  be  increased  to  0.2  mg  After  an  additional  two  months  on  this  regimen, 
clinical  and  PBI  evaluations  should  be  repeated.  If  either  appears  to  be  below 
normal,  the  daily  dose  should  be  increased  to  0.3  mg.  Permanent  maintenance 
doses  vary  with  the  individual  patient,  ranging  from  0.1  to  1.0  mg.  daily. 

The  same  starting  dose  of  SYNTHROID  (sodium  levothyroxine)  as  administered 
for  adult  myxedema  may  be  employed  for  cretinism  or  severe  hypothyroidism  in 
children,  but  all  intervals  of  change  should  be  made  every  two  weeks.  In  the 
growing  child,  final  dosage  requirements  may  be  greater  than  in  the  adult.  In 
cases  where  cretinism  is  discovered  after  the  first  six  weeks  of  life,  overdosage 
of  SYNTHROID  (sodium  levothyroxine)  therapy  is  much  preferred  to  under-treat- 
ment, in  order  to  accelerate  growth  rate.  As  with  the  adult  patient,  serum  PBI 
may  be  measured  during  SYNTHROID  (sodium  levothyroxine)  administration. 

In  hypothyroidism  without  myxedema  (where  the  PBI  usually  ranges  from  2.5 
to  4.5  mcg%),  the  starting  dose  of  SYNTHROID  (sodium  levothyroxine)  may  be 
0-1  mg.  daily  and  may  be  increased  by  0.1  mg.  every  30  days.  Clinical  evaluation 
should  be  made  monthly  and  PBI  measurements  about  every  90  days.  Final  main- 
tenance dosage  will  usually  range  from  0.2  to  0.4  mg.  daily,  although  higher 
maintenance  dosages  are  sometimes  necessary. 

In  myxedematous  stupor  or  coma,  with  no  evidence  of  severe  heart  disease, 
200  to  400  meg.  of  SYNTHROID  (sodium  levothyroxine)  for  Injection  may  be 
administered  intravenously  utilizing  a solution  containing  100  meg.  per  ml. 
Detectable  effects  are  usually  observed  by  the  sixth  hour  after  injection  and  are 
fully  appreciated  during  the  following  day  A repeat  injection  of  100  to  200  meg. 
may  be  given  on  the  second  day  if  significant  improvement  has  not  occurred. 
The  intravenous  use  of  sodium  levothyroxine  in  myxedematous  coma  is  advan- 
tageous because  it  produces  a predictable  increase  in  the  concentration  of 
protein-bound  iodine,  eliminates  the  need  for  multiple  doses  until  oral  therapy 
is  reinstated,  circumvents  the  uncertainty  of  oral  or  intramuscular  absorption, 
and  avoids  the  risk  of  pulmonary  aspiration.  SYNTHROID  (sodium  levothyroxine) 
for  injection  is  given  by  the  intramuscular  route  when  the  oral  route  is  impracti- 
cal and  a rapid  onset  of  effect  is  not  desired. 

It  should  be  noted  that  in  some  patients  whose  PBI  is  4.0  mcg%  or  less, 
endogenous  secretion  is  reduced  when  exogenous  thyroid  hormone  is  adminis- 
tered In  these  patients,  the  PBI  does  not  increase  as  would  be  expected  after 
a few  weeks  of  medication.  This  may  indicate  the  need  for  a longer  period  of 
observation  to  ascertain  the  required  dosage.  In  such  patients,  several  months 
may  be  needed  to  determine  the  correct  maintenance  dosage. 

How  supplied:  SYNTHROID  (sodium  levothyroxine)  Tablets  are  supplied  as 
scored,  color-coded  compressed  tablets  in  seven  concentrations:  0 025  mg. 
(orange),  0.05  mg.  (white),  0.1  mg.  (yellow),  0.15  mg.  (violet).  0.2  mg.  (pink), 
0.3  mg  (green),  and  0 5 mg.  (blue). 

SYNTHROID  (sodium  levothyroxine)  for  Injection  is  supplied  in  10  ml  vials 
containing  500  meg.  of  lyophilized  active  ingredient  and  10  mg.  of  Mannitol,  N.F  : 
a 5 ml.  vial  containing  Sodium  Chloride  Injection,  U.S.P.,  is  provided  as  diluent. 

Directions  for  reconstitution:  Reconstitute  the  lyophilized  sodium  levothyroxine 
by  aseptically  adding  5 ml.  of  the  Sodium  Chloride  Injection,  U.S.P.,  to  the  vial. 
Shake  vial  to  insure  complete  mixing. 

Use  immediately  after  reconstitution.  Discard  any  unused  portion. 

References:  1 Bongiovanni,  A M The  use  and  misuse  of  thyroid  hormone  in 
pediatric  practice.  Pediatrics  33:  585-6,  1964. 

2.  Holvey,  D.  N.,  Goodner,  C.  J.,  Nicoloff,  J.  T.,  and  Dowling,  J T.  Treatment  of 
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637-53,  1964 

5 Runyan,  J.  W.  Hypothyroidism  and  myxedema.  J.  Tenn.  St.  Med  Assoc.  56: 
391-4,  1963. 

6.  Starr.  P Current  concepts  in  the  management  of  thyroid  disease.  Chicago 
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Change  the  AMA! 


Maybe  you're  one  of  those  doctors  at  odds  with  some  AMA 
policies.  Your  question  is:  how  do  you  change  them? 

First,  consider  who  sets  those  policies.  In  a real  sense,  it  is 
you.  You  elect  the  delegates  to  your  state  association.  They  in 
turn  elect  the  delegates  who  will  represent  your  views  in  the 
AMA  House. 

As  an  active,  involved  member,  you  can  influence  policy 
by  making  your  views  known  to  your  delegates,  both  national 
and  state.  It  is  your  democratic  right  — and  responsibility. 

Write  your  delegates,  call  them,  see  them.  If  they  aren’t 
responsive,  tell  them  they'll  be  hearing  from  you 
at  election  time. 

You  can  also  go  directly  to  the  top  and  express  your  views 
before  the  AMA  House's  Reference  Committees  at  either  of 
the  two  annual  conventions. 

But  it’s  up  to  you.  If  you  have  strong  convictions  about 
something  that  should  be  changed,  you  can  be  heard. 

Join  us.  We  are  only  what  the  doctors  of  this  country  want 
us  to  be.  Find  out  more-about  the  AMA.  Send  forthe  pamphlet, 
"The  AMA  and  the  American  Doctor:  Sharing  a Common 
Goal.”  Write:  Dept.  DW,  at  the  address  below. 


When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1.2  to  1.8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5%  glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  1 00  ml/hour.  T oo  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

> Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 

Well  tolerated  at  infusion  site:  Lincocin 
intravenous  infusions  have  not 
produced  local  irritation  or  phlebitis, 
when  given  as  recommended.  Lincocin 
is  usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
cautiously  in  patients  with  asthma  or 
significant  allergies. 

In  patients  with  impaired  renal  function, 
the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
the  dose  for  patients  with  normal 
kidney  function.  Its  safety  in 
pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
not  been  established. 

Lincocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
is  stable  over  a wide  pH  range,  it  is 
suitable  for  incorporation  in 
intravenous  infusions:  it  also  may  be 
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administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


Sterile  Solution  (300  mg.  per  ml.) 


( 1 incomycin  hydroch  lor  ide,  Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

*Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


^Contains  also:  Benzyl  Alcohol  9 mg;  and. 

Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  w ith  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASIONALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY . A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug.  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms. particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treaiment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranes—  Skin  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported.  Liver— Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  IV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  senses— Tinnitus  and  vertigo  have 
been  reported  occasionally.  Local  reactions 
—Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocin 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  mg 
Capsules— bottles  of  24  and  100.  Sterile 
Solution,  300  mg  per  ml— 2 and  10  ml  vials 
and  2 ml  syringe.  Syrup,  250  mg  per  5 ml 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consult 
the  package  insert  or  see  your  Upjohn 
representative. 


MED  B-6-S  (K.ZL-7)  JA71-1631 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Upjohn 


The  science 

of  treating 
gas  pain 

J #When  gas  is  entrapped  i n the  G.  I.  tract,  it  can 
cause  pain  severe  enough  to  mimic  that  of  peptic  ulcer,  angina  pectoris,  or 
myocardial  infarction. 2#Most  of  the  gas  symptoms  brought  to  your  attention 
will  be  due  to  gas  trapped  in  the  intestines,  not  the  stomach.^  The  source  of 
most  G.l.  gas  is  air-swallowing,  often  an  anxiety  response  of  which  the  patient 


is  unaware. 


new 


c PHASIL  treats 
gas  pain  scientifically 

J#Phasil  is  the  only  single-entity  simethicone  tablet  with  measured  medi- 
cation for  both  stomach  and  intestine.  Phasil’s  protected  inner  core  releases 
40  gm.  of  specially-activated  simethicone  in  the  intestines,  the  most  common 
site  of  gas  entrapment.2#Phasil  also  releases  20  mg.  of  specially-activated 
simethicone  while  in  transit  through  the  stomach,  for  immediate  dispersion  of 
any  gas  accumulated  there.^^hasil  is  safe:  no  systemic 
effects,  no  untoward  reactions,  no  contraindications. 

Sig.:  One  Phasil  tablet  before  meals  and  at  bedtime  pro- 
vides reliable  relief  of  gas  pain,  bloating  and  distention. 

Available  in  bottles  of  1 00  tablets. 

References:  1.  Roth,  J.  L Ann  N Y Acad  Sci.  150  109,  Feb.  26,  1968  2.  Reich,  N.  E.,  and 
Fremont.  R E (eds.)  Chest  Pam,  The  Macmillan  Company,  New  York,  1961,  p.  348. 
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. . . in  the  presence  of  spasm  or  hypermotility, 
gas  distention  and  discomfort  JdIMESED® 
provides  more  complete  relief : 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital — for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years : One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  1C1  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED® 

antispasmodic/ sedative/  antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  liim 
from  his  niche,  he  gulps  air 
until  his  torso  is  distended  up  to 
sixty  per  cent  over  its  normal  size... 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 
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“Take  me  to  your 
Leader”  should  read 
“Follow  your  Leader” 
for  Eleanor  sets  an  ex- 
ample of  service  coupled 
with  enduring  friend- 
ships. Not  only  does  El- 
eanor actively  support 
and  work  in  all  phases 
of  the  auxiliary  she  also 
finds  adequate  time  to  devote  to  her  family, 
community,  and  many  time  consuming 
hobbies. 

Since  arriving  in  Oklahoma  in  1946  both 
Eleanor  and  Port  have  devoted  most  of  their 


time  to  health  related  activities.  Eleanor 
has  served  her  local  auxiliary  in  every  of- 
fice. She  works  in  the  Hospital  Auxiliary 
and  National  Hospital  Association.  She  was 
instrumental  in  organizing  the  Oklahoma 
Council  for  Health  Careers.  She  co-chair- 
maned  the  local  Comprehensive  Health  Plan- 
ning Council. 

When  not  working  to  promote  better 
health  practices,  the  Johnsons  fly  their  own 
plane  to  see  their  three  children  with  El- 
eanor acting  as  navigator.  And  they  have 
found  time  to  teach  all  their  grandchildren 
to  swim  in  their  own  pool.  Eleanor’s  agile 
hands  keep  pace  with  her  busy  mind.  She 
excels  in  many  handcrafts  from  sewing  to 
mosaics. 

Are  you  breathless?  Our  president  for 
1972-73  certainly  sets  a path  of  service  which 
each  physician’s  wife  should  emulate — serv- 
ice health  oriented  for  the  betterment  of 
others.  CSL  □ 


Dear  Doctors’  Wives, 

Thank  you  for  the  'privilege  of  attending  the  AM  A- Auxiliary  Health  Education 
Conference  held  in  Chicago  recently. 

Health  education  as  the  key  to  improving  the  quality  of  life  for  everyone  ivas 
stressed.  We,  The  Medical  Family,  must  play  the  major  role  by  starting  cooperative 
action  programs  in  our  communities. 

Health  Education  must  begin  in  the  lower  schools.  Community  support  must  be 
recruited  first.  Parents  need  to  be  involved  but  the  students  need  to  be  directed  into 
acquiring  positive  attitudes  toward  maintaining  their  own  health  programs.  We  must 
close  the  gap  betiveen  knowledge  and  behavior  in  health  habits. 

Education  for  retirement  looms  large  as  a major  health  involvement  for  all  auxil- 
iaries. Giving  the  aged  something  besides  “waiting  for  death”  demands  our  special 
attention. 

Strong  community  action  is  needed  if  we  are  to  seek  the  positive  state  of  a healthy 
mind  in  a healthy  body  in  a healthy  environment.  Make  these  suggestions  one  of  the 
pHorities  of  your  lives.  Health  education  can  achieve  for  each  his  basic  inaleniable 
right:  “A  Life  of  Quality.” 

Sincerely, 

Eleanor 

(Mrs.  Port  Johnson ),  State  President 
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Oklahoma  State  Medical  Association 


Acupuncture  is  being  taken  more  seriously. 

The  National  Institute  of  Health  has  an- 
nounced it  will  conduct  a major  study  of  the 
ancient  Chinese  medical  practice  of  curing 
illness  and  relieving  pain  by  piercing  the 
skin  with  needles.  Initial  study  will  concen- 
trate on  the  methods  used  for  surgical  an- 
esthesia and  for  the  alleviation  of  certain 
chronic  pain  syndromes. 

Chiropractors  discovered  acupuncture  early. 
Seminars  are  being  conducted  across  the 
country  and  a Kansas  City,  Missouri  chiro- 
practor has  founded  the  Acupuncture  Society 
of  America.  One  recent  three-day  seminar 
featured  a registration  fee  of  $250.  Since 
most  state  laws  do  not  permit  chiropractors 
to  puncture  the  skin  or  tissue,  the  Acupunc- 
ture Society  of  America  advertises  that  its 
seminars  will  “present  the  essence”  of  acu- 
puncture “with  or  without  the  use  of  needles 
(to  conform  to  your  state  law).”  One  chiro- 
practor said  “hundreds  of  (chiropractors) 
are  using  finger  pressure  acupuncture  as  a 
part  of  their  treatment  routine  . . .”. 
Oklahoma’s  V.D.  Control  Project,  funded 
through  the  State  Health  Department,  began 
operation  July  1st.  The  program  plans  in- 
clude a statewide  screening  of  patients  for 
gonorrhea  and  syphilis  through  existing 
family  planning  clinics  and  in  free  VD  clin- 
ics which  will  be  established  in  high  incidence 
areas.  Another  portion  of  the  program  in- 
cludes a public  awareness  campaign  and 
health  education  program. 

While  Health  Maintenance  Organization 
(HMO)  legislation  is  nearing  the  finish  line 
in  Congress,  one  of  the  nation’s  pioneer  pre- 
paid group  practices,  the  Health  Insurance 
Plan  of  Greater  New  York,  known  as  HIP, 
is  in  the  midst  of  financial  difficulties.  HIP 
recently  won  a 29  percent  rate  increase  on  its 
members  from  the  New  York  Insurance  Com- 
mission. In  1969  it  went  up  37  percent.  Pro- 
ponents of  HMOs  don’t  feel  that  HIP  is  typ- 
ical of  the  HMO  concept,  but  admit  that  its 
troubles  are  bound  to  reflect  on  current  leg- 
islation. 

Physicians  still  receive  top  honors  in  social 
status  according  to  a survey  from  the  Uni- 
versity of  Missouri.  Twenty-five  occupations 
were  evaluated  and  physicians  were  at  the 
top.  In  another  study  a public  survey  con- 
ducted by  the  University  of  Connecticut 
showed  that  physicians  ranked  highest  in 
truthfulness,  competence,  and  public  trust. 
They  rated  second  only  to  clergymen  and 
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altruism.  Other  rankings  in  the  public  trust 
category  put  newspaper  columnists  at  16th 
followed  by  labor  union  officials,  politicians, 
and  used  car  selesmen. 

A strong  push  for  national  health  insurance, 

of  some  kind,  is  expected  now  that  Senator 
Kennedy  can  concentrate  on  his  personal 
campaign  to  become  closely  identified  with 
the  health  care  issue.  Meanwhile,  Kennedy 
in  his  new  found  ally,  Representative  Wilbur 
Mills,  are  on  the  brink  of  coming  out  with  a 
new  Kennedy-Mills  National  Health  Insur- 
ance Bill.  Considerable  staff  work  has  al- 
ready gone  into  the  proposed  draft.  With 
George  McGovern  deeply  indebted  to  Ken- 
nedy for  the  support  the  Senator  gave  to 
the  nominee  at  the  convention,  it  is  expected 
that  McGovern  will  make  a lot  of  noise  about 
national  health  insurance  during  his  cam- 
paign. 

In  1971  the  Oklahoma  State  Department  of 
Health  paid  nearly  $200,000  to  private  MDs 
for  consultation  and  clinic  services.  Health 
Commissioner  Leroy  Carpenter,  MD,  said, 
“Without  the  services  of  these  physicians, 
we  would  simply  not  have  been  able  to  offer 
the  level  of  health  services  so  necessary  to 
the  citizens  of  this  state.” 

National  Health  Insurance  will  be  the  topic 
for  the  1972-73  intercollegiate  debate  year. 
The  question  is,  “Resolved : That  the  federal 
government  should  provide  a program  of 
comprehensive  medical  care  for  all  U.  S. 
citizens.”  As  a special  service  to  collegiate 
debaters  the  AMA  is  developing  a kit  that 
will  provide  basic  information  on  current 
national  health  insurance  proposals. 
Oklahoma  and  Arkansas  members  of  the 
American  College  of  Physicians  and  Societies 
of  Internal  Medicine  have  planned  a two-day 
scientific  session  October  6th  and  7th  at 
Shangri  La  Lodge,  located  on  Monkey  Island 
near  Grove,  Oklahoma.  A regional  meeting, 
the  two-day  session  is  one  of  45  scientific 
meetings  sponsored  by  the  ACP  during  the 
1972-73  academic  year.  Physicians  interest- 
ed in  attending  should  contact  David  Bick- 
ham  with  the  OSMA  office  in  Oklahoma 
City.  □ 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 
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When  it’s  mandatory  to  keep  the  post- 
ronary  patient  calm,  consider  Valium  (diazepam). 
Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.i.cL.  to  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 

NB  YORK  academy  Vallum  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  10  mg  b.i.d.  to  q.i.d. 

Geriatric  or  debilitated  patients:  2 to 
2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  2Vz  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose®  packages 
of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Volume  65 — Number  10 — October  1972 


JOURNAL  BAT  CONY 

KLAHOMA  STATE  MEDICAL  ASSOCIATION 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
[d  iazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  w hat  his  response  has 
been.  Along  w ith  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  snould  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  follow  ed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxi#,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  ro  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 
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What  Oklahoma 
doctors  need, 

Malpractice 
Liability  Carrier 

that  won’t  fade 
when  troubl 
comes. 


SECURITY  SINCE  1312\ 

CASUALTY  INDEMNITY  EXCHANGE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 


This  means  the  up-to-date  carrier.  The  one  that’s  replete  with 
innovatians  and  new  developments  in  this  clouded,  sensitive  area  of 
liability  protection.  And  the  one  that  doesn’t  talk  malpractice  coverage 
just  to  get  a foot  in  the  door  for  every  other  kind  of  insurance. 

What  Oklahoma  doctors  need,  is  Casualty  Indemnity  Exchange, 
the  carrier  that  pioneered  the  modern  approach  to  malpractice  cover- 
, and  the  carrier  geared  to  STAY  in  the  market. 


Contact  your  local  agent,  or 
L.  E.  Stoner,  Jr. 

4501  East  31st  Street  • Tulsa,  Okla.  74135 
(918)  747-8631  or 
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Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


A New 

Dosage  Form: 


Chewable 
Tablets  500 
Mintezol 

(THIABENDAZOLE  I MSD) 


so  easy  to  take 
everyone  in  the  family 
can  keep  to  the 
regimen  you  prescribe 


include:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
bottles  of  120  cc. 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 

The  recommended  maximum  daily  dose  of  MINTEZOL  is  3 g 
(6  tablets). 

MINTEZOL  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient’s  weight. 


Weight-dose  chart: 


WEIGHT 

(lb) 

EACH  DOSE 

<g> 

TABLETS 

25 

0.25 

V2 

50 

0.5 

1 

75 

0.75 

1V2 

100 

1.0 

2 

125 

1.25 

21/2 

150 
& over 

1.5 

3 

The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  per  day 
for  1 day.  Repeat  in 
7 days. 

This  regimen  is 
designed  to  reduce 
the  risk  of  rein- 
fection. 

If  this  is  not  practical,  give 
2 doses  per  day  for  2 
successive  days. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  per  day 
for  2 successive 
days. 

A single  dose  of  20  mg/lb  or 
50  mg/ kg  may  be  employed 
as  an  alternative  schedule, 
but  a higher  incidence  of  side 
effects  should  be  expected. 

Creeping 

eruption 

Two  doses  per  day 
for  2 successive 
days. 

If  active  lesions  are  still 
present  2 days  after  comple- 
tion of  therapy,  a second 
course  is  recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive  phase 
of  the  disease 

Two  doses  per  day 
for  2 to  4 successive 
days  according  to 
the  response  of  the 
patient. 

The  optimal  dosage  for  the 
treatment  of  trichinosis  has 
not  been  established. 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  full  prescribing  information.  Merck  Sharp  & 
Dohme,  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


Round  and  round  she  goes 
and  where  she  stops  ♦♦♦ 


Antivert 


- (meclizine  HCl) 

tor  vertigo 


■ Indicated  in  the  management  of  nausea, 
vomiting  and  dizziness  associated  with  mo- 
tion  sickness. 

■ Found  useful  in  the  management  of  verti- 
go associated  with  diseases  affecting  the  ves- 
tibular system. 

■ Available  as  Antivert®  (12.5  mg.  mecliziine 
HCl)  blue  and  white  scored  tablets  and  also 
as  Antivert y 2 5 (25  mg.  meclizine  HCl)  yel- 
low and  white  scored  tablets. 


INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences-National  Research 
Council  and/ or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  asso' 
ciated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica- 
tions  requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12th- 1 5 th  day  of  gestation  has  produced  cleft  palate  in 
the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys 
did  not  show  cleft  palate.  Congeners  of  meclizine  have 
caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos' 
sibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 
ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 
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iis  pmworms. 


with  just  one  non-staining  dose 
of  Antiminth  (pyrantel  pamoate) 

Oral  Suspension. 

Highly  effective.  Active  against 
pinworm...and  roundworm. 
Non-staining.  Doesn’t  stain  teeth 
or  oral  mucosa  on  ingestion. 

Doesn't  stain  stools,  clothing  or  linen. 
Simple  dosage.  Single-dose  regimen: 
1 cc.  per  1 0 lbs.  of  body  weight 
(1  tsp.  per  50  lbs.). 

Well-tolerated.  Based 
on  pre-introductory  studies. 
Pleasant-tasting.  Easy-to-take, 
caramel-flavored  oral  suspension. 
Economical.  One  prescription 
for  the  entire  family. 


Antiminth  (pyrantel  pamoate)  Oral  Suspension 

Actions.  Antiminth  (pyrantel  pamoate)  has  demonstrated  anthelmintic  ac- 
tivity against  Enterobius  vermicularis  (pinworm)  and  Ascaris  lumbricoides 
(roundworm).  The  anthelmintic  action  is  probably  due  to  the  neuromuscular 
blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral  dose.  Plasma  levels  of  un- 
changed drug  are  low.  Peak  levels  (0.05-0.13  M0/ml)  are  reached  in  1-3 
hours.  Quantities  greater  than  50%  of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas  only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of  the  drug  and  its  metabolites. 

Indications.  For  the  treatment  of  ascariasis  (roundworm  infection)  and  en- 
terobiasis (pinworm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction  studies  have  been  performed 
in  animals  and  there  was  no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who  have  received  this  drug. 
Precautions.  Minor  transient  elevations  of  SGOT  have  occurred  in  a small 
percentage  of  patients.  Therefore,  this  drug  should  be  used  with  caution  in 
patients  with  pre-existing  liver  dysfunction. 


Adverse  Reactions.  The  most  frequently  encountered  adverse  reactions  are 
related  to  the  gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  anorexia,  nausea,  vomiting,  gas- 
tralgia,  abdominal  cramps,  diarrhea  and  tenesmus,  transient  elevation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsiness,  and  insomnia. 

Skin  reactions:  rashes. 

Dosage  and  Administration.  Children  and  Adults:  Antiminth  Oral  Suspension 
(50  mg.  of  pyrantel  base/ml.)  should  be  administered  in  a single  dose  of  11 
mg.  of  pyrantel  base  per  kg.  of  body  weight  (or  5 mg  ./lb.) : maximum  total 
dose  1 gram.  This  corresponds  to  a simplified  dosage  regimen  of  1 cc.  of 
Antiminth  per  10  lbs.  of  body  weight.  (One  teaspoonful  = 5 cc.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension  may  be  administered  with- 
out regard  to  ingestion  of  food  or  time  of  day;  and  purging  is  not  necessary 
prior  to,  during,  or  after  therapy.  It  may  be  taken  with  milk  or  fruit  juices.  Be- 
cause of  limited  data  on  repeated  doses,  no  recommendations  can  be  made. 
How  Supplied.  Antiminth  is  available  as  a pleasant  tasting  caramel-flavored 
suspension  which  contains  the  equivalent  of  50  mg  pyrantel  base  per  ml., 
supplied  in  60  cc.  bottles. 
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Efudex  (fluorouracil) 

works  where  it  counts’... 


Lesion  #2— Two  days  after  initiation  of  ther- 
apy. Electron  micrograph  of  solar  keratotic 
skin  from  patient’s  hand. 

Typical  abnormalities  are: 

Malpighian  cells  [containing  an  abundance  of 
thick  tonofibrils  (T)]  which  are  connected  with 
well-developed  desmosomes  (D).  Note  the 
clumped  tonofibrils  in  the  so-called  ‘dyskera- 
totic’  cell  (arrow)  indicative  of  solar  keratosis. 
No  change  can  be  noted  at  this  level  after  two 
days  of  therapy,  x 5000  (12/16/71) 


Lesion  #3— Two  weeks  after  initiation  of  ther- 
apy. Electron  micrograph  of  skin  from  patient’s 
hand. 

Improvement  shown: 

Less  conspicuous  desmosomes  (D),  widened 
intercellular  spaces  and  Malpighian  cells 
showing  a remarkable  reduction  of  tonofibrils 
(T).  The  arrow  indicates  a degenerating 
dyskeratotic  cell,  x 5000(12/31/71) 


Solar,  actinic  or  senile  keratoses 

By  whatever  name  they  may  be  known,  they  commonly 
occur  as  multiple  lesions  and  chiefly  on  the  exposed 
portions  of  the  skin.  Because  they  may  be  premalignant, 
it  is  generally  agreed  that  they  should  be  treated.  Sur- 
gery, cryotherapy,  or  electrodesiccation  may  present 
certain  drawbacks,  both  for  the  physician  and  the 
patient,  but  there  is  Efudex?  (fluorouracil)— as  an  alter- 
native to  conventional  therapy. 

Sequence  of  therapy  - 
Selectivity  of  response 

The  easily  applied  Efudex  cream  or  solution  usually 
begins  to  show  effects  within  a few  days— an  erythema 
in  the  area  of  the  lesions.  Within  two  weeks  after  ini- 
tiation of  therapy,  this  reaction  usually  reaches  its 
height  of  unsightliness  and  discomfort,  declining  after 
discontinuation  of  therapy.  This  reaction  occurs  in 
affected  areas.  Since  the  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied  to  rule 
out  the  presence  of  a frank  neoplasm, 
x 


Acceptable  results 

Treatment  with  Efudex  (fluorouracil)  provides  highly 
acceptable  cosmetic  results  posttherapeutically.  The 
incidence  of  scarring  is  low.*  This  is  particularly  impor- 
tant with  multiple  facial  lesions.  Efudex  should  be 
applied  with  care  near  the  nose,  eyes  and  mouth. 

5%  cream/solution-a  Roche  exclusive 

Only  Roche  formulates  the  5%  cream  and  solution 
—high  in  patient  acceptability— economical— and  higher 
in  clinical  efficacy  than  the  2%  formulation  for  lesions 
of  the  hands  and  forearms. 

•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J.  07110 
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in  treating  solar  keratoses 
which  may  be  premalignant. 


Before  treatment  — 12/14/71  After  treatment  — Two  weeks  after 

therapy  stopped  — 1 / 28/  72 


This  patient’s  solar  keratoses 

responded  to 

Efudex  (fluorouracil)  5% 


Before  prescribing,  please  consult  complete  product 
Information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflam- 
matory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  derma- 
titis, scarring,  soreness  and  tenderness.  Also  reported— in- 
somnia, stomatitis,  suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 


propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


An  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients'  precise  needs — 
without  regard  to  package  size. 

Ilosohe  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Insight  Study  Into 

Socialized  Medicine 

This  quite  possibly  represents  the 

most  comprehensive  picture  of  “grass  roots” 
medicine  practiced  in  the  United  Kingdom. 
The  study  was  undertaken  at  the  author’s 
suggestion  to  the  Department  of  Health,  Ed- 
ucation and  Welfare  and  had  the  official 
sanction  of  Doctor  Vernon  Wilson,  Director 
of  Health  Services  and  Mental  Health  Ad- 
ministration. The  department  is  continually 
studying  health  care  systems  in  socialistic 
countries  and  it  was  felt  that  the  private 
sector  of  medicine  should  participate. 

No  phase  of  British  consumer  and  pro- 
vider health  care  was  left  ‘unturned.’  Ap- 
proximately fifty  British  physicians,  at  all 
levels  were  interviewed  in  virtually  every 
geographic  area  of  Britain. 

Ben  Saltzman,  MD.  my  fellow  investigator 
and  I were  primarily  interested  in  rural 
health  care  and  general  practice,  however, 
we  attempted  to  broaden  the  scope  of  our 
study  into  other  areas  as  well.  Doctor  Saltz- 
man, of  Mountain  Home,  Arkansas,  is  a 
former  chairman  of  AMA’s  Council  on  Rural 
Health,  is  past  director  of  Rotary  Interna- 
tional and  an  active  medical  leader  in 
Arkansas  for  manv  years.  We  visited  hos- 
pitals, interviewed  specialists  on  Harley 
Street,  talked  to  retired  older  physicians  and 
many,  many  British  laymen  . . . both  at  the 
poverty  level  and  among  influential,  wealthy 
consumers.  Some  of  the  centers  we  visited 
had  been  studied  by  Senator  Kennedy  only 
two  - three  weeks  prior  to  the  author’s  study. 

Great  Britain  is  a country  of  approxi- 
mately 58  - 60  million  people  and  has  had 
some  form  of  government  health  service 
since  1912.  Although  the  country  is  gener- 
ally made  up  of  socialistically-minded  peo- 
ple, nowhere  is  individual  initiative  stifled 
as  it  is  in  the  field  of  medicine. 

Our  itinerary  was  arranged  by  an  em- 
ployee of  HEW  who  was  on  a sabbatical 
working  for  the  Nuffield  Trust  in  London 
(similar  to  the  Ford  Foundation).  We  felt 
the  GP’s  we  saw  were  handpicked,  but  not 
to  the  point  of  trying  to  control  our  agenda; 
only  by  their  reputations  of  working  within 
the  system.  All  were  excellent  clinicians  in 
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thought  and  argument,  but  they  bogged 
down  pitifully  in  practical  application. 

It  cost  us  virtually  as  much  to  travel 
throughout  England  as  in  America,  yet  the 
average  English  physician’s  income  is  one- 
third  to  one-half  of  his  American  counter- 
part. When  reminded  that  we  felt  Her  Ma- 
jesty was  indeed  getting  a bargain  from  a 
highly-trained  group  as  compared  to  other 
professions,  they  retorted  that  it  was  better 
than  before  1948.  How  physicians  knew  this, 
one  can  only  surmise  . . . since  most  were 
still  students  at  the  time,  but  they  readily 
came  up  with  this  stock  answer. 

In  talking  with  British  physicians  one  gets 
the  eerie  feeling  that  they  have  been  coached 
and  brainwashed  due  to  the  conformity  of 
their  answers.  Behavior  patterns  and  prac- 
tice styles  were  so  alike  as  to  be  almost  de- 
pressing. It  is  impossible  to  assay  how  the 
freshness  of  originality  of  thought,  as  we 
know  it  in  this  country,  would  be  affected 
until  some  lesser  system  is  imposed  upon 
American  Medicine. 


They  were,  to  a man,  very  psychosomatical- 
ly  oriented  in  their  responses  to  patients 
. . . kind,  considerate,  polite,  sympathetic 
. . . reassurance  is  provided,  scripts  are  writ- 
ten, work  releases  are  issued  . . . and  they 
are  told  to  “pop  back  in”  if  symptoms  con- 
tinue. 


“Pop  in”  is  just  that — they  have  merely 
seen  the  patient,  advised  and  dismissed  him. 
As  all  Englishmen  seem  to  be,  patients  are 
friendly,  appreciative,  rather  docile,  cour- 
teous, and  somewhat  anxious. 

Only  one  of  twenty  physicians  we  visited 
and  sat  with  on  consultations  examined  as 
we  are  prone  to  do.  No  examination  tables 
with  stirrups  were  seen;  though  we  did  not 
see  any  pelvic  examinations  done.  They  are 
presumably  done  with  the  patient  on  her 
side.  Pap  smears  are  advised  for  patients 
over  35  years  of  age;  then  at  five  year  in- 
tervals. This  is  undoubtedly  good  propa- 
ganda and  money-saving. 

The  routine  physical  examination  is  ab- 
solutely not  done  and,  in  fact,  is  very  much 
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discouraged.  When  chided  about  this,  with 
some  rather  poignant  figures  concerning 
mortality  statistics  in  cancer,  all  but  one 
physician  was  unyielding.  Rectal  polyps 
were  mentioned  (very  few  proctoscopies  are 
done  by  the  GP)  but  once  again,  it  was  just 
as  good  to  wait  until  symptoms  appear.  Rou- 
tine chest  x-rays  were  discussed  and  pro- 
duced the  same  retort  as  before. 

House  calls  are  made  quite  frequently  and 
treatment  for  many  conditions  is  carried 
on  in  the  home.  Physicians  readily  accept 
this  type  of  care  and  point  to  mortality  and 
morbidity  statistics  in  coronary  thrombosis, 
pneumonia  and  other  diseases  to  support 
the  home  care  concept.  I challenged  one  phy- 
sician and  asked  about  cardiac  monitoring 
and  intensive  care  rather  than  the  treatment 
of  coronary  disease  at  home.  Again  I was 
shown  statistics  showing  that  home  care, 
percentage-wise,  was  as  good.  My  reply  was, 
“Figures  can’t  lie,  although  liars  can  figure.” 

During  a house  call  the  wife  of  the  patient 
being  treated  for  hypertension  (the  first 
blood  pressure  I had  seen  taken  in  four  days 
of  visiting)  asked  if  an  x-ray  would  help 
her  husband.  The  physician  did  not  reply, 
wrote  a prescription,  drew  blood,  and  in- 
structed the  woman  to  mail  the  sample  for 
him  to  a local  pharmacy.  She  gratefully 
agreed.  After  leaving,  the  physician  said 
“Evil  people  these,  asking  for  an  x-ray.  I’ll 
be  the  one  to  decide  that.  No  trust  in  me 
at  all.” 

The  physician  is  absolutely  Lord  and  Mas- 
ter and  develops  a patronizing  and  rather 
despotic  attitude  toward  his  patient,  still 
within  the  bounds  of  very  courteous  and  con- 
siderate behavior. 

GP’s  do  no  lab  work  (except  OB,  UA’s), 
no  x-rays,  no  surgery,  and  are  not  allowed 
to  follow  the  patient  to  the  hospital  or  write 
orders.  They  may  visit  the  patient  as  a 
friend  and,  strangely,  they  do  not  chafe  un- 
der these  restrictions. 

For  true  emergencies,  ready  hospitaliza- 
tion seems  to  be  quite  available,  but  for  elec- 
tive surgery  a four-month  to  two-year  wait 
was  reported. 

The  patient  seems  to  give  no  thought  of 
having  to  go  elsewhere  for  lab  and  x-ray 
work,  and  a wait  from  one  to  three  weeks 
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(depending  on  the  severity  of  the  case)  does 
not  trouble  the  patient.  The  physicians  were 
asked  about  such  time  intervals  and  how  this 
affected  continuity  of  thought  (leading  to 
errors  in  diagnosis  and  treatment) , but  no 
logical  solution  was  suggested. 

Hospitals  were  toured  and  were  adequate 
but  antique  in  most  cases.  The  local  hos- 
pitals are  comparable  to  our  nursing  homes 
and  staffed  much  accordingly. 

The  whole  of  the  country  is  delineated  and 
set  up  in  regions,  districts  and  areas.  No 
district  or  first  rate  hospital  is  over  thirty 
to  forty  miles  from  the  patient,  and  though 
not  thoroughly  investigated  by  us,  these 
hospitals  were  said  to  have  available  all 
specialist-based  physicians  for  treatment  of 
any  medical  or  surgical  emergency. 

Payment  of  physicians  poses  a complex 
and  interesting  problem.  An  average  bonus 
of  400-500  pounds  per  year  to  practice  in  a 
rural  area,  350  pounds  per  year  to  practice 
in  a group,  another  base  or  two,  then  strict- 
ly on  a capitation  basis  depending  on  how 
many  patients  are  assigned. 

One  and  one-half  pounds  are  paid  per  pa- 
tient, the  average  patient  load  per  MD  is 
2,000  to  2,500  (we  heard  of  one  man  with 
5,000).  Each  physician  must  agree  to  ac- 
cept 2,000  patients  before  his  base  pay  is 
allowed.  If  a group  accepts  5,000  to  10,000 
patients  they  may  be  allocated  in  any  man- 
ner. One  MD  may  have  1,500  patients,  an- 
other 2,500 — as  long  as  it  averages  out  to 
2,000  per  man.  If  one  owns  his  building, 
rent  is  paid.  A base  amount  is  allowed  for 
help  (staff)  and  the  government  pays  70%. 
Extra  is  paid  for  giving  tetanus  and  pap 
smears  plus  other  little  incentives  too  num- 
erous to  mention.  Suffice  it  to  say  the  av- 
erage GP  in  Britain  makes  $12,500  per  year. 

Her  Majesty’s  government  is  no  fool;  in 
keeping  with  tradition,  law  and  order  must 
be  maintained  and  criminals  dealt  with  prop- 
erly. There  is  a police  physician  for  each 
precinct,  the  job  is  a political  plum  and  much 
sought  after.  The  physician  must  go  when 
called  but  is  paid  a rather  handsome  fee 
ranging  from  five  pounds  six  pence  ($13.75) 
to  nine  pounds  sixty  pence  ($23.75).  A riot 
with  several  injured,  requiring  three  hours 
of  care  can  easily  net  $300  to  $400.  This 
job  is  perhaps  more  lucrative  in  London  than 
elsewhere. 
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At  a Rotary  make-up  luncheon  were  six 
influential,  alert,  progressive  men  at  my 
table — an  architect,  engineer,  electronics  ex- 
pert, jeweler  and  department  store  manager. 
To  a man  the  health  system  was  decried. 

The  pitiful  limitations  of  the  GP,  the  abuse 
of  his  time  with  trivialities,  the  difficulty  and 
almost  impossibility  of  securing  the  advice 
of  specialists  were  discussed.  Once  in  a hos- 
pital there  is  uniform  agreement  as  to  the 
capability  of  specialist  care,  but  there  is 
doubt  as  to  the  availability  of  up-to-date,  so- 
phisticated equipment.  These  men  all  had 
private  health  insurance  to  assure  care  on 
demand. 

In  closing,  it  is  my  opinion  that  the  unwary 
politicians  and  blinded  bureaucrats  in  this 
country  deserve  socialized  medicine.  The 
people  of  America,  though  brainwashed  by 
an  unknowing  press  and  TV,  would  never 
tolerate  such  a system.  We  hear  much  about 
whether  we  can  afford  not  to  have  National 
Health  Insurance.  Bureaucrats  daily  play 
on  minor  incidents  to  incite  a disenchant- 
ment with  the  best  health  care  a nation  ever 
had.  Though  minor  deficiencies  in  health 
personnel  exist,  we  must  continue  to  resist 
socialization. 

SUMMARY 

1.  British  physicians  are  stereotyped, 
satisfied,  capable,  non-aggressive  individu- 
als truly  dedicated  to  their  patients  but  not 
interested  in  sophisticated  techniques,  nor 
inclined  then  to  rock  the  boat. 

2.  The  lower  income  patient  is  ill-in- 
formed and  pleased  over  any  attention.  If 
care  is  free  it  must  be  good.  Rural  health 
care  prior  to  World  War  II  must  have  been 
very  scarce,  indeed.  Middle  to  high  income 
people  are  grossly  dissatisfied — aware  that 
they  are  being  duped. 

3.  Restricted  practices,  such  as  special- 
ized in-hospital  practice,  public  health  fac- 
tions, and  GP’s  in  offices  and  homes  lends  to 
fragmentation  and  agonizing  inefficiency. 

4.  Consumer  prices  are  almost,  if  not  as 
high,  as  in  America,  yet  physicians’  earnings 
are  inferior.  Government,  by  trusting  false 
statistics,  discourages  costly  procedures  as 
being  no  better  than  lesser  methods.  Inno- 
vation and  research  at  all  levels  are  very 
trite  and  almost  non-existent. 


5.  British  medicine  is  years  behind  and 
worlds  apart  from  the  American  free  enter- 
prise system. 

6.  Physicians  have  indeed  learned  to 

economize,  but  this  is  at  the  expense  of  the 
patient.  The  benefits  of  scientific  progress 
are  generally  not  available.  Ed  L.  Calhoon, 
MD  □ 

Nobody  Votes  in  My  Town 

By  Pete  Sinter 

As  ANOTHER  presidential  election  day 
approaches,  probably  never  before  was  so 
much  at  stake  in  America.  But  nobody  votes 
in  my  town  and  most  of  my  3,700  townsmen 
apparently  are  chronic  misfits  who  couldn’t 
care  less.  My  town  is  “Jacktown” — South- 
ern Michigan  Prison,  near  Jackson. 

Now,  in  the  morning  chow  line,  a young 
murderer  and  a middle-aged  burglar  seem 
ready  to  tangle  in  an  argument  on  the  merits 
of  the  Republican  Party.  An  alert  guard 
breaks  it  up  just  in  time. 

The  burglar  is  serving  his  fifth  term  in 
my  town.  I know  him  well.  So,  after  he 
cools  off,  I needle  him  a bit,  saying,  “I  take 
it  you  voted  for  Hubert  Humphrey.” 

‘‘You  kiddin’?”  he  scowls.  “Man,  I never 
voted  in  my  life.  I got  sense  enough  to  know 
no  matter  who  gets  elected,  the  best  any  little 
guy’s  gonna  get  is  the  worst  of  it.  The  hell 
with  votin’!” 

That’s  seditious  philosophy,  isn’t  it?  “The 
hell  with  votin’ !”  means  down  with  democ- 
racy, your  country,  your  government  and, 
consequently,  every  home  (where  govern- 
ment really  begins)  in  the  land. 

Yet,  I have  been  guilty  of  comparable 
“sedition.”  It  came  out  disguised  something 
like  this:  “Didn’t  get  around  to  voting;  had 
too  many  other  things  to  do  on  election  day.” 
The  reflection  isn’t  easy  to  face,  now  that 
I have  been  stripped  of  my  voting  rights  for 
many  elections  to  come. 

I begin  to  wonder  how  my  neighbors  feel 
about  not  being  allowed  to  vote.  Later,  I 
question  nearly  300  of  them.  Almost  90% 
merely  shrug  or  otherwise  indicate  lack  of 
concern.  Eighty  individuals  admit  that  they 
had  never  voted!  (Could  the  deeds  that 
landed  us  here  be  germane  to  such  disregard 
for  democracy?)  Consider  three  responses 
(Continued  on  Page  xiii) 
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By  the  time  this  is 
published,  the  election 
of  1972  will  be  just  two 
weeks  away.  To  para- 
phrase George  Washing- 
ton : the  time  is  now  near 
at  hand  which  will  de- 
termine if  American  doc- 
tors are  to  be  free  men 
or  slaves.  This  upcoming 
general  election  should  be  decisive.  Whether 
we  win  or  lose  will  depend  on  the  hard  work 
of  each  physician  between  now  and  election 
day. 

On  a recent  visit  to  Oklahoma  City,  Doctor 
Russell  Roth,  President-Elect  of  AMA, 
stated  that  the  National  Health  Security  Act 
has  been  down-graded  in  priority  in  the 
Senate  Committee  making  it  unlikely  that 
this  bill  will  be  passed  in  the  next  two  years. 
This  down-graded  priority  did  not  indicate 
a decrease  in  pressure,  but  only  a realization 
that  the  Federal  Government  just  cannot 
afford  socialized  medicine.  The  fact  that  they 
could  not  afford  a program  has  seldom  been 
a deterrence  to  Congress  in  the  past.  There- 
fore, we  must  not  be  complacent.  In  addition, 
Doctor  Roth  stated  that,  of  course,  this  delay 
depends  a great  deal  on  what  kind  of  Con- 
gress we  elect  this  November. 

As  you  all  know,  your  leadership  in  the 
Oklahoma  Medical  Political  Action  Commit- 
tee has  been  hard  at  work.  We  have  in- 
creased OMPAC  memberships  to  the  point 
that  Oklahoma  has  the  highest  percentage  of 
members  of  any  state  in  the  union.  At  the 
State  level,  OMPAC  has  rated  the  candidates 
as  friends  or  foes  of  medicine  and  medical 
education  based  on  their  voting  records  in 
the  senate  or  house.  We  have  accumulated  a 
War  Chest  for  candidate  support  and  have 
used  the  money  according  to  the  above  rat- 
ing system. 


In  the  primary  election  OMPAC  backed 
17  candidates  and  15  were  elected.  This,  we 
think,  is  an  excellent  track  record. 

At  the  National  level  we  are  being  helped 
inadvertently  by  the  immense  unpopularity 
of  George  McGovern’s  confused  campaign  for 
President.  There  is  no  way  that  candidates 
who  embrace  the  philosphy  of  McGovern  can 
be  a friend  of  medicine.  It  is  amusing  that 
local  Democrat  candidates  live  in  fear  that 
McGovern  may  visit  their  states  and  help 
with  their  campaigns.  The  F.B.I.  used  to  list 
the  ten  most  wanted  criminals  and  the  top 
man  might  be  wanted  in  perhaps  five  states. 
McGovern  has  the  distinction  of  not  being 
wanted  in  35  states. 

The  Oklahoma  Democrat  Party  has  first 
invited  Senator  Kennedy  to  help  campaign, 
then  promptly  withdrew  the  invitation.  We 
think  this  is  rude  and  does  not  display  the 
proper  Oklahoma  hospitality.  During  this 
campaign  Senator  Kennedy  has  the  distinc- 
tion of  not  being  wanted  in  42  states,  so  if 
the  invitation  is  renewed  it  will  have  to  be 
by  Republican  candidates. 

On  election  day  we  must  vote  ourselves 
and  be  certain  that  our  families,  cousins, 
uncles,  and  aunts  vote  as  well  as  our  office 
assistants  and  their  families.  We  have  cam- 
paigned diligently  and  so  far  have  had  ex- 
cellent results.  Many  politicians  who  have 
no  friend  of  medicine  or  medical  education 
in  the  legislature  and  senate  will  have  an 
opportunity  to  hoe  cotton  and  think  over 
their  voting  records  during  the  past  many 
years,  before  comtemplating  filing  for 
another  office. 

If,  as  Doctor  Roth  hopes,  socialized  medi- 
cine will  not  be  passed  in  this  Congress,  then 
we  can  add  the  results  of  this  year’s  primary, 
run-off,  and  general  election  to  the  off-year 
election  of  1974.  If  we  missed  on  a recalci- 
trant candidate  this  year,  we  will  have  an- 
other “bloody  go”  in  1974. 
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Diabetic  Retinopathy 
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The  increased  life  expectancy  of 
diabetics  is  'resulting  in  a profound 
increase  in  blindness  due  to  the 
retinal  vascular  complications  of 
this  systemic  disease. 


Advances  in  medical  care  have  dramat- 
ically extended  the  life  expectancy  of  dia- 
betic patients  and  provided  more  time  for 
them  to  reproduce;  thus  the  prevalence  of 
diabetes  has  increased  tremendously  and  re- 
sulted in  an  ever  expanding  genetic  pool. 
Similarly,  the  retinal  vascular  complications 
of  diabetes  have  become  more  common,  since 
the  incidence  of  diabetic  retinopathy  tends 
to  be  directly  proportional  to  the  duration 
of  the  systemic  disease.  Although  relatively 
few  diabetics  have  retinal  changes  at  the 
time  their  disease  is  diagnosed,  more  than 
90%  of  patients  who  have  had  diabetes  for 
20  years  can  be  expected  to  exhibit  some 
manifestations  of  vascular  disease  in  their 
fundi.  Diabetic  retinopathy  is  the  number 
one  cause  of  reduced  vision  due  to  a systemic 
disease  and  is  responsible  for  nearly  20% 
of  the  blindness  in  the  United  States.1  This 
percentage  is  higher  if  only  blind  patients 
between  21  and  60  years  of  age  are  consid- 
ered.2 A diabetic  is  from  10  to  15  times 
more  likely  to  become  blind  from  retinopathy 


than  a non-diabetic  from  all  causes  of  blind- 
ness,3 and  the  number  of  blind  diabetics  is 
expected  to  more  than  double  in  the  next  30 
years  unless  this  ocular  disorder  is  better 
controlled.4 

The  purposes  of  the  first  portion  of  this 
paper  are  to  describe  the  clinical  manifesta- 
tions and  natural  course  of  diabetic  retin- 
opathy. Part  II,  to  be  published  in  this 
Journal  next  month,  will  discuss  current 
methods  of  management. 

Diabetic  fundus  changes  are  classically 
divided  into  two  groups,  background  retin- 
opathy and  proliferative  retinopathy.  The 
former  classification  refers  to  any  combina- 
tion of  diabetic  retinal  lesions  which  does 
not  include  new  vessels.  The  second  group 
includes  all  eyes  with  neovascularization,  re- 
gardless of  what  other  changes  are  observed. 
In  most  cases,  some  manifestations  of  back- 
ground retinopathy  precede  the  development 
of  the  more  severe  proliferative  form. 

The  specific  lesions  of  background  diabetic 
retinopathy  will  be  considered  under  sep- 
arate headings,  but  it  should  be  emphasized 
that  virtually  any  combination  and  number 
of  such  changes  can  be  observed  in  a given 
fundus.  The  earliest  vascular  lesions  of  dia- 
betic retinopathy  may  be  quite  subtle,  and 
their  detection  has  been  made  possible  by 
the  relatively  new  technique  of  fluorescein 
angiography,  a procedure  in  which  intra- 
venously injected  fluorescein  may  be  observed 
and  photographed  as  it  passes  through  the 
intraocular  blood  vessels. 

The  present  method  of  fluorescein  photog- 
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raphy  was  devised  by  Novotny  and  Alvis5  in 
1961  and  utilizes  selective  filters  in  a fundus 
camera.  The  optimal  activating  wave  length 
for  fluorescein  is  approximately  490  nanom- 
eters and  in  the  blue  range.  Therefore,  the 
flash  attachment  has  a blue  filter  in  front 
of  it.  The  peak  emission  wave  length  of 
fluorescein  is  520  nanometers  and  in  the 
green  spectrum,  and  a yellow  filter  is  placed 
in  front  of  the  film  to  inhibit  the  transmis- 
sion of  any  blue  light  and  allow  only  light 
emitted  from  the  stimulated  fluorescein  to 
reach  the  film.  Following  an  intravenous 
injection  of  a 5 cc  bolus  of  a 10%  fluorescein 
solution  in  the  antecubital  vein,  the  dye  ap- 
pears in  the  eye  in  eight  to  fourteen  seconds. 
Rapid  sequence  black  and  white  photographs 
are  taken  as  the  dye  circulates  through  the 
retinal  and  choroidal  vessels.  In  this  way  a 
documented  in  vivo  study  is  obtained.  Under 
good  conditions,  the  retinal  capillary  bed, 
as  well  as  the  larger  clinically  visible  vessels, 
may  be  studied. 

The  earliest  apparent  changes  in  diabetic 
retinopathy  can  be  observed  only  with  the 
use  of  fluorescein  and  consist  of  a closure 
of  retinal  capillaries  and,  peripheral  to  these 
occlusions,  small  areas  of  avascular  retina, 
usually  surrounded  by  groups  of  tiny  micro- 
aneurysms. At  a later  stage  atypical  capil- 
laries are  often  observed  passing  through 
the  areas  which  are  no  longer  supplied  by 
the  normal  retinal  capillary  plexus.6  Micro- 
aneurysms are  usually  the  first  unequivocal 
lesions  of  diabetic  retinopathy  which  can  be 
detected  during  routine  ophthalmoscopy.7 
They  are  small  out-patchings  on  retinal  cap- 
ilaries  and  appear  as  small  red  dots  meas- 
uring approximately  30  to  100  microns  in 
diameter  and  occurring  primarily  in  the 
posterior  retina,  usually  initially  temporal 
to  the  fovea.  Flourescein  studies  typically 
reveal  a multitude  of  microaneurysms  which 
are  invisible  using  routine  methods  of  ex- 
amination. (Figs  la  & lb)  Microaneu- 
rysms spontaneously  disappear  at  given 
sites,  but  there  is  a general  tendency  for 
their  number  to  increase  with  the  duration 
of  the  disease.8 

Retinal  hemorrhages  in  background  dia- 
betic retinopathy  are  typically  small  and 
rounded  because  they  occur  rather  deep  in 


Fig  la  Background  diabetic  retinopathy,  mild.  Most  of 
the  tiny  black  “dots”  are  microaneurysms.  A 
few  larger  “flame-shaped”  hemorrhages  are 
present  superior  to  the  macula. 


Fig  lb  Fluorescein  angiogram  of  the  same  patient.  The 
number  of  microaneurysms  appears  greater, 
and  the  lesions  are  much  more  distinct.  Hem- 
orrhages appear  black  since  they  do  not  con- 
tain significant  concentrations  of  dye.  The  ir- 
regular indistinct  white  patches  seen  around 
the  macula  represent  the  leakage  of  dye  from 
invisible  capillaries  and  are  indicative  of  retinal 
edema. 

the  retina.  These  “punctate”  or  “blot”  hem- 
orrhages may  be  extremely  difficult  to  dif- 
ferentiate from  microaneurysms,  but  the 
difference  is  of  relatively  little  significance. 
The  hemorrhages  are  probably  a result  of  a 
loss  of  integrity  of  the  capillary  walls,  and 
individual  lesions  typically  fade  after  six 
to  eight  weeks.  Hemorrhages  in  the  an- 
terior nerve  fiber  layer  of  the  retina  assume 
a “flame-shaped”  configuration  and  are  less 
common  than  those  in  the  outer  retina. 

“Hard  exudates”  are  very  frequently  seen 
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in  background  diabetic  retinopathy  and  ap- 
pear as  small  white  or  yellowish  deposits  of 
lipid  material  with  irregular  edges.  They 
occur  in  the  middle  layers  of  the  retina  and 
are  presumably  a result  of  altered  perme- 
ability of  the  retinal  capillaries.  The  lipid 
deposits  may  occur  as  distinctly  focal  lesions 
or  in  a ring,  or  “circinate,”  form.  The  latter 
distribution  of  lipid  often  has  a visible  vas- 
cular abnormality  located  at  the  center  of 
the  ring.  Exudates  of  this  type  typically 
wax  and  wane,  although  there  is  a tendency 
for  them  to  increase  in  number  with  time. 
Vision  is  significantly  affected  only  if  the 
foveal  or  perifoveal  areas  of  the  retina  are 
involved. 

Retinal  edema  is  an  extremely  common 
finding  in  cases  of  significant  background 
diabetic  retinopathy.  This  typically  occurs 
in  the  posterior  retina,  involving  the  macula, 
and  it  is  the  primary  cause  of  diminished 
vision  in  patients  with  only  background 
retinopathy.  It  is  rather  difficult  to  ap- 
preciate with  the  monocular  ophthalmo- 
scope. The  involved  retina  appears  some- 
what boggy  and  thickened,  often  taking  on 
a grayish,  semi-opaque  quality.  Edema  may 
be  expected  when  large  amounts  of  hard 
exudates  are  observed,  since  it  too  is 
a result  of  permeability  abnormalities  in 
the  retinal  capillaries.  In  cases  with  sig- 
nificant intraretinal  edema,  an  abnormal 
leakage  of  dye  from  nearby  capillaries  is 
usually  quite  apparent  following  the  injec- 
tion of  fluorescein.  (Fig.  lb)  The  amount 
of  edema  may  fluctuate  from  week  to  week 
in  a given  patient. 

“Cotton  wool  patches”  or  “soft  exudates” 
occur  with  debatable  frequency  in  diabetic 
retinopathy,  uncomplicated  by  hypertension. 
These  fluffy  white  lesions,  which  usually  are 
from  1/8  to  1/4  disc  diameter  in  size,  occur 
in  the  nerve  fiber  layer  and  actually  rep- 
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resent  ischemic  infarcts  of  this  area  rather 
than  exudation.  Isolated  “cotton  wool 
patches”  typically  disappear  clinically  a few 
months  after  their  initial  appearance. 

Venous  changes  characteristically  occur 
with  diabetic  retinopathy,  although  the  spe- 
cificity of  such  changes  in  early  stages  of 
the  disease  is  controversial.  Many  authors 
have  considered  a diffuse  and  uniform  dis- 
tension of  the  larger  veins  as  a primary  or 
even  “preretinopathic”  finding.  However, 
this  is  a sign  which  is  usually  subtle  and 
which  is  non-specific  for  diabetic  retinop- 
athy. In  more  advanced  cases,  significant 
and  unequivocal  changes  in  the  veins  occur, 
consisting  of  segmental  dilatation  of  the 
larger  venous  branches. 

Arterial  changes  in  background  retinop- 
athy are  characteristically  absent  early  in 
the  course  of  the  disease  unless  hypertension 
is  present,  although  arteriosclerotic  vascu- 
lar disease  is  usually  associated  with  the 
diabetic  condition.  An  increase  of  the  light 
reflex  is  common  in  moderately  advanced 
retinopathy,  but  only  in  the  relatively  late 
stages  does  opacification  of  the  vessel  wall 
occur,  producing  a picture  of  “sheathing” 
and  obscuring  the  blood  column.10 

Preretinal  membranes  occur  with  an  in- 
creased incidence  in  diabetic  retinopathy. 
This  typically  gives  a glistening  and  cello- 
phane-like quality  to  the  inner  surface  of 
the  retina,  altering  the  reflex  at  this  level. 
Occasionally  these  membranes  contract,  re- 
sulting in  a picture  of  fine  striae  radiating 
outward  from  the  center  of  the  membrane 
and  giving  the  involved  area  a wrinkled  ap- 
pearance. The  contraction  of  such  mem- 
branes in  the  macular  area  not  infrequently 
results  in  a moderate  and  significant  loss  of 
central  vision. 

Proliferative  diabetic  retinopathy  is  usual- 
ly superimposed  on  the  background  lesions, 
and  with  the  development  of  new  vessels, 
the  retina  enters  a much  more  precarious 
existence.  The  new  vessel  tufts  usually  ap- 
pear on  or  around  the  nerve  head  (Figs  2a 
& 2b)  or  on  the  inner  surface  of  the  retina 
near  the  larger  venous  branches,  but  they 
may  occur  in  virtually  any  location  posterior 
to  the  equator  and  outside  of  the  macula.  The 
lesions  tend  to  evolve  in  a characteristic,  or- 
derly manner,  but  tufts  within  a given  eye 
may  be  in  markedly  different  stages  of  de- 
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Fig  2a  Proliferative  diabetic  retinopathy  with  new  ves- 
sels arising  from  the  optic  nerve  head. 


Fig  2b  Fluorescein  angiogram  of  the  same  patient 
The  structure  of  the  vascular  tuft  is  more 
apparent.  Such  vessels  leak  fluorescein  pro- 
fusely in  the  later  stages  of  a given  study. 

velopment.  Initially,  fine  naked  vessels  with- 
out supporting  connective  tissue  arise  from 
capillary  plexuses  on  the  nerve  head  or  near 
the  inner  surface  of  the  retina.  Their  pres- 
ence is  not  preceded  by  vitreous  hemorrhage, 
and  they  initially  grow  on  the  inner  surface 
of  the  retina  or  disc,  and  only  rarely  extend 
into  the  vitreous  cavity.  As  the  vascular 
tufts  increase  in  size,  there  is  a tendency  for 
connective  tissue  to  become  associated  with 
the  naked  fronds,  giving  them  a “fibro- 
vascular”  appearance.  In  addition,  adhesions 
characteristically  form  between  these  tufts 
and  the  vitreous  framework.  Until  this 
stage,  patients  may  remain  totally  asympto- 
matic, and  any  vitreous  bleeding  which  oc- 
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curs  from  the  fi*agile  vessels  is  typically 
mild.  However,  with  contraction  of  the 
vitreous  (that  is,  movement  of  the  posterior 
vitreous  surface  forward),  severe  traction 
on  the  new  vessels  typically  results  in  severe 
and  recurrent  vitreous  hemorrhages  associ- 
ated with  a continued  growth  of  new  vessels 
into  the  vitreous  cavity  in  a three  dimension- 
al fashion.  Such  traction  may  also  result  in 
severe  retinal  detachments. 

Perhaps  10%  of  eyes  with  severe  prolif- 
erative retinopathy  ultimately  enter  a phase 
in  which  there  is  a significant  regression  in 
the  number  and  size  of  the  new  vessels,  a 
definite  decrease  in  the  caliber  of  such  ves- 
sels, often  resulting  in  complete  obliteration 
of  the  vascular  lumen,  and  an  increase  in  the 
connective  tissue  density.12  In  addition,  in- 
creased attenuation  and  opacification  of  the 
wall  of  the  “normal”  retinal  vessels  and  mild 
optic  atrophy  are  observed.  Although  many 
eyes  undoubtedly  progress  to  this  “arrested” 
phase,  a large  percentage  have  little  useful 
vision.  It  is  extremely  interesting  that  in 
diabetic  patients  with  unilateral  optic  at- 
rophy, advanced  glaucoma,  or  widespread 
peripheral  chorioretinal  degeneration,  pro- 
liferative changes  appear  to  be  inhibited  at 
a time  that  the  more  normal  fellow  eyes  have 
shown  advanced  neovascularization.13  Such 
diseased  eyes  mimic  diabetic  eyes  which  have 
reached  the  “arrested”  stage  in  that,  in  both 
conditions,  attenuated  vessels,  optic  atrophy, 
and  an  apparently  diminished  need  for  a 
vascular  supply  are  observed.  Theoretically, 
changes  in  the  retinal  metabolism  in  both 
situations  may  inhibit  the  formation  or  con- 
tinued growth  of  new  vesesls.  This  point 
may  have  significance  in  terms  of  therapy. 

The  development  of  diabetic  retinopathy 
occurs  at  a variable  rate,  and  documented 
remissions  of  all  of  the  forms  of  the  disease 
have  been  observed.  Nevertheless,  there  is 
a definite  tendency  for  the  disease  to  pro- 
gress in  severity  with  time.  In  spite  of  the 
multitude  of  studies  documenting  the  pro- 
gression of  this  disease,  the  basic  patho- 
genesis of  the  problem  remains  unexplained. 
Most  histologic  studies  of  diabetic  retinas 
are  in  agreement  that  the  basic  changes  ob- 
served are  acellular  and  apparently  oblit- 
erated capillaries  occurring  adjacent  to 
microaneurysms  and  dilated  capillaries.  The 
sequence  of  events  leading  to  this  picture  has 
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been  debated.  Most  authors  now  feel  that 
the  primary  event  is  an  obliteration  of  capil- 
laries on  the  arterial  side  of  the  vascular  bed 
which  is  then  theoretically  followed  by  sec- 
ondary dilatation  of  adjacent  blood  vessels 
to  accommodate  a greater  flow  of  blood.10 
Others  have  proposed  a “shunt  hypothesis,” 
proposing  that  the  initial  change  is  a loss  of 
capillary  pericytes,  resulting  in  dilatation 
of  the  given  capillary  with  increased  flow 
through  it,  and  a “steal”  of  blood  from  the 
surrounding  capillaries,  resulting  in  sec- 
ondary atrophy  and  obliteration.14  As  noted 
previously,  fluorescein  studies  correlate  well 
with  pathological  findings  and  have  docu- 
mented focal  areas  of  capillary  closure,  typ- 
ically surrounded  by  microaneurysms,  and 
dilated  tortuous  “shunt  vessels”  have  also 
been  observed  traversing  the  ischemic 
areas.  Nevertheless,  neither  pathologic  ma- 
terial nor  current  clinical  methods  of  exami- 
nation have  revealed  the  definite  sequence 
of  events  which  occur  in  the  earliest  stage 
of  diabetic  retinopathy. 

NATURAL  COURSE 

As  noted  above,  the  incidence  of  diabetic 
retinopathy  is  generally  directly  related  to 
the  length  of  the  disease,  and  the  natural 
course  of  the  condition  typically  involves  a 
generally  symmetrical  progression  from 
mild  retinopathy  to  severe  retinopathy  and 
a loss  of  visual  acuity  in  both  eyes.  Never- 
theless it  must  be  emphasized  that  in  atypical 
cases  only  minimal  changes  have  been  ob- 
served over  periods  of  decades,  and  striking 
remissions  of  severe  retinopathy  have  been 
documented.  Marked  and  unexplained  asym- 
metry may  also  occur.  Such  variations  in 
the  natural  history  of  the  disease  must  be 
considered  when  the  efficacy  of  various 
forms  of  treatment  of  retinopathy  are  dis- 
cussed. 

Certain  general  aspects  of  the  natural 
course  of  the  disease  are  generally  accept- 
ed: From  the  time  the  diagnosis  of  diabetes 
is  made,  juvenile  diabetics  tend  to  retain 
vision  longer  than  adult  onset  diabetics.3  In 
all  groups,  patients  with  good  visual  acuity 
at  the  start  of  a prospective  study  retained 
vision  longer  than  those  with  diminished 
vision.3  Background  retinopathy  typically 
results  in  a less  profound  loss  of  visual  acuity 
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than  the  proliferative  form,  and  it  is  the 
most  common  cause  of  diminished  vision  in 
the  adult  onset  group.0  Legally  blind  dia- 
betics, whatever  their  age,  are  seriously  ill, 
for  the  mean  survival  time  from  the  onset 
of  blindness  in  both  eyes  is  six  years.15 

Specific  figures  on  the  natural  course  of 
diabetic  retinopathy  vary,  but  the  best 
studies  to  date  are  probably  those  of  Caird 
and  Associates.3  In  patients  under  30  years 
of  age  with  background  diabetic  retinopathy 
and  a visual  acuity  of  20/40  or  better  in  both 
eyes,  there  is  only  a 3%  chance  for  vision 
to  deteriorate  to  20/200  or  less,  bilaterally, 
in  five  years.  If  the  patients  are  over  60 
years  of  age,  however,  the  chances  are  in- 
creased to  20%.  The  chances  of  blindness 
are  from  three  to  five  times  greater  in  eyes 
with  a vision  of  less  than  20/40  when  the 
patients  are  first  seen.  The  chances  of  visual 
deterioration  in  proliferative  retinopathy  are 
on  the  order  of  10  times  greater  than  those 
in  the  background  group.  In  five  years  30% 
to  40%  of  the  patients  under  30  years  of  age 
with  initially  good  visual  acuity  become  blind 
bilaterally,  whereas  the  figure  for  those  old- 
er than  60  years  is  from  40%  to  60%.  The 
difference  between  those  with  initially  good 
vision  and  those  with  impaired  vision  which 
was  noted  in  the  background  group  is  not 
evident  in  the  series  of  proliferative  retin- 
opathy, suggesting  that  no  long  period  of 
low  risk  of  visual  loss  occurs  in  the  latter 
group  once  new  vessels  are  observed.  The 
prognosis  is  worse  in  patients  with  new  ves- 
sel tufts  on  or  near  the  nerve  head  than  those 
in  whom  neovascularization  is  located  more 
peripherally. 

Figures  on  the  average  length  of  time  re- 
quired to  proceed  from  mild  background  dia- 
betic retinopathy  to  significant  proliferative 
changes  are  not  readily  available  and  would 
be  expected  to  have  a tremendous  range. 
Beetham12  reported  that  an  average  of  15 
years  passed  after  the  diagnosis  of  diabetes 
in  the  maturity  onset  group  before  prolif- 
erative changes  developed,  whereas  in  the 
juvenile  group,  the  average  interval  was  20 
years.  Berkow15  recorded  a 17.4  year  aver- 
age duration  from  the  time  diabetes  was 
diagnosed  in  patients  under  20  years  of  age 
to  bilateral  blindness.  Regardless  of  the 
time  required  to  develop  new  vessels  and  the 
extent  of  the  neovascularization,  once  a vit- 
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reous  hemorrhage  has  occurred  in  even  one 
eye,  the  prognosis  for  vision  in  either  eye 
becomes  poor.  In  Caird’s  series,  only  31% 
of  patients  had  a vision  of  20/40  in  the  bet- 
ter eye  one  year  following  a unilateral  vit- 
reous hemorrhage,  whereas  one-third  were 
less  than  20/200  bilaterally.  Interestingly, 
the  latter  figure  increased  only  10%  in  the 
following  four  years.  The  study  of  Patz  and 
Berkow16  further  documents  this  point.  In  a 
study  on  visual  acuity  in  the  second  eye  of 
diabetics  who  had  lost  useful  vision  in  the 
first,  59%  were  noted  to  become  blind  in 
the  second  eye  within  12  months  of  the  ini- 
tial loss  of  vision.  An  additional  30%  lost 
vision  in  the  second  eye  over  the  next  four 
years.  It  therefore  appears  that  many  pa- 
tients tend  to  go  through  a rather  symmet- 
rical period  of  increased  risk,  after  which 
the  chances  of  further  deterioration  become 
less.  Quite  obviously,  any  diabetic  present- 
ing with  a vitreous  hemorrhage  is  in  danger 
of  losing  vision  in  both  eyes  in  the  near 
future. 

SUMMARY 

In  summary,  studies  on  the  natural  course 
of  diabetic  retinopathy  indicate  that  patients 
with  background  diabetic  retinopathy  and 
good  visual  acuity  tend  to  do  well  for  at  least 
a few  years,  whereas  once  proliferative 
changes  develop,  the  chances  of  a more  rapid 
severe  deterioration  in  vision  increase  sig- 
nificantly. Implications  of  such  studies  are 
that  for  treatment  to  be  optimally  effective 
in  proliferative  retinopathy,  it  should  be  ap- 
plied soon  after  the  development  of  new  ves- 


sels, regardless  of  the  patient’s  visual  acuity. 
On  the  other  hand,  treatment  of  patients 
with  background  diabetic  retinopathy  and 
good  visual  acuity  will  have  to  be  extremely 
efficient  to  improve  the  prognosis  for  vision 
in  the  following  few  years.  □ 
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hydrate metabolism  and  possibly  other  adverse  reactions 
that  have  occurred  in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 
cirrhotics  with  splenomegaly.  Antihypertensive  effects  may 
be  enhanced  in  postsympathectomy  patients.  The  following 
may  occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible  metabolic 
acidosis,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients.  Con- 
comitant use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis, 
and  xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


IN  EDEMA- IN  HYPERTENSION* 


If  youVe 
seen  one, 
have  you 
really  seen 
them  all? 


The  following  patient  profiles  represent 
typical  clinical  situations,  but  do  not 
necessarily  represent  actual  cases. 


Age  22,  previously  normal  menses 
with  occasional  menorrhagia.  Now 
on  a sequential  O.C.  for  four  months. 
Complains  of  heavy  flow, 
occasional  intracyclic  bleeding, 
edema,  tender  swollen  breasts. 

Indicates  estrogen  excess 

1st  choice:  Switch  to  a com- 
bination 50-mcg.-estrogen  O.C. 
(such  as  Demulen*)- 


Age  21.  short,  mammose,  with 
normal  menses,  some  acne.  Was  put 
on  prenuptial  regimen  of  50-mcg.- 
estrogen/moderate-progestogen 
O.C.  for  two  months.  Now  has 
increased  acne. 

Indicates  metabolic  production 
of  androgen  or  relative  estrogen 
deficiency. 

1st  choice:  Switch  to  a 100-mcg.- 
estrogen  combination  (such  as 
Enovid-E  : or  a sequential). 

\ 


Age  25,  average  frame,  poor 
complexion.  No  problem  with  menses 
normal  para  1.  On  a low-estrogen/ 
high-progestogen  O.C.  for  two 
years.  Now  complains  of  scanty 
flow,  decreased  libido,  depression. 

Indicates  probable  buildup  of 
progestogen-related  side  effects. 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen, 
less  progestational  activity 
(such  as  Ovulen  ). 


Age  19,  small  breasts,  minor 
hirsutism,  oily  hair  and  skin. 

History  of  metrorrhagia,  skipped 
or  scanty  menses.  New  user. 

Indicates  androgenic  excess  or 
estrogen  deficiency  (fertility 
is  suspect). 

-1st  choice:  An  estrogen-dominant 
O.C.  (such  as  Enovid-E  ) 


Unmasked,  physiologically  and  anatomically,  they’re  not  all  the 
same.  A basic  difference  lies  in  their  hormone  profiles.  One  may 
secrete  too  much  estrogen,  another  not  enough. ..or  perhaps  too  much 
androgen;  the  vast  majority  would  fit  somewhere  into  the  broad  center 


spectrum. 


Although  the  profiles  described  below  may  not  be  completely 
predictive,  in  optimal  O.C.  selection,  the  estrogen-progestogen  activity 
ratio  should  be  carefully  matched  to  the  patient  profile.  Searle  offers 
you  O.C.s  in  a range  not  only  suitable  for  your  patients  in  the  balanced 
center  spectrum,  but  also  adaptable  to  the  patient  with  another  type 
of  hormone  profile. 

Oral  contraceptives  are  complex  medications.  Among  the 
commonly  reported  adverse  reactions  are:  intracycle  bleeding,  fluid 


Age  25,  tall,  slender,  athletic, 
with  flat  chest.  On  a progestogen- 
dominant  50-mcg  -estrogen  O.C. 

Has  recurrent  trichomoniasis 
and  Momlia 

Indicates  estrogen  deficiency  and 
excess  of  progestogen  in  current  0 C. 

1st  choice:  Switch  to  a com- 
bination pill  with  100  meg. 
estrogen  and  less  progestational 
activity  (such  as  Enovid-E*  or 
Ovulen  ora  sequential). 


retention,  tender  or  swollen  breasts,  exacerbation  of.acne  condition, 
changes  in  libido,  amenorrhea  while  on  medication  and  upon 
discontinuance,  nausea,  leg  cramps,  headaches,  weight  gain.  Therefore, 
after  reference  to  the  prescribing  information,  oral  contraceptives 
should  be  prescribed  with  care. 

*Note:  In  some  patients  any  level  of  exogenous  estrogen  or 
progestogen  may  produce  symptoms  of  excess  hormone  activity. 


Age  23,  “Miss  America"  figure, 
previously  normal  menses,  healthy 
skin  and  hair.  On  a 50-mcg  - 
estrogen  pill  for  four  months. 
Complains  of  intracyclic  bleeding. 

Indicates  probable  need  for 
more  estrogen. 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen 
and  moderate  progestogen 
dominance  (such  as  Ovulen  ) 


Age  21,  college  senior,  average 
build.  On  highly  progestogen- 
dominant/low-dose-estrogen  0 
for  six  months  Now  complains  of 
amenorrhea,  between-cycle 
headaches,  weight  gain. 

Indicates  probable  progestogen 
excess. 

1st  choice:  Switch  to  a center- 
spectrum  pill  (such  as  Ovulen'  ) 


Age  27,  slightly  overweight, 
multiparous.  Nausea  with  all  three 
pregnancies  and  with  a sequential 
O.C.  three  years  ago  Has  pre- 
menstrual fluid  retention  and 
leg  cramps. 

Indicates  probable  excess  of 
estrogen 

1st  choice:  A 50-mcg  -estrogen/ 
progestogen-dominant  pill 
(such  as  Demulen15) 


Fora  brief  summary 
of  prescribing  information, 
please  see  next  page. 


I Jvi  llP¥T^enter-Tectru^L* 

V-/  V Uid  1 for  most 

Each  white  tablet  contains  ethynodiol  diacetate  1 mg./mestranol  0.1  mg  ^ ; 

a moderately  v-.‘ 

flAmi  i|An  progestogen-dominant  O.C.  T 

L/Cl  I ILilCl  1 for  many 

Each  white  tablet  contains  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  inOvulen-28®  and  Demulen®-28  is  a placebo,  containing  no  active  ingredients 
Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 

F I Products  of  SEARLE  & CO. 

I San  iuan,  Puerto  Rico  00936 

1-^  • i a moderately 

l-H  estrogen-dominant  O.C. 

ELI  lOVlCi  C for  some 

Each  tablet  contains  norethynodrel  2. 5 mg./ mestranol  0.1  mg. 

I-T7TTrT"|  Product  of  Searle  Laboratories  Division 
— -—i  G.D.  SEARLE  & CO. 

P.O.  Box  5110,  Chicago,  Illinois  60680 

Where  "The  Pill"  Began 


a family  of  O.C.  products  to  help  you  match 
the  right  pill  to  the  right  patient 

Ovulen*  Demulen 

Each  white  tablet  contains  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg/mestranol  01  mg.  ethynodiol  diacetate  1 mg /ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  0vulen-28*and  Demulerf-28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
pnmate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
andstudiesof  morbidity  mthe  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives  There  have  been 
three  principal  studies  in  Britain13  leading  to  this  conclusion,  and  one1'  in  this 
country  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  associates4  in  the 
United  States  found  a relative  risk  of  4 4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
aredesirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated. it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time 

Precautions-The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len.  Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation,  in  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
Theage  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids 
Adverse  reactionsobserved  in  patients  receiving  oral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions,  neuro-ocular  lesions,  e g . retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching 
The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function,  increased  sulfobromophthalein  retention  and  other 
tests:  coagulation  tests,  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values,  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J Coll,  Gen  Pract  13  267-279  (May)  1967. 
2.  Inman,  W H W,  and  Vessey.  M P Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit  Med,  J 2 193-199 (April  27)  1968  3.  Vessey,  M P,  and  Doll,  R Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Further  Report,  Brit  Med  J 2651-65/  (June  14)  1969  4.  Sartwell, 
P,  E : Masi,  A T , Arthes,  F.  G.  Greene,  G R , and  Smith,  H.  E Thromboem- 
bolism and  Oral  Contraceptives  An  Epidemiologic  Case-Control  Study,  Amer, 
J Epidem  9(7365-380  (Nov)  1969 
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Enovid-E 

norethynodrel  2.5  mg,/mestranol  0 1 mg 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH) 
Indication -Enovid-E  is  indicated  for  oral  contraception 
The  Special  Note , Contraindications,  Warnings,  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E. 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories  Division 
G.D.  SEARLE  & CO. 

P.O.  Box  5110,  Chicago,  Illinois  60680 
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Epidemiology 


of  Urinary  Bladder  Cancer 
in  Oklahoma 


NABIH  R.  ASAL,  PhD 
STANLEY  W.  FERGUSON,  PhD 


A significant  increase  in  bladder  cancer 
mortality  with  degree  of  urbanization 
was  found  among  the  Oklahoma  white 
males.  Also,  a decrease  in  the  mortality 
experienced  by  the  Oklahoma  Indians 
during  this  study  period  was  observed 
to  be  a significant  finding. 

Urinary  bladder  cancer  is  one  in 

which  environmental  agents  have  been 
shown  to  be  very  important  in  the  etiology 
of  the  disease  and  in  reducing  the  risk  among 
those  exposed.  Although  the  total  death 
rates  for  bladder  cancer  for  both  males  and 
females  in  the  U.S.  and  Canada  have  shown 
no  increase  in  recent  years,  the  incidence 
rates  for  males  have  increased  while  those 
for  females  have  decreased.  Males  experience 
higher  rates  than  females  in  both  morbidity 
and  mortality  statistics.  This  sex  differen- 
tial appears  to  be  a universal  phenomenon. 
Also,  bladder  cancer  rates  appear  to  be  in- 
creased in  urban  communities  over  rural 
communities.7 

Mortality  data  from  bladder  cancer  ex- 

From  the  Department  of  Biostatistics  and  Epidemiology,  Col- 
lege of  Health,  University  of  Oklahoma  Health  Sciences  Center, 
and  from  the  Epidemiology  Division  of  the  Oklahoma  State 
Department  of  Health. 
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hibit  small  variations  in  rates  among  dif- 
ferent countries.  The  disease  appears  to  be 
low  in  Japan  and  high  in  England  and  Wales, 
Scotland,  Denmark  and  the  white  U.S.  popu- 
lation. In  the  light  of  the  variations  that 
exist  in  international  mortality,  racial  dif- 
ferences in  the  United  States  show  unusual 
trends.  Among  the  U.S.  males,  both  mor- 
tality and  incidence  are  higher  for  whites 
than  for  nonwhites ; however,  among  the  fe- 
males, the  higher  death  rates  appear  in  the 
nonwhite  population.  Other  racial  and  eth- 
nic groups  such  as  the  Japanese,  Chinese, 
American  Indians  and  the  foreign  born  re- 
port lower  mortality  from  bladder  cancer 
than  the  U.S.  white  males  or  native  born.11 

An  association  between  cigarette  smoking 
and  bladder  cancer  has  been  reported  by 
several  investigators.11’ 12’ 13' 17  However,  this 
association  does  not  seem  to  be  as  strong 
as  the  one  documented  between  smoking  and 
lung  cancer.  In  bladder  cancer  the  associa- 
tion with  cigarette  smoking  has  been  found 
only  among  male  patients  and  not  among  fe- 
male patients.  Other  variables  associated 
with  an  increase  in  risk  of  developing  blad- 
der cancer  are  religion  and  marital  status. 
The  rates  for  white  Protestants  are  higher 
than  other  faiths  and  the  rates  for  single  and 
divorced  males  are  higher  than  the  married.11 
Examination  of  the  frequency  of  bladder 
cancer  among  relatives  of  cases  revealed  no 
familial  aggregation  of  the  disease.11- 17 

Bladder  cancer  has  been  reported  in  in- 
creased frequency  among  certain  occupation- 
al groups.  For  instance,  several  studies  have 
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demonstrated  that  contact  with  benzidine, 
a-napthylamine,  /1-naphthylamine,  magenta, 
and  auramine  results  in  many  more  bladder 
tumors  in  workers  exposed  than  in  the  gen- 
eral population.4  This  increase  in  risk  has 
been  dramatically  demonstrated  in  several 
reports  from  England  and  Wales  among 
workers  employed  in  the  rubber  and  dye  in- 
dustries,4’ 5 and  since  the  manufacture  of 
/f/naphthylamine,  the  most  potent  compound, 
was  banned,  there  appears  to  be  a drastic 
reduction  in  the  risk  as  reflected  in  mortal- 
ity statistics.4  No  consistent  evidence  has 
been  found  to  implicate  aniline  as  an  occupa- 
tional hazard  in  bladder  cancer.3’  17  Shoe 
repairers  and  leather  workers  are  two  oc- 
cupational groups  reported  to  be  at  an  in- 
creased risk  of  developing  bladder  cancer.17 
Other  occupations  that  involve  painting, 
hairdressing,  textile  operations,  coal  mining 
and  plumbing  are  suspected  as  potential  haz- 
ards.17 Urinary  metabolities2- 15  as  well  as 
bladder  stones17  have  also  been  implicated 
in  bladder  cancer  etiology. 

Though  unimportant  in  the  U.S.,  schisto- 
somiasis continues  to  be  an  important  con- 
tributing factor  in  the  development  of  can- 
cer of  the  bladder  in  countries  where  the 
prevalence  of  this  parasite  is  high.10  In 
Egypt,  for  instance,  bladder  cancer  accounts 
for  about  11%  of  the  total  cancer  deaths, 
with  about  73%  of  the  cases  under  50  years 
of  age.1  Squamous  cell  carcinoma  of  the 
bladder  is  usually  the  cell  type  associated 
when  schistosomiasis  is  a possible  suspected 
etiological  factor  as  in  the  South  African 
Bantu.9  On  the  other  hand,  among  the  Ugan- 
da Africans,  only  34%  of  cancer  of  the  blad- 
der is  squamous  cell  in  origin.  Here,  no  direct 
association  with  schistosomiasis  has  been 
found  but  chronic  urinary  retention  has 
been  found  to  be  an  associated  etiological 
factor.8 

In  the  United  States,  aromatic  amines  will 
continue  to  be  a significant  public  health 
problem  in  carcinoma  of  the  bladder,  es- 
pecially since  the  use  of  these  substances  in 
food  and  cosmetic  dye  (as  impurities)  ex- 
tends this  environmental  hazard  to  the  gen- 
eral population.10 

The  purpose  of  this  report  is  to  document 
the  epidemiology  of  bladder  cancer  in  Okla- 
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homa  based  on  mortality  data  occurring  in 
Oklahoma  between  1956  and  1970  and  to 
determine  if  the  geographic  and  secular  vari- 
ations of  the  disease  delineate  areas  for  fur- 
ther epidemiologic  research. 

METHOD  OF  PROCEDURE 

Mortality  data  were  obtained  from  death 
certificates  filed  in  the  Office  of  Vital  Sta- 
tistics, Oklahoma  State  Department  of 
Health.  Information  from  all  resident  death 
certificates  filed  between  1956  and  1970  in- 
dicating bladder  cancer  as  the  underlying 
cause  of  death  was  transferred  to  IBM  cards 
for  tabulation.  The  international  classifi- 
cation of  disease  code  revised  in  1955  and 
1965  was  used  for  the  purpose  of  separating 
bladder  cancer  deaths  from  other  cancer 
deaths.  Utilization  of  both  revisions  was 
warranted  since  the  Oklahoma  State  Depart- 
ment of  Health  adopted  the  1965  revision 
during  the  1969  and  1970  calendar  years 
and  since  there  were  major  changes  in  cod- 
ing for  bladder  cancer  between  the  1955  and 
1965  revisions.  For  example,  the  interna- 
tional statistical  classification  (ISC)  code 
181  was  used  on  data  collected  from  1956 
to  1968  as  recommended  by  the  Seventh  Re- 
vision, while  the  ISC  Code  188  was  used  on 
data  collected  during  1969  and  1970  as  rec- 
ommended by  the  Eighth  Revision. 

The  data  were  analyzed  according  to  sex, 
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race,  and  year  of  death  for  the  purpose  of 
establishing  secular  trends.  Annual  death 
rates  by  sex  for  the  total  population  as  well 
as  average  annual  death  rates  for  the  three 
five-year  periods  (1956-1960,  1961-1965, 

and  1966-1970)  were  also  computed  so  that 
time  trends  could  be  examined  annually  and 
for  the  three  five-year  time  periods. 

Bladder  cancer  deaths  and  death  rates  by 
age,  sex,  and  race  for  the  15-year  period 
studied  are  presented  so  that  the  distribu- 
tion of  deaths  by  the  age  groups  <35,  35- 
44,  45-54,  55-64,  65-74  and  75 4-  could  be 
shown  for  white  males,  white  females,  non- 
white males,  and  nonwhite  females. 

The  Oklahoma  resident  population  by  age, 
sex,  race  and  county  was  estimated  from 
the  1950,  1960  and  1970  population  censuses. 

Ideally,  we  would  like  to  determine  wheth- 
er the  disease  frequency  formed  patterns  of 
irregular  distribution  or  was  randomly 
distributed  within  the  State  of  Oklahoma 
among  the  seventy-seven  counties.  There- 
fore, based  on  the  mortality  experience  of 
the  total  Oklahoma  population  from  bladder 


cancer  over  the  15-year  period  studied,  the 
expected  number  of  bladder  cancer  deaths 
was  estimated  for  each  county  based  on  the 
proportion  of  people  in  the  state  living  in 
that  particular  county.  A standard  mortal- 
ity ratio  was  then  tabulated  for  each  county 
using  the  observed  number  of  deaths  for 
the  particular  county  as  the  numerator  and 
the  expected  number  of  bladder  cancer 
deaths  as  the  denominator.  The  ratio  of  ob- 
served to  expected  deaths  was  then  multi- 
plied by  100  to  obtain  the  standard  mortality 
ratio  for  the  county.  If  the  observed  and 
expected  number  of  deaths  are  equal,  a 
standard  mortality  ratio  of  100  would  be 
obtained ; while  an  excess  of  observed  deaths 
would  produce  a ratio  greater  than  100  and 
thus,  indicate  an  area  of  excess  bladder  can- 
cer mortality.  Conversely,  a mortality  ratio 
less  than  100  indicates  an  area  of  low  blad- 
der cancer  mortality. 

In  addition,  average  annual  age-adjusted 
death  rates  by  county  for  the  1956-1965  pe- 
riod were  tabulated.  The  counties  were  di- 
vided into  quartiles.  Counties  in  the  upper 


Table  1 

Bladder  Cancer  deaths  by  sex,  race  and  year,  and  death 
rates  for  the  total  population  by  year 
Oklahoma,  1956  - 1970 
(Rates  Per  100,000  Population) 


Year  of 

White 

Black 

Indian 

Total 

(deaths) 

Total 

(rates) 

death 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

1956 

43 

25 

3 

3 

— 

— 

46 

28 

4.1 

2.4 

1957 

40 

19 

4 

1 

— 

1 

44 

21 

3.9 

1.8 

1958 

54 

31 

1 

2 

1 

— 

56 

33 

4.9 

2.8 

1959 

53 

26 

2 

1 

1 

— 

56 

27 

4.9 

2.3 

1960 

55 

27 

2 

1 

— 

1 

57 

29 

5.0 

2.5 

1956-1960 

245 

128 

12 

8 

2 

2 

259 

138 

4.5* 

2.4* 

1961 

36 

23 

4 

4 

1 

1 

41 

28 

3.5 

2.4 

1962 

70 

26 

2 

2 

— 

— 

72 

28 

6.2 

2.3 

1963 

63 

37 

7 

2 

— 

1 

70 

40 

6.0 

3.3 

1964 

66 

34 

4 

3 

1 

2 

71 

39 

6.0 

3.2 

1965 

64 

30 

5 

3 

— 

— 

69 

33 

5.8 

2.7 

1961-1965 

299 

150 

22 

14 

2 

4 

323 

168 

5.4* 

2.8* 

1966 

68 

32 

3 

1 

— 

— 

71 

33 

5.9 

2.6 

1967 

69 

32 

3 

4 

— 

— 

72 

36 

5.9 

2.8 

1968 

59 

24 

3 

2 

1 

1 

63 

27 

5.1 

2.1 

1969 

70 

41 

7 

5 

1 

— 

78 

46 

6.3 

3.5 

1970 

72 

33 

5 

5 

1 

— 

78 

38 

6.3 

2.9 

1966-1970 

338 

162 

21 

17 

3 

1 

362 

180 

5.9* 

2.8* 

1956-1970 

882 

440 

55 

39 

7 

7 

944 

486 

5.3* 

2.7* 

^Average  annual  rate 
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quartile  were  considered  high  counties  while 
counties  in  the  lower  quartile  were  consid- 
ered low  counties.  The  presence  of  two  or 
three  adjacent  counties  in  the  upper  quartile 
were  considered  a “cluster.” 

Another  method  was  used  to  detect  pres- 
ence or  absence  of  geographic  clustering  by 
examining  the  degree  of  association  between 
rates  for  males  and  females.  The  presence 
of  geographic  clustering  due  to  environment- 
al factors  would  be  indicated  by  the  simi- 
larity between  the  male  and  female  death 
rates.  This  degree  of  association  or  corre- 
lation between  the  male  and  female  death 
rates  was  tested  by  the  Kendall  method.16 

Differences  between  mortality  in  urban 
and  rural  areas  were  examined  by  grouping 
the  counties  of  the  state  into  metropolitan, 
non-metropolitan  and  rural  counties  such  as : 

1.  30,000-32,500  as  metropolitan 

2.  15,000-30,000  as  non-metropolitan 

3.  Less  than  15,000  as  rural 

The  male  and  female  average  annual  age- 
adjusted  death  rates  by  county  were  ranked 
and  tested  by  the  Kruskal-Wallis  rank  test.16 

RESULTS 

Bladder  cancer  deaths  by  sex,  race  and 
year  as  well  as  deaths  and  rates  for  the  total 
population  by  year,  from  1956  through  1970, 


are  presented  in  Table  1.  Average  annual 
death  rates  by  five-year  periods  and  for  the 
fifteen-year  study  period  are  also  presented. 
It  is  worth  noting  from  the  data  presented 
in  this  table  that  the  average  annual  death 
rates  for  bladder  cancer  are  5.3  and  2.7  for 
males  and  females  respectively.  The  annual 
rates  in  males  reflect  a slight  increase  in 
mortality  over  the  fifteen-year  period.  This 
increase  is  evident  if  we  compare  the  average 
annual  rates  for  the  1956-60  (4.5),  1961-65 
(5.4),  1966-70  (5.9)  time  periods.  This  in- 
crease is  also  reflected  in  the  total  number 
of  deaths  occurring  in  each  of  the  three,  five- 
year  periods.  Though  rates  were  not  tabu- 
lated by  race  the  data  indicate  that  less  than 
8%  of  the  total  deaths  occurred  among  the 
nonwhite  population  (108  of  1430).  The 
nonwhite  population  is  a mixture  of  blacks 
and  Indians.  Of  the  total  population,  blacks 
account  for  about  6.6%  of  the  population, 
while  the  Indians  number  about  2.7%.  How- 
ever, the  proportional  death  rate  from  blad- 
der cancer  by  race  is  interesting  in  that 
92.5%  of  the  deaths  occurred  among  the 
white,  6.6%  among  the  blacks  and  only 
1.0%  among  the  Indian  population.  Also, 
the  annual  death  rates  for  the  white  males 
are  approximately  twice  the  female. 

In  Table  2 we  observe  bladder  cancer,  age- 
sex-race  specific  death  rates  by  three  five- 
year  periods  as  well  as  the  age-adjusted 
death  rates  for  the  white  males,  white  fe- 


Table  2 

Age-Sex-Race  Death  Rates  for  Bladder  Cancer 
Oklahoma:  1956-1970 
(Rates  Per  100,000  Population) 


White  Male 

White  Female 

Age 

1956-60 

1961-65 

1966-70 

1956-60 

1961-65 

1966-70 

35-44 

0.7 

1.5 

2.4 

1.4 

2.2 

0.8 

45-54 

14.3 

12.1 

12.8 

5.6 

7.6 

4.6 

55-64 

49.4 

69.1 

55.6 

17.0 

24.9 

15.1 

65-74 

132.9 

147.5 

164.2 

46.7 

43.4 

53.7 

75  + 

255.2 

283.3 

348.8 

140.5 

140.9 

144.1 

A.A.D.R.* 

24.1 

27.6 

29.8 

10.5 

11.3 

10.7 

Non  White  Male 

Non  White  Female 

Age 

1956-60 

1961-65 

1966-70 

1956-60 

1961-65 

1966-70 

35-44 

0.0 

10.1 

0.0 

0.0 

0.0 

0.0 

45-54 

19.9 

10.0 

0.0 

0.0 

8.4 

7.8 

55-64 

60.7 

90.6 

52.2 

45.3 

20.1 

34.3 

65-74 

49.3 

110.7 

147.5 

78.7 

118.0 

77.7 

75  + 

90.9 

186.6 

193.0 

29.7 

148.5 

133.5 

A.A.D.R.* 

14.3 

24.5 

12.7 

10.2 

15.7 

13.9 

*Age  adjusted  death  rates  based  on  the  1960  state  white  males  as  the  standard  population. 


412 


Oklahoma  State  Medical  Association 


males,  nonwhite  males  and  nonwhite  fe- 
males. Since  very  few  deaths  occurred  be- 
fore the  age  of  35  years,  rates  were  calculated 
only  for  the  age  groups  35  and  over.  It  is 
clear  from  the  data  that  the  period  age-sex- 
race  specific  death  rates  increased  exponen- 
tially with  age,  with  the  75  years  of  age  and 
older  group  experiencing  the  highest  mor- 
tality. This  increase  is  consistent  for  each 
of  the  four  sex-race  groups.  The  age-adjust- 
ed death  rates  show  a consistent  increase 
only  for  the  white  male  population.  This 
increase,  however,  was  slight  (24.1  to  27.6 
to  29.8). 

Figure  1 shows  the  geographic  distribu- 
tion of  mortality  as  expressed  in  standard 
mortality  ratios.  Counties  reporting  stand- 
ard mortality  ratios  above  one  hundred  re- 
flect an  increase  in  the  observed  mortality 
above  that  which  would  have  been  expected 
had  the  Oklahoma  experience  prevailed 
equally  for  each  of  the  counties  in  the  state. 
Conversely,  standard  mortality  ratios  be- 
low 100  reflect  a decrease  in  the  observed 
mortality.  Ratios  that  approximate  100  re- 
flect a mortality  experience  similar  to  that 
for  the  state.  It  is  obvious  from  data  pre- 
sented in  Figure  1 that  counties  experienc- 
ing high  or  low  standard  mortality  ratios 
from  bladder  cancer  in  Oklahoma  are  rep- 
resented in  every  geographic  area  of  the 
state.  However,  there  appear  to  be  a num- 
ber of  counties  experiencing  unusually  high 
ratios  worthy  of  mentioning.  Woods  county 


experienced  a SMR  of  about  403,  Coal  coun- 
ty 310,  Pawnee  283,  Delaware  224,  Logan 
219,  Noble  203  and  Pushmataha  200.  These 
SMR’s  reflect  an  increase  in  the  observed 
mortality  over  the  expected  by  at  least  100%. 
On  the  other  hand  the  western  and  south- 
western geographic  areas  of  the  state  are 
over-represented  by  counties  experiencing 
extremely  low  standard  mortality  ratios 
such  as  Jackson  county  25,  Washita  27, 
Dewey  31,  Murray  33,  Ellis  33,  Greer  41, 
Comanche  43  and  Cotton  46.  These  clear- 
ly reflect  a decrease  in  the  observed  over 
expected  greater  than  50%. 

Figures  2 and  3 are  average  annual  age- 
adjusted  death  rates  for  each  of  the  77  coun- 
ties. The  white  male  geographic  distribu- 
tion of  age-adjusted  mortality  shows  the 
disease  to  be  more  prevalent  in  the  North 
central  counties  of  the  state  (Fig  2), 
while  for  white  females,  a random  distribu- 
tion is  reported  with  one  high  rate  area  lo- 
cated in  the  south  central  counties  (Fig  3). 

Table  3 presents  the  mean,  average,  an- 
nual, age-adjusted  death  rates  by  sex  of  the 
white  population  and  degree  of  urbanization 
for  Oklahoma  counties.  The  mean  adjusted 
death  rates  increased  with  degree  of  ur- 
banization from  4.0  to  4.8  to  6.6  for  the 
males  and  from  2.2  to  2.1  to  2.4  for  the 
females.  This  difference  was  significant  for 
the  females  ( p = C.005)  and  highly  sig- 
nificant for  the  males  p = <.001. 

The  Kendall  rank  correlation  coefficient 
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used  to  detect  the  presence  or  absence  of 
geographic  clustering  by  examining  the  de- 
gree of  association  between  white  male  and 
female  death  rates  was  0.09154  and  the  Z 
value  of  1.178  was  found  not  to  be  signifi- 
cant, indicating  an  absence  of  geographic 
clustering  due  to  environmental  factors. 

DISCUSSION 

Some  of  the  striking  features  reported  in 
the  literature  on  the  epidemiology  of  bladder 
cancer  are  the  small  variations  that  exist  in 
the  age-adjusted  death  rates  reported  among 
countries,  the  increase  in  risk  associated 
with  occupational  hazards  and  the  mounting 
evidence  that  smoking  is  associated  with 
this  disease.  In  addition  there  are  differ- 
ences that  exist  in  mortality  from  bladder 
cancer  by  age,  sex,  race,  socioeconomic  group 
and  urban-rural  population.  Most  of  this 
evidence  has  been  accumulating  from  several 
sources  of  data;  from  mortality  as  well  as 
morbidity  data,  from  case-control  studies 
and  from  special  types  of  studies  in  several 
communities  by  different  investigators. 


The  findings  of  this  study  are  consistent 
with  the  general  epidemiologic  features  of 
this  disease  reported  elsewhere.  However, 
to  better  understand  the  results  presented 
here  it  is  worth  examining  some  of  the  dif- 
ficulties inherent  in  the  interpretation  of 
mortality  data  in  general  and  bladder  can- 
cer in  particular. 

Mortality  data  give  some  information  on 
the  incidence  of  bladder  cancer  in  Oklahoma 
but  for  obvious  reasons  this  type  of  infor- 
mation is  somewhat  unreliable.  There  is  the 
problem  that  arises  from  the  early  and  ef- 
ficient diagnosis  and  treatment  of  bladder 
cancer  especially  during  the  papilloma  stage 
that  often  prevents  the  appearance  of  these 
cases  on  the  death  certificate.  Hence  mor- 
tality statistics,  such  as  the  data  presented 
here,  give  us  a biased  estimate  of  the  true 
incidence  of  the  disease.  Another  factor  to 
consider  in  interpreting  mortality  data  from 
bladder  cancer  is  the  varying  concepts  and 
difficulties  in  distinguishing  between  benign 
and  papillary  tumors  of  the  bladder  which 
necessitated  the  World  Health  Organization 
Subcommittee  on  Cancer  Statistics  to  rec- 
ommend the  inclusion  of  all  cases  of  bladder 
cancer,  benign  and  malignant,  in  the  statis- 


Average  Annual  Age  Adjusted  Death  Rate 
Oklahoma,  1956—65 
Rates  Per  100,000  Population 


LOWER  QUARTI LE 
0.0— 2.6 

STATE  RATE  5.2 


2.  Average  annual  age-adjusted  death  rate  for  cancer  of  the  bladder  by  County,  Oklahoma.  White  Males, 
1956-1965. 
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Average  Annual  Age  Adjusted  Death  Rate 
Oklahoma,  1956—65 
Rates  Per  100,000  Population 


3.  Average  annual  age-adjusted  death  rate  for  cancer  of  the  bladder  by  County,  Oklahoma.  White  fe- 
males, 1956-1965. 


tical  tabulations.  Unfortunately  for  the  data 
presented  here,  the  histological  information 
was  not  available  for  us  to  ascertain  the 
nature  of  these  data. 

Another  major  difficulty  in  interpreting 
data  on  bladder  cancer  based  on  mortality 
statistics  is  the  fact  that  we  have  evidence 
to  show  now  that  more  than  one  “cause”  for 
this  disease  exists.  Such  causes  as  bilhar- 
ziasis  (non-existent  in  the  U.S.),  occupation- 
al industrial  hazards,  and  smoking  have  been 
documented.  The  presence  or  absence  of 
any  of  these  factors  in  a given  community 
or  the  level  by  which  any  of  these  factors 
operates  to  affect  the  frequency  of  this  dis- 
ease is  difficult  to  assess.  Therefore  inter- 
pretation of  bladder  cancer  data  must  be 
approached  with  caution. 

In  the  Oklahoma  experience  the  male 
crude  annual  death  rates  over  the  fifteen- 
year  period  studied  reflect  a stable  rate  with 
a slight  increase.  The  increase  becomes  evi- 
dent when  the  rates  of  the  three,  five-year 
periods  are  compared.  For  the  United  States 
population,  the  death  rates  have  been  stable 
while  the  incidence  rates  have  shown  a rap- 
id rise.  As  far  as  the  Oklahoma  female  ex- 
perience is  concerned  the  crude  annual  death 


rates  have  remained  stable  in  contrast  to 
the  U.  S.  decline  in  mortality. 

Age-specific  death  rates  for  the  white 
and  nonwhite  populations  show  a risk  that 
appears  after  age  35  years,  and  increases 
exponentially  with  age.  This  risk  may  re- 
flect a cumulative  environmental  hazard  ex- 
pressed in  the  older  population  which  seems 
to  affect  males  with  greater  frequency  than 
females  as  indicated  by  the  age-sex-race 
specific  death  rates.  This  type  of  age-sex 
differential  is  consistent  with  an  occupa- 
tional or  industrial  hazard  as  the  primary 

Table  3 


Mean  Average  Annual  Age-adjusted  Death  Rates  by 
Sex  of  White  Population  and  Degree  of  Urbanization  for 
Oldahoma  Counties,  1956-65 


Cancer 

Site 

Degree  of  Urbanization 

Kruskall- 

Wallis 

Test 

Metro- 

politan 

Non  metro- 
politan 

Rural 

Sex 

Mean 

Mean 

Mean 

Bladder 

Male 

6.6 

4.8 

4.0 

15.24  xxx 

Cancer 

Female 

2.4 

2.1 

2.2 

6.36  x 

Chi-Square  Values  xxx  p < 0.001 
x p < 0.05 
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risk  factor  operating  in  the  etiology  of  blad- 
der cancer. 

Another  feature  of  the  epidemiology  of 
bladder  cancer  that  appears  in  the  Oklahoma 
data  as  well  as  the  U.  S.  data  is  the  fact 
that  the  mortality  risk  (age-specific  death 
rates)  is  higher  for  non  white  than  for  whites 
among  the  younger  persons,  but  the  reverse 
is  true  for  older  persons.  However,  the 
overall  age-adjusted  death  rates  are  higher 
for  white  than  nonwhite  males,  but  are  about 
the  same  for  the  females,  both  whites  and 
nonwhites.  The  Oklahoma  nonwhite  popu- 
lation is  unique  in  that  it  constitutes  two 
distinct  racial  groups;  the  Negro  population 
which  makes  up  6.6%  of  the  total  state  pop- 
ulation and  the  Indian  population  which  is 
less  than  3%.  However,  non  white  bladder 
cancer  deaths  reflect  primarily  the  experi- 
ence of  the  black  population  as  the  Indian 
population  is  under-represented  in  the  mor- 
tality experience.  This  is  not  unusual,  as 
the  Indian  population  is  reported  to  have 
experienced  reduced  mortality  from  many 
other  cancer  sites  and  hence  may  reflect  more 
the  experience  of  oriental  countries  than 
western  countries. 

The  high  male-female  sex  ratios  for  blad- 
der cancer  in  Oklahoma  among  the  white 
population  is  consistent  with  the  findings 
reported  elsewhere.  If  the  evidence  already 
reported  on  the  association  of  tobacco  with 
increase  in  bladder  cancer  deaths  continues 
to  mount,  this  2:1  sex  ratio  perhaps  will 
increase  in  the  future  to  approximate  that 
for  lung  cancer.  Considering  that  occupa- 
tional hazards  implicated  in  the  etiology  of 
bladder  cancer  continue  to  be  reduced,  the 
influence  of  other  factors  such  as  cigarette 
smoking  and  air  pollution  becomes  clearer 
to  delineate. 

The  geographic  distribution  of  bladder 
cancer  by  county  in  Oklahoma  has  been  ex- 
pressed by  standard  mortality  ratios.  Out- 
standing among  these  ratios  is  the  high 
SMR  in  Woods  county  (403),  Coal  (310), 
Pawnee  (283),  Delaware  (224),  Logan 
(219),  Noble  (203),  and  Pushmataha  (200), 
three  of  which  cluster  in  one  geographic 
area.  All  of  these  counties  have  experienced 
mortality  during  the  last  fifteen  years  that 
exceeded  the  expected  by  at  least  100%. 
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Since  the  Kendall  rank  correlation  coef- 
ficient for  white  male  and  female  death  rates 
by  county  was  very  low  and  not  significant, 
an  unusual  environmental  hazard  distributed 
in  the  state  is  unlikely  to  be  affecting  the 
geographic  distribution  of  bladder  cancer 
in  Oklahoma.  However,  the  highly  signifi- 
cant urban-rural  differences  in  mortality  in 
Oklahoma  for  the  males  suggest  a possible 
industrial  hazard  concentrated  in  urban  com- 
munities as  the  primary  risk  factor  in  Okla- 
homa. More  refined  quantitative  studies 
are  needed  to  specifically  delineate  such  risk 
factors. 

SUMMARY 

Deaths  from  urinary  bladder  cancer  oc- 
curring to  residents  of  Oklahoma  from  1956- 
1970  were  analyzed.  Age-specific  death 
rates  and  age-adjusted  rates  were  tabulated 
for  three,  five-year  periods  by  sex  and  race. 
A standard  mortality  ratio  as  well  as  an  av- 
erage, annual,  age-adjusted  death  rate  by 
county  were  tabulated  and  plotted  on  Okla- 
homa maps. 

An  increase  was  reported  in  the  annual 
death  rate  for  the  males  over  the  fifteen 
year-period,  while  there  was  no  increase  for 
the  female  rates.  Twice  as  many  deaths  oc- 
curred among  the  males  as  the  females  in 
both  actual  deaths  and  in  the  death  rates. 
Almost  all  bladder  cancer  deaths  occurred  in 
the  35  years  of  age  and  over  group.  There 
was  also  an  increase  in  the  average,  annual, 
age-adjusted  death  rates  by  sex  and  degree 
of  urbanization  for  Oklahoma  counties.  This 
increase  was  highly  significant  for  males 
and  seems  to  suggest  an  industrial  hazard  op- 
erating in  urban  communities  to  be  influenc- 
ing the  mortality  from  the  disease  in  Okla- 
homa. 

The  geographic  distribution  of  the  dis- 
ease by  county  delineated  several  counties 
with  elevated  mortality  and  which  need 
further  studies.  Another  significant  find- 
ing was  the  low  mortality  experienced  by 
the  Indian  population  of  Oklahoma.  □ 
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Pulmonary  Penicilliosis: 

A Case  Presentation  and  A Review  of  the  Literature 


GERRY  L.  MADDOUX,  MD 
JOHN  A.  MOHR,  MD 
HAROLD  G.  MUCHMORE,  MD 

Saprophytic  “non-pat  ho  genic”  fungi  are 
not  infrequently  cultured  from  patients 
with  pulmonary  disease.  These  organisms 
are  usually  discarded  as  contaminants 
when  in  fact  they  may  be  the 
cause  of  serious  disease. 

INTRODUCTION 

The  SAPROPHYTIC,  nonpathogenic  fungi 
are  cultured  not  infrequently  from  sputum 
and/or  tracheobronchial  washings  from 
patients  with  chronic  cavitary  pulmon- 
ary disease  and  those  with  neoplastic 
diseases.  Many  times  the  organism  is  re- 
garded as  either  a laboratory  contaminant 
or  as  a harmless,  transient  resident  of  the 
pulmonary  destructive  focus.  However,  in 
very  rare  cases,  and  for  dubious  reasons 
generally,  these  infections  that  have  been 
regarded  with  so  much  disrespect  may 
spread  rampantly  with  the  virulence  of  the 
most  destructive  pathogens.  The  mode  and 
extent  of  dissemination  is  not  predictable 

From  the  University  of  Oklahoma  Health  Sciences  Center,  800 
N.  E.  13th  Street.  Oklahoma  City,  Oklahoma  73104  and  the 
Veterans  Administration  Hospital,  921  N.  E.  13th  Street,  Okla- 
homa City.  Oklahoma  73104. 
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and  the  infection  may  vary  from  a single 
chronic  pulmonary  focus  to  fungemias  and 
mycetomas.  Most  of  the  severe  mycotic  in- 
fections involving  the  saprophytic  fungi 
have  been  those  of  Aspergillus  sp.,  Phyco- 
mycetes  and  Candida  sp.  The  incidence  of 
Penicillium  infection  has  not  been  consid- 
ered alarming  and  this  organism  is  almost 
routinely  regarded  as  a contaminant  when 
isolated  from  sputum. 

It  is  the  purpose  of  this  paper  to  present 
a case  of  penicilliosis  following  the  treat- 
ment of  pulmonary  histoplasmosis  and  to 
present  a review  of  the  literature.  We  would 
like  to  submit  the  idea  that  the  so-called 
“nonpathogenic  fungi”  may  play  a very  im- 
portant role  in  the  overall  destructive  proc- 
ess in  cavitary  pulmonary  disease. 

CASE  REPORT 

This  56-year  old  Caucasian  male,  retired 
carpenter,  was  admitted  to  the  Oklahoma 
City  Veterans  Administration  Hospital  five 
times  in  the  last  six  years.  His  admissions 
are  listed  in  chronologic  order  with  pertinent 
history,  physical  findings  and  laboratory 
data. 

First  Admission  (10/13/65-  10/29/65): 

The  patient  was  admitted  for  evaluation 
of  complaints  of  generalized  weakness,  ma- 
laise, anorexia,  night  sweats  and  28-pound 
weight  loss  over  the  past  eight  months.  He 
had  experienced  progressive  dyspnea  to  the 
point  of  dyspnea  with  mild  exertion  and  he 

Oklahoma  State  Medical  Association 


was  forced  to  relinquish  his  job  because  of 
weakness.  He  also  complained  of  a cough, 
productive  of  two  - three  tablespoons  of  yel- 
low-green sputum  per  day  for  the  preceding 
two  months  but  denied  hemoptysis  or  chest 
pain.  The  patient  had  a smoking  history  of 
30-pack  years. 

Physical  examination  revealed  a well-de- 
veloped, well-nourished,  thin  white  male  in 
no  apparent  distress.  Vital  signs  were  as 
follows:  blood  pressure  160/80  mm  Hg, 
pulse  100/min.  and  regular,  oral  temperature 
36.9  degrees  Centigrade  and  respiratory 
rate  14/min.  Pertinent  physical  findings  in- 
cluded an  increased  anterior/posterior  di- 
ameter of  the  chest  with  moderate  use  of  the 
accessory  muscles  of  respiration.  The  lung 
fields  were  hyperresonant  to  percussion  and 
tactile  fremitus  and  respiratory  sounds  were 
diminished  bilaterally.  There  were  no  rales 
or  rhonchi. 

The  chest  roentgenograms  showed  moder- 
ate bilateral  fibronodular  changes  in  the 
upper  lobes  with  calcifications  in  both  hilar 
areas.  Histoplasmin  and  purified  protein 
derivative  (PPD)  skin  tests  were  positive 
and  the  coccidioidin  test  was  negative.  Num- 
erous sputum  cultures  yielded  no  growth  of 
acid-fast  bacilli  or  fungi.  Fungal  serology 
was  negative.  The  patient  was  released  with- 
out a diagnosis  and  on  no  therapy  and  was 
to  be  seen  as  an  outpatient  in  the  chest  clinic. 
Second  Admission  (11/5/65  - 11/20/65): 

The  patient  was  admitted  for  cholecystec- 
tomy. His  chest  x-ray  revealed  no  changes 
and  a sputum  series  was  negative. 

Third  Admission  (2/20/67  - 3/4/67)  : 

The  patient  was  readmitted  for  evaluation 
of  continued  weakness  and  inability  to  gain 
weight.  His  sputum  production  had  in- 
creased to  two  cups  of  white  sputum  per  day. 
He  denied  night  sweats,  hemoptysis,  chills, 
fever  and  weight  loss. 

Physical  findings  were  unchanged  except 
for  scattered  rhonchi  throughout  both  bases 
and  moist  inspiratory  rales  at  the  left  base. 
A chest  x-ray  revealed  bilateral  apical  in- 
filtrates and  laminography  showed  early 
cavitation  of  these  lesions.  Extensive  sputum 
studies  were  negative  for  acid-fast  bacilli 
and  fungi.  The  histoplasma  hemagglutina- 
tion titer  was  1 :32  and  all  other  serologic 
and  cytologic  studies  were  negative.  The 


patient  was  again  discharged  without  ther- 
apy. 

Fourth  Admission  (2/28/68-  7/19/68): 

The  patient  was  admitted  for  evaluation 
of  persistent  bilateral  apical  infiltrates  and 
numerous  small  cavitations — thought  to  be 
enlarging — in  the  apex.  He  denied  any  ac- 
centuation of  symptoms  and  specifically  de- 
nied hemoptysis,  night  sweats,  chills,  ortho- 
pnea and  edema. 

Physical  examination  revealed  a poorly- 
nourished,  white  male  who  appeared  chron- 
ically ill.  Vital  signs  were  normal.  Addi- 
tional pertinent  findings  included  shotty  an- 
terior and  posterior  cervical  lymph  nodes, 
approximately  four  - six  centimeters  in  size. 
There  was  a grade  III/IV,  blowing,  systolic 
murmur  heard  over  the  cardiac  apex.  There 
was  mild  clubbing  of  the  digits. 

A chest  roentgenogram  showed  bilateral, 
apical,  fibrotic  infiltrates  with  multiple 
cavities  in  the  left  upper  lobe.  Laminography 
confirmed  the  presence  of  a 3 X 6 centimeter 
cavity.  The  histoplasma  hemagglutination 
titer  was  1 :64;  other  fungal  titers  were  neg- 
ative. Both  histoplasmin  and  PPD  skin  tests 
remained  positive.  Histoplasma  capsulation 
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was  cultured  readily  from  sputum  on  11  oc- 
casions and  Penicillium  sp.  was  grown  eight 
times,  twice  alongside  H.  capsulation.  The 
patient  received  a course  of  2350  milligrams 
of  amphotericin  B intravenously  without 
untoward  effects  and  showed  considerable 
improvement.  All  fungal  serologic  studies 
were  negative  after  this  course  of  therapy 
and  the  patient  was  discharged. 

During  the  following  three  years  the  pa- 
tient continued  to  do  well  until  approximate- 
ly six  months  prior  to  the  fifth  admission 
when  he  developed  a productive  cough.  The 
sputum  was  thick  and  yellow.  Gram  stains 
of  sputum  revealed  septate  hyphae  and  very 
few  Gram  positive  cocci.  The  cultures  were 
negative  for  acid-fast  bacilli  and  H.  capsu- 
lation. During  this  period  all  cultures  again 
grew  Penicillium  sp. 

Fifth  Admission  (8/30/71  - 9/26/71) 

The  patient  was  admitted  for  re-evalua- 
tion. His  physical  findings  were  unchanged. 
He  was  moderately  active  and  in  very  good 
spirits  despite  his  copious  production  of 
sputum  and  frequent  hemoptysis. 

A chest  x-ray  showed  fibronodular  infil- 
trates with  considerable  bleb  formation  in 
both  upper  lobes.  In  the  posteriolateral  por- 
tion of  the  right  upper  lobe  there  was  a large 
cavity  with  some  surrounding  infiltrate. 
Sputum  cytologic  and  fungal  serologic 
studies  were  negative.  Fiberoptic  broncho- 
scopy revealed  a collapsed  right  middle  lobe 
bronchus  with  atelectasis  of  the  lateral  di- 
vision of  the  right  middle  lobe.  The  broncho- 
scopic  aspirate  was  cultured  and  grew  Peni- 
cillium sp.  Twenty  sputums  were  negative 
for  acid  fast  bacilli  and  H.  capsulatum,  but 
Penicillium  sp.  was  grown  repeatedly. 

Even  though  tissue  section  cultures  were 
not  possible  in  this  case  the  fact  that  bron- 
choscopic  aspirate  from  the  involved  area 
and  repeated  sputum  cultures  yielded  Peni- 
cillium sp.,  it  was  diagnosed  as  pulmonary 
penicilliosis.  It  was  postulated  that  the  in- 
fection was  established  in  the  chronic  de- 
structive process  of  histoplasmosis  and 
gained  a firm  foothold  when  the  histoplasma 
organism  was  eradicated.  The  patient  was 
treated  with  tolerance  levels  of  potassium 
iodide.  Since  the  initiation  of  potassium  io- 
dide therapy  (three  months)  not  only  has 
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the  hemoptysis  and  sputum  production  es- 
sentially stopped  but  the  fibronodular  in- 
filtrate, especially  surrounding  the  cavity, 
has  improved.  Sputum  cultures  have  re- 
mained negative  for  acid  fast  bacilli  and 
fungi. 

DISCUSSION 

Penicillium  sp.  has  been  implicated  as  the 
causative  organism  in  a wide  variety  of  in- 
fections. Many  of  these  have  occurred  in 
otherwise  healthy  individuals  with  no  signs 
of  immunologic  deficiency.  Specifically, 
penicillium  has  been  implicated  in  erysipe- 
las,1 bronchial  asthma,2  urinary  tract  infec- 
tions3 and  superficial  infections  of  hair,  skin 
and  nails.3  Penicillium,  along  with  many 
other  saprophytic  fungi,  has  been  respon- 
sible for  several  reported  cases  of  ear  infec- 
tions. Polyanskiy4  was  the  first  to  report  a 
case  of  this  type;  a temporal  lobe  penicil- 
lium abscess  complicating  otitis  media.  A 
case  of  otitis  externa  with  the  same  organ- 
ism was  reported  the  following  year.5  Smyth6 
examined  282  patients  with  chronically  in- 
fected, postoperative  mastoid  cavities  who 
were  resistant  to  conventional  therapy.  He 
was  able  to  diagnose  saprophytic  fungal  in- 
fection in  26%.  Two  of  these  patients  were 
found  to  be  infected  with  Penicillium  sp. 
Morriss  and  Spock7  recently  reported  fatal 
mycotic  infection  of  the  maxillary  and  eth- 
moid sinuses,  orbit  and  cerebral  arteries 
with  Penicillium  following  the  extraction  of 
a deciduous  tooth  in  an  11-year  old  boy.  The 
invasive  process  spread  rapidly  despite  vig- 
orous amphotericin  B therapy. 

In  addition  to  various  infectious  processes, 
Penicillium  has  been  implicated  in  other 
pathologic  conditions.  Airborne  molds,  in- 
cluding Penicillium,  have  been  considered 
among  the  most  important  inhalent  aller- 
gens in  cases  of  respiratory  allergy.8  It  has 
also  been  proposed  as  a causal  factor  by  sev- 
eral authors9’ 10  in  cases  of  atopic  dermatitis. 

By  far  the  greatest  number  of  reported 
Penicillium  infections  are  bronchopulmon- 
ary in  nature.  At  least  11,  culture  proven, 
clinical  cases6’ 11-20  of  such  infections  are  de- 
scribed in  the  literature.  It  has  been  postu- 
lated21' 22’ 23  that  the  incidence  of  secondary 
mycotic  infections  has  increased  since  the 
use  of  antibiotics,  antimetabolites  and  ste- 
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roids  in  cancer  patients.  However,  of  the 
bronchopulmonary  cases  reported,  eight 
were  reported  before  the  antibiotic  era 
and  five  patients  had  no  underlying  dis- 
ease.5- 12>  13- 15-20  The  clinical  symptoms  in 
these  patients  consisted  of  cough,  expectora- 
tion, hemoptysis  and  weight  loss.  The  radio- 
logic  features  may  be  either  those  of  focal 
pneumonitis  or  cavitation.  The  clinical  find- 
ings are  compatible  with  pulmonary  tuber- 
culosis or  aspergillosis  and  a definite  clin- 
ical diagnosis  cannot  be  made  without  cul- 
tures and  identification  of  the  organism. 

Therapy  of  pulmonary  penicilliosis  is  not 
well  standardized  as  such  infections  rarely 
present  a problem  and  are  rarely  recognized 
as  such.  Oral  potassium  iodide  has  been  used 
with  favorable  results.11  In  one  reported 
case,14  the  use  of  cortisone  and  potassium 
iodide  resulted  in  remarkable  amelioration 
of  symptoms.  However,  the  patient  later  de- 
veloped a fungemia  and  a mycetoma.  These 
complications  were  presumably  associated 
with  the  use  of  steroids.  The  patient  pre- 
sented here  has  clinically  improved  on  the 
present  therapy.  □ 
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ANNOUNCING 

an 

INTERNAL  MEDICINE  REVIEW  COURSE 


by  Department  of  Medicine 
University  of  Oklahoma  College  of  Medicine 

TIME:  WEDNESDAYS  5:15  P.M.  TO  7:00  P.M.,  BEGINNING  SEPTEMBER  27th  THROUGH  MAY  30th 

PLACE:  WEST  LECTURE  HALL,  BASIC  SCIENCE  BUILDING,  UNIVERSITY  OF  OKLAHOMA  COLLEGE 

OF  MEDICINE,  OKLHOMA  CITY,  OKLAHOMA 

An  up-to-date  review  of  all  major  aspects  of  Internal  Medicine  designed  for  the  physician  plan- 
ning on  taking  his  Internal  Medicine  Boards  and  for  the  physician  wanting  to  keep  abreast  of 
the  rapidly  changing  frontier  of  Internal  Medicine.  NO  FEE  FOR  THIS  COURSE. 

The  complete  schedule  will  be  available  to  those  who  come  to  the  lectures  and  upon  request  to: 

OFFICE  OF  CONTINUING  MEDICAL  EDUCATION  FOR  PHYSICIANS 
UNIVERSITY  OF  OKLAHOMA  HEALTH  SCIENCES  CENTER 
P.O.  BOX  26901  -800  N.E.  13TH  STREET -73190 
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VACCINATION  AGAINST  SMALLPOX 

The  last  documented  case  of  smallpox  in 
the  United  States  occurred  in  1949.  Since 
the  probability  of  contracting  smallpox  in 
the  United  States  today  is  extremely  low, 
and  continues  to  decrease,  the  Public  Health 
Service  recently  acted  to  remove  vaccination 
against  smallpox  from  the  list  of  routinely 
recommended  immunization  procedures. 
This  decision  was  based  not  only  upon  the 
low  risk  of  contracting  smallpox  in  the  U.S., 
but  also  upon  unnecessary  exposure  to  the 
risk  of  complications  that  accompanies  rou- 
tine or  non-selective  vaccination. 

Almost  completely  ignored  in  the  furor 
following  the  new  PHS  ruling,  is  that  rou- 
tine vaccination  against  smallpox  is  still  rec- 
ommended for  all  travelers  to  and  from 
countries  where  smallpox  is  endemic,  and  for 
all  health  services  personnel  who  come  into 
contact  with  patients.  It  is  well  established 
that  hospitals  are  the  chief  site  of  smallpox 
transmission  within  non-endemic  countries. 
A recent  analysis  of  40  smallpox  introduc- 
tions into  smallpox-free  countries  showed 
that  319  of  610  secondary  cases  (51.5%) 
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were  hospital  acquired.  These  included  32 
physicians,  41  nurses,  and  50  other  hospital 
personnel  in  several  categories. 

A recent  survey  of  a sample  of  Oklahoma 
hospitals  revealed  that  not  one  was  adequate- 
ly protected  in  terms  of  vaccination  levels 
against  smallpox  among  staff  and  employees. 
Interestingly,  a recent  discussion  among 
physicians  and  health  scientists  at  the  Uni- 
versity of  Oklahoma  Health  Sciences  Center 
concerning  the  advisability  of  the  recent  Pub- 
lic Health  Service  ruling  on  smallpox  vacci- 
nation, terminated  when  it  was  pointed  out 
that  over  25%  of  the  group  present  was  not 
adequately  protected  against  smallpox. 

The  State  Department  of  Health  provides 
consultation  and  direct  vaccination  assist- 
ance to  hospitals  desiring  to  increase  the 
level  of  vaccination  against  smallpox  among 
their  employees.  □ 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  AUGUST,  1972 


Disease 

August  1972 

August  1971 

July  1972 

Total  to  Date 
1972  1971 

Amebiasis 

1 

3 

2 

20 

41 

Brucellosis 

2 

— 

— 

6 

3 

Chickenpox 

7 

3 

2 

140 

187 

Encephalitis,  infect. 

3 

48 

3 

10 

24 

Gonorrhea 

994 

642 

945 

6908 

480 

Hepatitis,  infect.  & serum 

63 

94 

58 

523 

524 

Leptospirosis 

— 

— 

— 

1 

1 

Malaria 

1 

1 

1 

4 

62 

Meningococcal  infections 

— 

— 

— 

6 

5 

Meningitis,  aseptic 

7 

4 

8 

22 

71 

Mumps 

3 

1 

1 

150 

191 

Rabies  in  animals 

20 

8 

21 

238 

244 

Rheumatic  fever 

— 

1 

3 

23 

18 

Rocky  Mt.  spotted  fever 

8 

2 

5 

28 

25 

Rubella 

— 

3 

1 

34 

63 

Rubella,  congenital  syn. 

— 

— 

— 

— 

— 

Rubeola 

1 

2 

— 

9 

789 

Salmonellosis 

10 

15 

88 

130 

Shigellosis 

33 

11 

24 

93 

51 

Syphilis 

115 

105 

85 

794 

845 

Tetanus 

— 

— 

i 

1 

1 

Tuberculosis,  new  active 

35 

37 

53 

248 

226 

Tularemia 

— 

2 

3 

8 

14 

Typhoid  fever 

1 

— 

— 

2 

2 

Whooping  cough 

4 

— 

6 

22 

16 

422 


Oklahoma  State  Medical  Association 


VD  Control  Project  Underway  Statewide 


Oklahoma’s  Venereal  Disease  Con- 
trol Project,  funded  through  the 
State  Department  of  Health,  began 
operation  on  July  1st.  One  of  the 
projects’s  first  activities  will  be  the 
establishment  of  a statewide  screen- 
ing of  patients  for  Gonorrhea  and 
Syphilis  through  existing  family 
planning  clinics. 

Other  VD  screening  programs  will 
be  carried  out  in  local  health  de- 
partments and  in  special  free  VD 
clinics  which  will  be  established  in 
high  incidence  areas.  Presently  the 
administrative  personnel  of  the  proj- 
ect are  making  available  appropri- 
ate materials  for  a VD  detection  set- 
up, including  a cortinuous  screening 
program.  The  project  provides  for 
Gonorrhea  cultures,  incubators  and 
other  needed  equipment.  Technical 
support  will  be  supplied  by  the  State 
Health  Department’s  laboratory  sys- 
tem. 

A field  staff  will  be  established  for 
epidemiological  control  of  the  major 
venereal  diseases.  The  men  will  be 
stationed  in  metropolitan  Oklahoma 
City,  Tulsa,  and  other  population 
centers  in  the  state.  They  will  inter- 
view diagnosed  VD  patients  for  their 
sexual  contacts  and  attempt  to  lo- 
cate those  persons  for  medical  di 
agnosis  and  necessary  treatment. 

Director  of  the  project,  Robert 
Mills,  explained,  “Screening  and 
epidemiological  control  of  VD  are 
two  of  our  major  project  functions. 
Another  portion  of  the  project  in- 
cludes a public  awareness  campaign 
and  health  education  program  for  the 
public  as  well  as  physicians  and 
health  related  professionals.” 

He  went  on  to  point  out  that  the 
latest  information  for  venereal  dis- 
ease detection  and  treatment  will  be 
made  available  to  all  physicians. 
The  public  awareness  program  will 
utilize  the  mass  media  for  a number 


of  purposes: 

1.  To  accustom  the  public  to  the 
mention  of  venereal  disease  in  the 
media,  2.  To  make  the  public  aware 
that  there  is  a VD  problem  of  epi- 
demic proportions,  showing  its  wide 
scope,  3.  To  make  the  public  cogni- 
zant of  Gonorrhea  and  Syphilis  symp- 
toms, 4.  Prevention  methods  avail- 
able, 5.  Locations  of  treatment  clinics 
and  other  sources  of  available  med- 
ical care. 

One  of  the  projects  first  awareness 
functions  was  the  establishment  and 
staffing  of  an  information  booth  at 
the  State  Fair  of  Oklahoma.  The 
booth  utilized  a multi-media  display 
combined  with  a staff  of  Operation 
Venus  volunteers  and  VD  personnel 
to  give  information  to  fair  visitors. 
The  booth  was  co-sponsored  by  the 
Oklahoma  Pharmaceutical  Associa- 
tion. 

A series  of  seminars  has  been 
scheduled  for  school  counselors, 
school  nurses  and  other  interested 
personnel  in  the  major  metropolitan 
Oklahoma  City  School  Systems  on 
the  subject  of  VD  Education.  The 
seminars  will  make  VD  information 
available  through  films,  presenta- 
tions, discussions  and  a talk  by  teen 
volunteers  from  last  year’s  success- 
ful “Operation  Venus.” 

Other  plans  include  a VD  Seminar 
for  physicians  and  similar  seminars 
for  other  health  related  profes- 
sions. 

Russian  Cancer  Drugs 
To  Be  Tested  in  U.S. 

In  a joint  cooperative  effort  aimed 
at  health  research  projects,  three 
experimental  cancer  drugs  developed 
in  the  Soviet  Union  will  be  given 
trials  of  effectiveness  on  American 
patients  starting  early  next  year. 

HEW  Secretary  Elliott  L.  Richard- 


son, underscoring  his  attitude  of 
caution  about  the  prospective  bene- 
fits of  the  drugs,  said  that  they  were 
new  and  had  not  been  widely  tested. 

The  drugs,  which  have  not  been 
used  clinically  in  the  United  States, 
are:  Fluorodopan,  which  Soviet  sci- 
entists have  used  for  treating  lymph- 
omas, cancers  of  soft  tissues;  Diio- 
dobenzotepa,  a drug  the  Russians 
have  used  for  treating  cancers  of 
the  thyroid  and  bladder;  and,  Asaley, 
which  Russian  doctors  have  used  in 
the  treatment  of  over  200  cases  of 
lymphoma,  breast  and  ovarian  can- 
cer. 

In  return  the  United  States  is  send- 
ing the  Soviet  Union  three  experi- 
mental drugs:  Hexamethylmelamine 
which  has  been  tried  against  lung 
cancer;  CCNU,  an  agent  that  has 
been  used  for  a variety  of  types  of 
cancer;  and  DTIE,  which  has  been 
used  against  a type  of  skin  cancer 
called  Melanoma. 

The  patents  to  all  six  of  the  drugs 
are  owned  by  the  respective  gov- 
ernments. 

The  new  mood  of  scientific  co- 
operation between  the  two  govern- 
ments began  when  ground  work  was 
laid  by  President  Nixon  and  Soviet 
leaders  at  the  Moscow  Summit  meet- 
ing. The  joint  health  research  proj- 
ect will  include  viral  diseases,  pro- 
vision of  health  services,  and  occu- 
pational health.  Cooperation  in  the 
studying  of  cancer,  heart  disease  and 
environmental  problems  resulted 
from  a broadening  of  the  original 
agreement. 

Soviet  Health  Minister  Boris  V. 
Petrovsky,  in  a joint  statement  with 
Doctor  Roger  0.  Egeberg  of  HEW, 
said,  “All  manner  of  obstacles  are 
being  removed  and  a very  solid 
foundation  built  for  cooperation  be- 
tween the  two  countries.”  He  went 
on  to  say  that  the  Russians  are  cur- 
rently studying  a suggestion  from 
President  Nixon  that  arthritis  be 
added  to  the  joint  research  pro- 
gram. n 
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McCampbell  Names  Councils  and  Committees 


Stanley  R.  McCampbell,  MD,  President  of 
the  Oklahoma  State  Medical  Association,  has 
announced  a list  of  his  appointments  to  the 
OSMA  Councils  and  Committees. 

Standing  committees  and  councils  are  es- 


tablished in  the  OSMA  Bylaws,  while  special 
committees  are  designated  by  the  President 
to  carry  out  specific  functions  under  the 
jurisdiction  of  appropriate  councils. 


OSMA  STANDING  COMMITTEES 


ANNUAL  MEETING  COMMITTEE 

Stephen  J.  Adelson.  MD.  Chairman,  Tulsa 

Flovd  F.  Miller.  MD.  Tulsa 

Jesse  S.  Chandler,  MD,  Muskogee 

C.  S.  Lewis,  Jr.,  MD,  Tulsa 

Paul  N.  Vann,  MD,  Lawton 

John  A.  Blaschke,  MD,  Oklahoma  City 

Walter  H.  Gary,  MD,  Tulsa 

James  W.  McDoniel,  MD,  Chickasha 

Dale  Groom,  MD,  Oklahoma  City 

Jake  Jones,  MD,  Shawnee 

John  B.  Nettles,  MD,  Tulsa 

CONSTITUTION  AND  BYLAWS  COMMITTEE 

George  H.  Garrison.  MD,  Chairman,  Oklahoma  City 

Arnold  G.  Nelson,  MD,  Midwest  City 

Clinton  Gallaher.  MD,  Shawnee 

E.  N.  Lubin,  MD,  Tulsa 

Paul  H.  Rempel,  MD,  Enid 

Claude  E.  Lively,  MD,  MeAlester 

EXECUTIVE  COMMITTEE 

Stanley  R.  McCampbell,  MD.  Chairman,  Oklahoma  City 

Robert  J.  Hogue.  Jr.,  MD,  Guthrie 

Harlan  Thomas,  MD,  Tulsa 

M.  Joe  Crosthwait,  MD,  Midwest  City 

Ed  L.  Calhoon,  MD,  Beaver 

Lucien  M.  Pascucci,  MD,  Tulsa 

Scott  Hendren,  MD,  Oklahoma  City 

Roger  J.  Reid,  MD,  Ardmore 

Haven  W.  Mankin,  MD.  Oklahoma  City 

GRIEVANCE  COMMITTEE 

Ennis  M.  Gullatt,  MD,  Chairman,  Ada 

Hillard  E.  Denyer,  MD,  Vice-Chairman,  Bartlesville 

Scott  Hendren,  MD,  Oklahoma  City 

Lucien  M.  Pascucci,  MD,  Tulsa 

Ed  L.  Calhoon,  MD,  Beaver 

COMMITTEE  ON  PLANNING 

Lucien  M.  Pascucci,  MD,  Chairman,  Tulsa 

Stanley  R.  McCampbell,  MD,  Oklahoma  City 

C.  Riley  Strong,  MD,  El  Reno 

Roger  J.  Reid,  MD,  Ardmore 

M.  Joe  Crosthwait,  MD,  Midwest  City 


C.  Alton  Brown,  MD,  Oklahoma  City 
Rex  E.  Kenyon,  MD.  Oklahoma  City 
Orange  M.  Welborn,  MD,  Ada 
Arnold  G.  N°lson,  MD,  Midwest  City 
Charles  E.  Smith,  MD,  Oklahoma  City 
Robert  J.  Hogue,  Jr.,  MD,  Guthrie 

FINANCIAL  AID  TO  EDUCATION  COMMITTEE 

Stanley  R.  McCampbell,  MD,  Chairman,  Oklahoma  City 
Lucien  M.  Pascucci,  MD,  Tulsa 
C.  Riley  Strong,  MD,  El  Reno 
Ed  L.  Calhoon,  MD,  Beaver 
Hillard  E.  Denyer,  MD,  Bartlesville 

MEDICAL-LEGAL  RELATIONS  COMMITTEE 

Jack  L.  Richardson,  MD,  Chairman,  Tulsa 

William  A.  Matthey,  MD,  Lawton 

Marion  C.  Wagnon.  MD,  Del  City 

Richard  H.  Burgtorf,  MD,  Shattuck 

Joseph  F.  Messenbaugh,  III,  MD,  Oklahoma  City 

Marvin  K.  Margo,  MD,  Oklahoma  City 

Richard  G.  Dotter,  MD,  Oklahoma  City 

Ollie  W.  Dehart,  MD,  Vinita 

Theodore  R.  Pfundt,  MD,  Tulsa 

Legal  Side— Oklahoma  Bar  Association 

Joseph  Glass,  Chairman,  Tulsa 

George  F.  Short,  Vice-Chairman,  Oklahoma  City 

Robert  W.  Booth,  Tulsa 

Holland  Meacham,  Elk  City 

James  Poe,  Tulsa 

Ed  Kelsay,  Oklahoma  City 

Edwin  M.  Schmidt,  Tulsa 

T.  D.  Nicklas,  Lawton 

Wm.  Dale  Reneau,  Oklahoma  City 

John  M.  Luttrell,  Norman 

E.  Wayne  Keller,  Oklahoma  City 

MEDICAL-DENTAL  LIAISON  COMMITTEE 

C.  Riley  Strong,  MD,  Chairman,  El  Reno 
Robert  J.  Hogue,  Jr.,  MD,  Guthrie 
Harold  W.  Calhoon,  MD,  Tulsa 
Ed  L.  Calhoon,  MD,  Beaver 
Kent  Braden,  MD,  Oklahoma  City 
Lucien  M.  Pascucci,  MD,  Tulsa 
Don  Blair,  Ex-Officio,  Oklahoma  City 
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OSMA  COUNCILS  AND  COMMITTEES 


COUNCIL  ON  INSURANCE 

C.  Alton  Brown,  MD,  Chairman,  Oklahoma  City 

Robert  W.  Kahn,  MD,  Oklahoma  City 

David  D.  Fried,  MD,  Hollis 

William  G.  Bernhardt,  MD,  Midwest  City 

Virgil  Ray  Forester,  MD,  Oklahoma  City 

George  N.  Beckloff,  MD,  Stratford 

Howard  A.  Bennett,  MD,  Bartlesville 

C.  E.  Woodard,  MD,  Tulsa 

William  M.  Leebron,  MD,  Elk  City 

COUNCIL  ON  PROFESSIONAL  EDUCATION 

Robert  J.  Hogue,  Jr.,  MD,  Chairman,  Guthrie 

Irwin  H.  Brown,  MD,  Oklahoma  City 

David  E.  Browning,  Jr.,  MD,  Tulsa 

James  F.  Tagge,  MD,  Enid 

James  D.  Loudon,  MD,  Shawnee 

Yale  E.  Parkhurst,  MD,  Norman 

Jack  W.  Parrish,  MD,  Seminole 

Wendell  L.  Smith,  MD,  Tulsa 

John  A.  Blaschke,  MD,  Oklahoma  City 

Forest  D.  Harris,  MD,  Lawton 

Ralph  L.  Buller,  MD,  Hydro 

Clarence  P.  Taylor,  MD,  Ada 

John  W.  Drake,  MD,  Oklahoma  City 

James  C.  Smith,  MD,  Tulsa 

Kenneth  W.  Whittington,  MD,  Oklahoma  City 

COUNCIL  ON  PROFESSIONAL  AND  INTER  VOCATIONAL 
RELATIONS 

Orange  M.  Welborn,  MD,  Chairman,  Ada 
M.  Joe  Crosthwait,  MD,  Midwest  City 
E.  Edwin  Fair,  MD,  Ponca  City 
Frank  W.  Clark,  MD,  Ardmore 
Bryce  0.  Bliss,  MD,  Tulsa 
Edgar  W.  Young,  Jr.,  MD,  El  Reno 
R.  Barton  Carl,  MD,  Oklahoma  City 
Joe  L.  Duer,  MD,  Woodward 
E.  D.  Padberg,  MD,  Ada 
Averill  Stowell,  MD,  Tulsa 
Hugh  Perry,  Jr.,  MD,  Tulsa 
William  H.  Gamier,  MD,  Stillwater 

Medical  Center  Liaison  Committee 

Harold  W.  Calhoon,  MD,  Chairman,  Tulsa 
Leonard  P.  Eliel,  MD,  Oklahoma  City 
C.  S.  Lewis,  Jr.,  MD,  Tulsa 
G.  Rainey  Williams,  MD,  Oklahoma  City 
C.  Riley  Strong,  MD,  El  Reno 
Oliver  H.  Patterson,  MD,  Sapulpa 
Wendell  L.  Smith,  MD,  Tulsa 
Robert  S.  Ellis,  MD,  Oklahoma  City 
M.  Boyd  Shook,  MD,  Oklahoma  City 
Billy  Dale  Dotter,  MD,  Okeene 
Robert  E.  Engles,  MD,  Durant 


COUNCIL  ON  PUBLIC  HEALTH 

Charles  E.  Smith,  Jr.,  MD,  Chairman,  Oklahoma  City 

Hayden  H.  Donahue,  MD,  Norman 

Paul  A.  Bischoff,  MD,  Tulsa 

Raymond  F.  Hain,  MD,  Oklahoma  City 

Carl  D.  Osborn,  MD,  Ada 

Homer  A.  Ruprecht,  MD,  Tulsa 

Armond  H.  Start,  MD,  Oklahoma  City 

Wayne  J.  Boyd,  MD,  Bartlesville 

James  B.  Silman,  MD,  Norman 

R.  Leroy  Carpenter,  MD,  Oklahoma  City 

C.  Thomas  Thompson,  MD,  Tulsa 

Nolen  L.  Armstrong,  MD,  Oklahoma  City 

Donald  L.  Cooper,  MD,  Stillwater 

Norman  Haug,  MD,  Oklahoma  City 

Committee  on  Alcoholism  and  Drug  Abuse 

Charles  E.  Smith,  Jr.,  MD,  Chairman,  Oklahoma  City 
J.  Hartwell  Dunn,  MD,  Oklahoma  City 
Jim  H.  Earls,  MD,  Oklahoma  City 
Floyd  T.  Hubbard,  MD,  Henryetta 

E.  Edwin  Fair,  MD,  Ponca  City 
Donald  L.  Cooper,  MD,  Stillwater 
Frank  L.  Adelman,  MD,  Enid 
Thomas  M.  Donica,  MD,  Oklahoma  City 
Ray  V.  McIntyre,  MD,  Kingfisher 

W.  T.  Bynum,  MD,  Oklahoma  City 
A1  Paredes,  MD,  Oklahoma  City 
John  R.  Drumwright,  MD,  Bartlesville 
0.  J.  Morgan,  MD,  Tahlequah 
Edward  K.  Norfleet,  MD,  Tulsa 

Committee  on  Immunization 

Armond  H.  Start,  MD,  Chairman,  Oklahoma  City 

John  C.  Kramer,  MD,  Tulsa 

William  L.  Edwards,  MD,  Duncan 

Harris  D.  Riley,  Jr.,  MD,  Oklahoma  City 

R.  Leroy  Carpenter,  MD,  Oklahoma  City 

Yale  E.  Parkhurst,  MD,  Norman 

Burdge  F.  Green,  MD,  Stilwell 

Delmar  L.  Gheen,  Jr.,  MD,  Tulsa 

Ralph  W.  Murphy,  MD,  Ardmore 

George  W.  Prothro,  MD,  Tulsa 

James  E.  Mays,  Jr.,  MD,  Oklahoma  City 

Committee  on  Laboratory  Quality 

Raymond  F.  Hain,  MD,  Chairman,  Oklahoma  City 
Dale  E.  VanWormer,  MD,  Tulsa 
John  F.  DeJarnette,  MD,  Ponca  City 
Robert  L.  Alexander,  Jr.,  MD,  Okmulgee 

F.  R.  Hassler,  MD,  Oklahoma  City 
Byron  F.  Smith.  MD,  Oklahoma  City 
J.  William  Hood,  MD,  Oklahoma  City 
M.  Boyd  Shook,  MD,  Oklahoma  City 
Howard  P.  Mauldin,  MD,  Oklahoma  City 
E.  Stanley  Berger,  MD,  Oklahoma  City 
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Maternal  Mortality  Committee 

Paul  A.  Bischoff.  MD,  Chairman.  Tulsa 
Jed  E.  Goldberg,  MD,  Tulsa 
James  A.  Merrill,  MD.  Oklahoma  City 
James  R.  McFarland,  MD,  Bartlesville 
Max  Deardorff,  MD,  Tulsa 
Matthew  B.  Moore,  MD,  Tulsa 
Schales  L.  Atkinson.  MD,  Oklahoma  City 
Sara  DePersio,  MD.  Oklahoma  City 
George  H.  Jennings,  MD,  Oklahoma  City 
Philip  J.  Maguire,  MD,  Oklahoma  City 

COUNCIL  ON  PUBLIC  POLICY 

Rex  E.  Kenyon,  MD,  Chairman.  Oklahoma  City 

F.  D.  Kalbfleisch,  MD,  Lawton 

Thomas  C.  Points,  MD.  Oklahoma  City 

John  E.  Kauth.  MD,  Tulsa 

Gerald  L.  Beasley,  Jr.,  MD,  Duncan 

Jerold  D.  Kethl°y,  MD,  Shawnee 

Tom  S.  Gafford,  MD,  Muskogee 

James  B.  Eskridge,  III,  MD,  Oklahoma  City 

Hillard  E.  Denyer,  MD,  Bartlesville 

John  X.  Blender,  MD,  Cherokee 

David  B.  Lhevine,  MD,  Tulsa 

Casey  Truett,  MD,  Norman 

C.  S.  Lewis',  Jr.,  MD,  Tulsa 

Floyd  T.  Hubbard,  MD,  Henryetta 

Stephen  J.  Adelson,  MD,  Tulsa 

Edward  D.  Greenberger,  MD.  McAl ester 

George  H.  Garrison,  MD,  Oklahoma  City 

Weldon  K.  Hanie,  MD,  Durant 

Harlan  Thomas,  MD,  Tulsa 

M.  H.  Newman,  MD,  Shattuck 

R.  Barton  Carl,  MD,  Oklahoma  City 

W.  H.  Porter,  MD,  Del  City 

John  W.  Richardson,  MD,  Oklahoma  City 

State  Legislative  Committee 

R.  Barton  Carl,  MD,  Chairman,  Oklahoma  City 

S.  N.  Stone,  MD,  Vice-Chairman,  Oklahoma  City 
Karl  K.  Boatman.  MD,  Oklahoma  City 

Robert  S.  Ellis,  MD,  Oklahoma  City 

Joe  B.  Jarman,  Jr.,  MD,  Enid 

Royce  C.  McDougal,  MD,  Holdenville 

J.  R.  Smith,  MD,  Oklahoma  City 

William  A.  Cunningham,  MD,  Oklahoma  City 

Robert  J.  Hogue,  Jr.,  MD,  Guthrie 

Marion  C.  Wagnon,  MD,  Del  City 

M.  Tom  Buxton,  MD,  Oklahoma  City 

James  B.  Lockhart,  MD,  Tulsa 

Edgar  W.  Young,  MD,  El  Reno 

Public  Relations  Committee 

Kent  Braden,  MD,  Chairman,  Oklahoma  City 

Homer  D.  Hardy,  MD,  Tulsa 

Jake  Jones,  Jr.,  MD,  Shawnee 

Duane  E.  Brothers,  MD,  Tulsa 

M.  Joe  Crosthwait,  MD,  Midwest  City 

James  B.  Eskridge,  III,  MD,  Oklahoma  City 
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Robert  R.  Hillis,  MD,  Lawton 
William  L.  Hughes,  MD,  Oklahoma  City 

Medical  Heritage  Committee 

George  H.  Garrison,  MD,  Chairman,  Oklahoma  City 
(and  Mrs.) 

Clinton  Gallaher,  MD,  Vice-Chairman,  Shawnee  (and 
Mrs.) 

William  R.  Paschal,  MD,  Oklahoma  City  (and  Mrs.) 
Neil  B.  Kimerer,  MD,  Oklahoma  City  (and  Mrs.) 
Winfred  A.  Showman,  MD,  Tulsa  (and  Mrs.) 

E.  C.  Mohler,  MD,  Ponca  City  (and  Mrs.) 

B.  E.  Blevins,  MD,  Midwest  City  (and  Mrs.) 

C.  E.  Williams,  MD,  Woodward  (and  Mrs.) 

Harold  J.  Black.  MD,  Tulsa 

COUNCIL  ON  SOCIO-ECONOMIC  ACTIVITIES 

Arnold  G.  Nelson,  MD,  Chairman,  Midwest  City 

Roger  J.  Reid,  MD.  Ardmore 

Thurman  Shuller,  MD,  McAlester 

John  W.  Richardson,  MD,  Oklahoma  City 

Howard  B.  Keith,  MD,  Shattuck 

James  P.  Bell,  MD,  Oklahoma  City 

Robert  Sukman,  MD,  Oklahoma  City 

Arthur  E.  Schmidt,  MD,  Oklahoma  City 

Ann  K.  Kent,  MD.  Muskogee 

Charles  Bodine,  MD,  Oklahoma  City 

Walter  E.  Brown,  MD,  Tulsa 

E.  N.  Lubin,  MD,  Tulsa 

Richard  W.  Loy,  MD,  Pawhuska 

Scott  Hendren,  MD,  Oklahoma  City 

Harold  Stout,  MD,  Waurika 

Occupational  Medicine  Committee 

Robert  R.  Dugan,  MD,  Chairman,  Oklahoma  City 

R.  L.  Lembke,  MD,  Ponca  City 

Robert  G.  Perryman,  MD,  Tulsa 

Samuel  C.  Jack,  MD,  Lawton 

W.  Frank  Phelps.  MD,  Tulsa 

William  A.  Miller,  MD,  Oklahoma  City 

Mark  A.  Everett,  MD,  Oklahoma  City 

C.  J.  Stemhagen,  MD,  Oklahoma  City 

James  B.  Wise,  MD,  Oklahoma  City 

Kieffer  D.  Davis,  MD,  Bartlesville 

W.  W.  Schottstaedt,  MD,  Oklahoma  City 

James  D.  Green,  MD,  Cushing 

Robert  J.  Rutledge,  MD,  Oklahoma  City 

Casper  H.  Smith,  MD,  Duncan 

Harry  F.  Singleton,  MD.  Oklahoma  City 

Jack  L.  Richardson,  MD,  Tulsa 

James  G.  Moore,  MD,  Tulsa 

Prepaid  Medical  Care  Committee 

Charles  Bodine,  MD,  Chairman,  Oklahoma  City 
William  L.  Parry,  MD,  Oklahoma  City 
Edward  L.  Moore,  MD,  Tulsa 
Herbert  Kent,  MD,  Oklahoma  City 
Neil  B.  Kimerer,  MD,  Oklahoma  City 
William  J.  Forrest,  MD,  Oklahoma  City 
Emil  E.  Palik,  MD,  Tulsa 
Richard  W.  Loy,  MD,  Pawhuska 
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Ben  H.  Gaston,  MD,  Muskogee 

Robert  M.  Shepard.  Jr.,  MD,  Tulsa 

Richard  G.  Williams,  MD,  Tulsa 

Joe  E.  Tyler,  MD,  Tulsa 

Arthur  E.  Schmidt,  MD,  Oklahoma  City 

John  L.  Ritan,  MD,  Tulsa 

Governmental  Relations  Committee 

Scott  Hendren,  MD,  Chairman,  Oklahoma  City 

Arnold  G.  Nelson,  MD,  Midwest  City 

William  B.  Renfrew,  MD,  Oklahoma  City 

George  E.  Merkley,  MD,  Boise  City 

Jack  L.  Terry,  MD,  Ponca  City 

Ross  Deputy,  MD,  Clinton 

Jack  D.  Fetzer,  MD,  Woodward 

Oliver  H.  Patterson,  MD,  Sapulpa 

Robert  Sukman,  MD,  Oklahoma  City 

Casper  H.  Smith,  MD,  Duncan 

James  W.  Owen,  Jr.,  MD,  Bartlesville 

John  A.  Schilling,  MD,  Oklahoma  City 

Mark  R.  Johnson,  MD,  Oklahoma  City 

Raybume  W.  Goen,  MD,  Tulsa 

Jack  H.  Reynolds,  MD,  Muskogee 

Peer  Review  Committee  (A) 

Howard  B.  Keith,  MD,  General  Chairmn,  Shattuck 

G.  Rainey  Williams,  MD,  Chairman,  Oklahoma  City 

Leonard  H.  Brown,  MD,  Tulsa 

D.  E.  Wilson,  MD,  Lawton 

Jack  W.  Richardson,  MD,  Oklahoma  City 

Frank  L.  Adelman,  MD,  Enid 

Ray  V.  McIntyre,  MD,  Kingfisher 

William  R.  McShane,  MD,  Tulsa 

W.  R.  Smith,  MD,  Enid 


Jack  L.  Richardson,  MD,  Tulsa 
Charles  R.  Gibson,  MD,  Chickasha 
Maurice  C.  Gephardt,  MD,  Muskogee 
Roger  V.  HagJund,  MD,  Tulsa 
Fred  D.  Switzer,  MD,  McAlssDr 


Peer  Review  Committee  (B) 

Howard  B.  Keith,  MD,  General  Chairman,  Shattuck 

Edward  L.  Moore,  MD,  Chairman,  Tulsa 

David  D.  Rose,  MD,  Ardmore 

Alfred  H.  Bungardt,  MD,  Tulsa 

Richard  M.  Taliaferro,  MD,  Ada 

Homer  D.  Hardv,  MD,  Tulsa 

Harold  W.  Calhoun,  MD,  Tulsa 

Arthur  E.  Schmidt.  MD.  Oklahoma  Citv 

S.  Fulton  Tompkins,  MD,  Oklahoma  City 

Thomas  H.  He~lev.  MD,  Oklahoma  City 

B.  C.  Chatham,  MD,  Chickasha 

William  J.  Forrest.  MD,  Oklahoma  City 

Neil  B.  Kimerer,  MD,  Oklahoma  City 

Robert  J.  Hogue,  Jr.,  MD,  Guthrie 

Thomas  E.  Acers,  MD,  Oklahoma  City 


Peer  Review  Consultants 

Robert  Morgan,  MD,  Oklahoma  City 
Lyle  W.  Burroughs,  MD,  Oklahoma  City 
Kent  Braden,  MD,  Oklahoma  City 
Charles  J.  Wine,  MD,  Oklahoma  City 
Armond  H.  Start,  MD,  Oklahoma  City 
William  B.  Renfrow,  MD,  Oklahoma  City 
Gerald  W.  Boles,  MD,  Oklahoma  City 
L.  Chester  McHenry,  MD,  Oklahoma  City 


Family  Physician  Making  A Comeback 


If  an  informal  survey  of  12  med- 
ical schools  across  the  country  is 
correct,  there  is  an  increasing  num- 
ber of  medical  students  considering 
the  practice  of  family  medicine  as 
a specialty.  The  survey  was  con- 
ducted by  the  AMA  and  reported  in 
the  American  Medical  News. 

Increasing  concern  of  medical  stu- 
dents about  humanitarian  issues  and 
new  programs  devoted  to  family 
health  in  many  of  the  country’s  med- 
ical schools  are  two  of  the  reasons 
given  for  the  current  upsurge  of 
interest. 

The  survey  showed  that  one  of  the 
greatest  areas  of  medical  student 
interest  in  family  medicine  appeared 
to  be  at  the  University  of  Washing- 
ton School  of  Medicine  in  Seattle. 
According  to  Theodore  J.  Phillips, 
MD.  Chairman  of  the  Department  of 
Family  Medicine,  “About  45  percent 
of  the  students  have  expressed  a 


definite  interest  in  this  area.”  Other 
medical  schools  around  the  country 
reported  increased  interest,  but  to 
a lesser  degree. 

To  add  impetus  to  the  increased 
interest,  Congress  is  being  encour- 
aged to  implement  proposals  made 
in  1970  by  an  ad  hoc  committee  on 
education  of  family  practice  which 
included  representatives  from  the 
American  Academy  of  General  Prac- 
tice (now  the  American  Academy  of 
Family  Physicians'  and  the  Associ- 
ation of  American  Medical  Colleges, 
as  well  as  from  the  AMA  Council  on 
Medical  Education  and  the  AMA 
Section  on  General  Practice. 

The  committee’s  major  recommen- 
dations to  Congress  were: 

“Immediate  major  efforts  to  en- 
courage the  development  of  new 
programs  to  provide  large  numbers 
oc  family  physicians.  It  was  urged 
that  these  programs  cover  all  levels 


of  medical  education— from  pre- 
medical training  through  continuing 
education. 

“Development  by  medical  schools 
and  teaching  hospitals  of  family 
practice  models,  in  cooperation  with 
practicing  physicians. 

“Development  of  new  sources  of 
financial  support  for  family  prac- 
tice teaching  programs. 

“Recognition  and  status  for  fam- 
ily practice  equivalent  to  other  med- 
ical specialties,  including  an  ap- 
propriate system  of  specialty  cer- 
tification. 

“Integration  of  the  internship  and 
residency,  with  evaluation  for  ac- 
creditation by  one  body,  rather  than 
two. 

“Careful  attention  to  factors  to 
make  the  environment  for  family 
practice  more  favorable  and  pro- 
vide an  incentive  to  medical  students 
and  young  physicians  to  enter  the 
field.”  □ 
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DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Terry  Banker  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

4010  North  Youngs  P.  O.  Box  12446 

OKLAHOMA  CITY,  OKLAHOMA  73112 
Telephone  JA  8-7755 


DOES  THE  VERY  FINEST  ALWAYS  COST  MORE? 

Ninety-nine  times  out  of  a hundred,  you  do  pay 
more  for  the  finest  thing  in  its  field. 

But  there's  one  big  exception  . . . 

LIFE  INSURANCE  and  the  planning  it  takes. 

You  can  have  the  very  finest  agent  analyze  your 
needs  and  tailor  your  life  insurance  program— and 
it  won't  cost  you  one  penny  more. 

You  can,  in  fact,  have  the  man  from  Mass  Mutual. 

Supplement  your  OSMA  Group  Insurance  with  this  valuable  additional  coverage. 

WILSON  & WILSON,  inc.  MASSACHUSEHS  MUTUAL  & 
,470  First  NaTUJIdg^— ^Fel.  CE  6-4681  LIFE  INSURANCE  COMPANY 

Oklahoma  City  tMiNtnik.*.  maiiacmu9itt*'Omanii(»i«9i 
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The  Pill  Versus 
Sterilization  in 
Government  Study 

Sterilization  became  the  most  pop- 
ular form  of  birth  control  for  couples 
over  age  30  during  the  last  half  of 
the  1960s,  but  younger  couples  still 
prefer  “The  Pill,”  according  to  a 
recent  government  study. 

The  1970  National  Fertility  Study, 
conducted  under  contract  with  the 
National  Institutes  of  Health  Center 
for  Population  Research,  also  pro- 
vided fresh  evidence  of  increased 
use  of  contraceptive  devices  was  “a 
major  factor  in  the  drop  in  the  na- 
tion’s birth  rate,”  which  now  is  at  an 
all  time  low. 

Although  nearly  six  million  mar- 
ried women  were  using  oral  contra- 
ceptives in  1970,  “one  of  the  most 
dramatic  findings,”  was  that  volun- 
tary sterilization  was  preferred  more 
often  than  “The  Pill”  by  both  black 
and  white  couples  in  which  the  wife 
was  aged  30-44. 

“The  jump  in  reliance  on  surgical 
procedures,  and  the  fact  that  con- 
traceptive sterilization  had  by  1970 
become  the  most  popular  method 
among  older  couples,  appears  to  re- 
flect the  unsuitability  of  other  meth- 
ods of  contraception  for  many  couples 
who  have  already  had  all  the  chil- 
dren they  want  to  have,”  said  the 
first  published  report  from  the  study. 

The  first  report  was  written  by 
Charles  F.  Westoff  of  Princeton  Uni- 
versity, former  Executive  Director 
of  the  Commission  on  Population 
Growth  and  the  American  Future. 
He  said,  “It  is  estimated  that  as  of 
1970,  some  2.75  million  couples  of  re- 
productive age  (15-44),  and  undoubt- 
able  many  more  since  1970,  had  re- 
sorted to  sterilization,  which  is  usual- 
ly regarded  as  an  extreme  solution 
to  the  problem  of  fertility  control.” 

Sterilization  was  more  common 
among  older  black  couples  using 
contraceptives  than  among  older 
white  couples,  he  said,  but  the  black 
male  was  far  less  likely  to  have 
been  sterilized  than  the  black  fe- 
male or  either  of  the  white  marriage 
partners. 

The  report,  based  on  nationwide 
interviews  with  5,884  married  wom- 


en under  age  45  and  compared  with 
the  1965  fertility  study,  said  there 
was  little  change  in  the  overall  pro- 
portion of  couples  using  contracep- 
tion but  significant  changes  in  the 
methods  used. 

Sharp  increases  were  reported  in 
the  use  of  “The  Pill”  which  re- 
mained the  most  popular  contra- 
ceptive, sterilization  and  the  intra- 
uterine device,  but  a decline  in  use 
of  condoms,  diaphrams,  the  rhythm 
method,  withdrawal  and  douche. 

Westoff  concluded,  “The  adoption 
of  the  pill  by  American  women  has 
been  an  amazing  phenomena,  con- 
sidering the  various  side  affects  as- 
sociated with  its  use  and  is  an  in- 
dication of  the  wide  market  for  ef- 
fective contraception.” 

Proposed  FDA  Rules  Raise 
Malpractice  Questions 

A potentially  serious  medico-legal 
question  is  aggravated  with  the  an- 
nouncement by  FDA  of  regulations 
governing  the  prescribing  of  drugs 
for  conditions,  or  in  dosages,  not 
officially  sanctioned  by  the  govern- 
ment. 

The  regulations,  proposed  August 
15th,  are  open  to  comment  from  in- 
terested physicians  and  others  until 
October  2nd,  after  which  FDA  will 
make  the  regulations  final. 

The  preamble  to  the  draft  rules 
acknowledges  that  Congress  does  not 
want  FDA  to  “interfere  with  medi- 
cal practice,”  and  that  the  physician 
may  deviate  from  the  package  stuff- 
er  without  FDA’s  approval;  but  the 
draft  goes  on  to  say  that  “it  is  some- 
times in  the  best  interest  of  the 
physician  and  the  public  that  the 
FDA’s  approval  be  sought  in  view 
of  the  scientific  principles  and  mor- 
al and  ethical  considerations  in- 
volved.” 

Pointedly,  the  regulations  note 
that  Congress  “recognized  a patient’s 
right  to  seek  civil  damages  in  the 
courts  if  there  should  be  evidence 
of  malpractice,  and  (therefore)  de- 
clined to  provide  any  legislative  re- 
strictions upon  the  medical  profes- 
sion.” It  is  difficult  to  avoid  con- 
cluding from  those  statements  that 
FDA  contends  that  prescribing  out- 


side the  government-approved  pa- 
rameter might  be  equated  with 
medical  malpractice. 

Similarly,  the  preamble  equivo- 
cates on  the  implications  of  the  pack- 
age stuffer  as  a legal  document,  first 
stating  that  it  “is  not  intended  either 
to  preclude  the  physician  from  using 
his  best  judgment  in  the  interest  of 
the  patient,  or  to  impose  liability  if 
he  does  not  follow  the  package  in- 
sert.” However,  the  proposal  con- 
tinues, “a  physician  should  recog- 
nize that  the  package  insert  repre- 
sents a summary  of  the  important 
information  on  the  conditions  under 
which  the  drug  has  been  shown  to  be 
safe  and  effective  by  adequate  sci- 
entific date  submitted  to  the  FDA.” 

The  preamble  may  seem  equivocal, 
but  toward  the  end  of  the  proposal, 
where  FDA  offers  a new  draft  regu- 
lation, the  agency’s  views  become 
clearer.  When  the  government  de- 
termines that  an  approved  drug  is 
being  used  in  a manner  which  it 
does  not  approve,  FDA  proposes  to 
give  itself  the  following  options, 
among  others,  it  may: 

1.  Limit  the  distribution  of  the 
drug  to  use  “only  by  physicians  with 
specified  qualifications.” 

2.  Restrict  the  drug’s  distribution 
to  specified  places,  e.g.,  hospital 
pharmacies,  and/or  limit  prescrib- 
ing rights  to  physicians  with  particu- 
lar qualifications. 

3.  Prohibit  any  refills  of  the  pre- 
scription. 

4.  Require  that  the  package  in- 
sert be  revised,  adding  a specific 
contraindication  or  warning  against 
the  unapproved  use. 

5.  Require  that  a patient-oriented 
package  insert  be  drawn  up  and 
given  to  the  patient  when  the  pre- 
scription is  filled. 

6.  Require  revision  of  the  pack- 
age insert  adding  the  new  indica- 
tion, or  require  the  manufacturer  to 
conduct  tests  to  determine  the  mer- 
it, if  any,  of  an  unapproved  use. 

7.  Take  the  drug  off  the  market. 

Comments  on  the  proposed  regu- 
lations should  be  addressed  to  the 
Hearing  Clerk,  Department  of  Health, 
Education,  and  Welfare,  Room  6-88, 
5600  Fishers  Lane,  Rockville,  Mary- 
land 20852,  and  should  be  filed  in 
quintuplicate. 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Buildings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 

PSYCHIATRY 
Joseph  L.  Knapp,  MD 
Jackson  H.  Speegle,  MD 
Fred  H.  Jordan,  MD 
Joseph  H.  Lindsay,  MD 
Jack  R.  Tomlinson,  MD 

1353  N.  Westmoreland  ★ Dallas,  Texas  ★ 331-8331 
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HMO  Study  Backed 
by  AMA 

Whether  or  not  the  Health  Main- 
tenance Organization,  known  as  an 
HMO,  is  the  key  to  comprehensive 
medical  care  at  reasonable  cost  is 
becoming  an  important  question  and 
its  answer  will  greatly  affect  legis- 
lation on  national  health  insurance. 

Solid  evidence  about  the  effective- 
ness of  HMOs  is  lacking,  so  the 
American  Medical  Association  is  sup- 
porting Congressional  efforts  to  find 
out.  In  effect,  the  AMA  would  like 
to  determine  whether  the  HMO  lives 
up  to  its  backers’  claims  and  if  it 
has  any  harmful  side  affects. 

A Social  Security  Administration 
report  observes,  “While  the  idea  of 
savings  is  associated  with  prepay- 
ment plans,  there  are  no  definitive 
studies  available  which  indicates 
whether  such  savings  result  from 
decreased  services  and  less  care,  or 
from  providing  the  needed  care  un- 
der less  costly  arrangements.”  In 
fact,  a SSA  study,  unpublished  until 
reported  in  an  AMA  publication, 
showed  conflicting  findings  when  it 
delved  into  the  HMO  cost  question. 

The  study  compared  per  capita 
Medicare  payments  for  members  of 
two  Kaiser  plan  HMOs  in  California 
and  the  Health  Insurance  Plan  of 
Greater  New  York,  known  as  HIP, 
with  payments  to  persons  living  in 
the  same  areas  but  not  members  of 
the  three  HMOs. 

Cost  per  capita  for  Kaiser  patients 
were  14.8  percent  lower  in  Northern 
California,  and  7.3  percent  lower  in 
Southern  California  than  for  non- 
Kaiser  patients.  But  in  New  York, 
payments  were  10.6  percent  higher 
for  HIP  members  than  for  non- 
members. 

This  ambiguity  is  what  troubles 
the  AMA  about  administration  re- 
quests to  Congress  for  $117  million 
in  1972  and  1973  to  help  launch  an- 
other 600-plus  HMOs,  with  a goal  of 
1,700  HMOs,  handling  40,000,000  en- 
rollees,  by  July  of  1976. 

An  AMA  spokesman  said,  “Before 
further  legislation  is  considered  we 
believe  Congress  needs  to  know 
what  real  improvements — if  any — 
HMOs  can  provide  in  the  quality, 


quantity,  and  economics  of  health 
care.” 

While  the  AMA  is  opposed  to  the 
rapid  expansion  of  the  HMO  pro- 
grams, it  is  encouraging  Congress 
to  continue  the  financing  of  the  110 
grants  already  announced  by  HEW. 
These  projects  would  comprise  an 
experimental  base  that  could  yield 
meaningful  data. 

The  AMA  spokesman  said,  “An- 
other question  the  110  HEW -approved 
HMO  projects  might  answer:  Will 
consumers  accept  this  new  kind  of 
medical  care?  Some  individuals 
perceive  HMOs  as  impersonal,  in- 
convenient, and  requiring  long  wait- 
ing to  get  services,  according  to 
HEW.  They  also  feel  that  there 
is  a ‘clinical’  or  even  a ‘charity’ 
atmosphere  in  the  health  care 
clinics.” 

1973  OSMA  Annual 
Meeting  Plans  Underway 

Plans  for  the  1973  Annual  Meeting 
of  the  Oklahoma  State  Medical  Asso- 
ciation include  not  only  the  usual 
scientific  program,  but  a ten-state 
regional  meeting  for  obstetricians 
and  gynecologists. 

Annual  meeting  Chairman  Stephen 
J.  Adelson,  MD,  and  Program  Chair- 
man John  B.  Nettles,  MD,  announced 
the  meeting  had  been  set  for  Thurs- 
day-Saturday,  April  26th-28th,  in 
Tulsa. 

Obstetricians  and  gynecologists 
from  the  ten-state  District  VII  area 
of  the  College  of  Obstetricians  and 
Gynecologists  will  be  invited  to  at- 
tend a special  regional  seminar  to 
be  held  at  the  same  time  as  the  an- 
nual meeting  in  the  Tulsa  Assembly 
Center. 

It  has  also  been  announced  that 
for  the  first  time  in  many  years, 
the  President  of  the  American  Medi- 
cal Association  will  attend  the 
OSMA  Annual  Meeting.  Charles  A. 
“Carl”  Hoffman,  MD,  is  tentatively 
slated  to  speak  to  the  OSMA  House 
of  Delegates  and  to  appear  before 
an  open  meeting  for  all  members. 

Additional  announcements  about 
the  association’s  67th  Annual  Meet- 
ing will  be  made  as  plans  are  com- 
pleted. Q] 


Legal  Consent  To 
Medical  Care  May 
Be  Given  18-Year  Old 

Recent  changes  in  Oklahoma’s 
state  law  now  make  it  possible  for 
an  18-year  old  to  give  legal  consent 
for  medical  care  without  parental 
approval  or  consent. 

In  answer  to  a question  posed  by 
Don  Blair,  Executive  Director  of  the 
OSMA,  Roy  C.  Lytle,  Association 
Legal  Counsel,  said,  . . at  the 
last  session  of  the  Legislature,  Sen- 
ate Bill  515  was  passed.  It  amends 
(state  law),  and  provides  that  min- 
ors are  persons  under  18-years  of 
age.  It,  therefore,  follows  that  every- 
one over  18-years  of  age  is  an  adult, 
and  any  adult  can  give  consent  to 
medical  or  surgical  procedures  in- 
volving himself  or  herself.” 

In  closing  Lytle  stated,  “ . 
for  the  purpose  that  you  are  inter- 
ested in,  a doctor  is  safe  in  assum- 
ing that  an  18-year  old  is  an  adult 
for  the  purpose  of  giving  consent 
to  medical  and  surgical  procedures 
involving  his  own  person.” 
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NOW  LEASING! 

Beautiful  Modern 
Decor 

Spacious  Suites 
Available 

ROCKWELL  MEDICAL 
CENTER 

1700  N.  Rockwell  Bethany 

Contact  Tom  L.  Jenkins 
787-4382 
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AMA  Proposes  Agency 
For  Emergency  Services 

A new  federal  agency  to  direct  the 
nation’s  efforts  to  improve  handling 
of  medical  emergencies  has  been 
proposed  by  the  American  Medical 
Association.  A recent  JAMA  edi- 
torial advocated  formation  of  an 
Emergency  Medical  Sendees  Admin- 
istration within  the  Department  of 
Health,  Education  and  Welfare. 

The  AMA  plan  was  first  presented 
to  the  subcommittee  on  Public  Health 
and  Environment  of  the  Interstate 
and  Foreign  Commerce  Committee 
of  the  U.S.  House  of  Representatives 
at  a recent  Washington  hearing.  It 
was  originated  by  the  AMA’s  Com- 
mittee on  Community  Emergency 
Sendees  and  designed  to  assist  com- 
munities to  provide  better  care  for 
victims  of  accidents  and  of  medical 
emergencies  such  as  heart  attacks 
and  strokes. 

Under  the  program,  state  gover- 
nors would  submit  plans  for  state- 
wide improvement  of  emergency 
health  care.  In  order  to  be  eligible, 
communities  would  be  required  to 
formulate  plans  for  “qualified  emer- 
gency medical  sendee  systems”  that 
would  include  the  following  mini- 
mum requirements: 

— Well  equipped  emergency  ve- 
hicles, staffed  by  emergency  medi- 
cal technicians  trained  and  equipped 
to  provide  all  necessary  life  support 
at  the  scene  of  an  accident  or  illness 
and  during  transportation. 

—A  communications  system  that 
guarantees  prompt  response  to  emer- 
gency situations. 

—Highly  qualified  emergency  med- 
ical care  facilities  including  staff 
and  equipment  at  the  hospital  level. 

—Training  programs  to  reach  large 
numbers  of  area  residents  such  as 
medical  self  help. 

—Adequate  highway  marking  signs 
to  locate  emergency  medical  serv- 
ices. 

— Emergency  medical  sendees  ad- 
equate to  meet  the  needs  of  the  com- 
munity or  region. 

—Periodic  evaluation  of  the  qual- 


ity of  emergency  medical  sendees. 

—Registration  of  ambulance  at- 
tendants through  a national  registry 
program. 

The  proposed  program  calls  for 
$450,000,000  to  be  spread  over  the 
first  three  years  of  operation.  Most 
of  the  money  would  go  to  pick  up  50 
percent  of  the  cost  of  community 
purchase  of  ambulances  and  the  in- 
stallation of  emergency  medical 
communications  systems. 

The  federal  director  of  the  new 
agency  would  determine  minimum 
requirements  for  emergency  medi- 
cal service  equipment,  licensure  by 
states  of  ambulance  sendee  provid- 
ers, and  adequate  communications 
and  reporting  systems. 

He  would  also  establish  adequate 
levels  of  liability  insurance  for  am- 
bulance operators,  and  medical  su- 
pervision of  ambulance  services  in- 
cluding standards  for  training  cur- 
ricula. 


Junior  College  Offers 
Health  Related  Program 

The  new  South  Oklahoma  City  Ju- 
nior College  is  offering  two  health 
related  programs  in  its  first  year 
of  operation.  Both  offerings  lead  to 
an  associate  degree  plus  a certificate 
of  proficiency. 

South  Oklahoma  City  has  joined 
other  Oklahoma  colleges  in  training 
allied  health  manpower.  Its  pro- 
gram in  Occupational  Therapy  and 
Therapeutic  Recreation  is  under  the 
direction  of  Mary  North.  OTR.  Its 
course  in  Emergency  Medical  Tech- 
nology is  being  coordinated  by  Diane 
Denton,  R.N. 

Both  of  these  health  related  pro- 
grams were  selected  to  prepare  ai- 
ded health  workers  needed  to  meet 
existing  manpower  shortages  in  the 
provision  of  statewide  emergency 
services  and  therapeutic  services  for 
disabled  individuals. 

Several  physician  members  of  the 
OSMA  from  the  Oklahoma  City  area 
have  participated  in  advising  the 
new  junior  college  and  others  have 
been  called  upon  to  assist  in  pro- 
gram development. 

The  new  junior  college  is  located 
at  2700  S.  May  Avenue  in  Oklahoma 
City.  □ 


New  Disclosure 
Regulations  Proposed 
by  HEW 

On  September  2nd,  HEW  Secre- 
tary Elliott  L.  Richardson,  announced 
the  publication  of  proposed  regula- 
tion governing  the  disclosure  of  cer- 
tain reports  and  records  within  the 
Medicare  program.  The  proposed 
regulations  provide  for  the  publica- 
tion of  the  name  of  any  provider  of 
services,  physician,  or  other  person 
who  has  been  found  guilty  by  fed- 
eral court  of  submitting  false  claims 
under  Medicare. 

The  new  regulations  would  not 
change  the  confidential  nature  of  in- 
dividual Medicare  beneficiary  rec- 
ords, the  Secretary  stressed.  The 
prohibition  against  disclosure  in  the 
Social  Security  Act  protects  the  con- 
fidentiality of  all  Social  Security 
records  except  where  disclosure  is 
provided  for  by  regulations. 

Among  the  records  to  be  made 
available  would  be  survey  reports  of 
hospitals,  extended  care  facilities, 
home  health  agencies,  and  indepen- 
dent laboratories,  repaired  for  the 
Medicare  program  by  state  health 
agencies. 

Since  these  reports  may  contain 
findings  of  deficiencies  that  could 
affect  the  health  and  safety  of  pa- 
tients, the  institution’s  comments  on 
the  findings  and  information  as  to 
corrective  actions  taken  would  also 
be  provided  along  with  the  reports. 

According  to  the  new  regulations 
information  about  a particular  in- 
stitution would  be  available  on  re- 
quest at  the  Social  Security  office 
serving  the  area  in  which  the  health 
facility  was  located.  However,  in- 
formation identifying  individual  pa- 
tients, physicians,  or  other  practi- 
tioners would  be  deleted  before  the 
reports  were  disclosed. 

In  addition  to  disclosing  informa- 
tion about  physicians  who  had  been 
found  guilty  by  a federal  court  of 
submitting  false  claims,  similar  dis- 
closures will  be  made  of  the  names 
of  those  found  by  a Medicare  car- 
rier, following  appropriate  profes- 
sional consultation,  to  have  engaged 
in  a pattern  of  furnishing  services  or 
supplies  in  excess  of  the  medical 
needs  of  patients. 
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Death 

IRVING  G.  HAMBURGER,  MD 
1927-1972 

Irvin  G.  Hamburger,  MD,  Oklahoma  City  anesthesiologist, 
died  September  17th,  1972.  A native  of  Weatherford,  Oklahoma, 
Doctor  Hamburger  was  graduated  from  the  University  of  Okla- 
homa College  of  Medicine  in  1954.  Following  his  residency  Doc- 
tor Hamburger  became  Associate  Professor  of  Anesthesiology 
at  the  school  of  his  graduation.  He  was  a member  of  the  Okla- 
homa County  Anesthesia  Society. 


Health  Department 
Issues  Syringe  Plea 

A plea  for  physicians,  hospitals, 
and  clinics  to  be  extra  careful  in 
the  disposal  of  needles  and  syringes 
has  been  issued  by  the  Oklahoma 
Health  Department  in  its  Commun- 
icable Disease  Bulletin. 

The  bulletin  reported  that  recent- 
ly, “a  high  school  student  was  found 
to  have  in  his  possession  numerous 
disposable  needles  and  syringes. 
Presumably,  he  intended  to  use  them 
for  taking  unauthorized  parenteral 
drugs.  He  claimed  that  he  found 
the  needles  and  syringes  at  a local 
dump.” 

The  bulletin  pointed  out  that  health 
care  facilities  could  help  discour- 
age drug  abuse  by  adequately  dis- 
posing of  used  needles  so  that  they 
would  not  fall  into  the  hands  of 
youngsters. 

Needles  should  be  broken  at  the 
hub  and  syringes  should  be  ren- 
dered useless  if  possible.  Small  de- 
vices called  needle  clippers  perform 
both  functions  and  can  be  conveni- 
ently placed  at  nursing  stations  or 
in  treatment  rooms.  Needle  clippers 
are  available  at  local  surgical  sup- 
ply houses. 

A sanitary  landfill,  according  to 
the  Bulletin,  is  probably  the  most 
ideal  place  for  final  disposal.  Q 

Court  Decision  Could 
Ban  Hundreds  of  Drugs 

A recent  federal  court  decision 
could  result  in  the  removal  from 
the  market  of  scores— perhaps  hun- 
dreds— of  drugs  of  significant  value 
to  prescribers  and  the  public.  In  a 
suit  being  conducted  by  the  Ameri- 
can Public  Health  Association  and 
the  National  Council  of  Senior  Citi- 
zens, the  FDA  was  castigated  by  a 
federal  judge  for  “intolerable  pro- 
crastination.” 

The  suit,  started  in  1970,  demand- 
ed that  the  Food  and  Drug  Admin- 
istration remove  pharmaceutical 
products  put  on  the  market  prior  to 
1962  unless  they  have  been  proven 
effective  in  clinical  trials  acceptable 
by  1972  standards.  The  National 
Academy  of  Science/National  Re- 


search Council  review  of  most  1938- 
1962  products  found  that  most  of 
them  had  not  been  subjected  to  the 
sophisticated  testing  now  current, 
and  therefore  rated  most  of  them 
either  “probably  effective”  or  “pos- 
sibly effective,”  on  the  basis  of  the 
available  studies  and  the  panelists 
opinion. 

FDA,  following  receipt  and  study 
of  the  NAS  reports,  had  permitted 
manufacturers  to  either  cease  the 
marketing  of  such  drugs,  eliminate 
or  amend  claims  that  had  been 
judged  questionable,  or  begin  addi- 
tional tests  designed  to  establish  the 
previously  inadequately-documented 
claims. 

In  deciding  in  favor  of  the  plain- 
tiffs, District  of  Columbia  Federal 
Judge  Bryant  castigated  FDA  for 
“intolerable  procrastination”  in  proc- 
essing the  NAS/NRC  reports,  and  for 
what  he  considers  evidence  of  “so- 
licitude” for  the  drug  manufacturers. 

The  effect  of  the  court  decision 
could  be  to  summarily  remove  all 
such  drugs  from  medical  practice. 
Although  there  is  a legal  provision 
for  public  hearings  before  such  dras- 
tic action,  FDA  has  not  granted  a 
public  hearing  over  the  removal  of 
a drug  from  the  market  in  years. 

In  late  September  the  final  order 
from  the  judge  had  not  been  pub- 
lished. If  it  followed  the  judge’s 
earlier  decision  it  will  be  imperative 
that  FDA  appeal  the  decision.  Q 

Aetna  Issues  Phase  II 
Controls  Letter 

Aetna  Life  and  Casualty  Company, 
Medicare  Carrier  for  Oklahoma,  has 
issued  a news  letter  on  “Effect  of 
Phase  II  Controls  On  Allowable 
Charges  Under  Medicare  (Part  B).” 
The  information  sheet  proportedly 


went  to  all  Oklahoma  physicians. 

The  information  read  as  follows: 

“Under  present  Social  Security 
regulations,  reasonable  charges  are 
updated  annually  to  take  into  ac- 
count the  actual  charges  physicians 
and  suppliers  have  billed  for  cov- 
ered services  in  the  immediately 
preceding  calendar  year.  The  re- 
vised reasonable  charge  levels  go 
into  effect  on  July  1st  of  each  year  or 
as  soon  thereafter  as  they  can  be 
incorporated  into  the  carrier’s  pay- 
ment system.  Thus,  for  the  12-month 
period  beginning  July  1st,  1972,  the 
reasonable  charge  levels  will  be  cal- 
culated from  actual  charge  levels 
for  calendar  year  1971. 

“However,  because  of  a ruling  by 
the  Price  Commission,  only  40%  of 
these  calculated  increases  in  reason- 
able charge  levels  can  be  recognized 
for  the  12-month  period  beginning 
July  1st,  1972. 

“The  ruling  of  the  Price  Commis- 
sion is  that  the  Medicare  reasonable 
charges  in  effect  on  November  13th, 
1971,  must  be  considered  as  base 
prices  for  Phase  II  purposes,  and 
that,  as  a result,  they  may  not  be 
increased  by  more  than  2.5  percent 
in  the  aggregate  during  the  fiscal 
year  beginning  July,  1972.  Based  on 
actual  increases  in  Physician  and 
supplier  billings  in  calendar  year 
1971,  the  charges  allowed  under  the 
Medicare  program  for  the  12-month 
period  beginning  July  1st,  1972,  would 
have  been  increased  by  about  6.2 
percent  in  the  aggregate.  To  imple- 
ment the  Price  Commission’s  ruling, 
therefore,  only  40  percent  (2.5  is 
about  40%  of  6.2)  of  the  increases 
that  would  ordinarily  have  been  al- 
lowed will  be  recognized  in  calcu- 
lating reasonable  charges  for  the 
fiscal  year  bgeinning  July  1st,  1972. 

“What  does  this  Price  Commis- 
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sion  ruling  do  to  a physician's  rea- 
sonable charge  for  fiscal  year  1973? 

“If,  for  example,  in  1970  a phy- 
sician's customary  charge  for  pro- 
cedure X was  $8.00  and  the  prevail- 
ing charge  was  $7.00.  his  reasonable 
charge  would  be  $7.00  for  1970. 

“If,  for  the  same  procedure  X this 
physician's  customary’  charge  was 
$8.00  in  1971  and  the  prevailing 
charge  was  $8.00.  his  reasonable 
charge  would  be  $8.00  for  1971. 

“As  a result  of  the  Price  Commis- 
sion’s ruling,  only  40%  of  the  $1.00 
increase  ($7.00  in  1970  to  $8.00  in 
1971)  would  be  allowed.  For  fiscal 
year  1973,  the  reasonable  charge  for 
this  physician  would  be  $7.40. 

“If  a physician’s  reasonable  charge 
for  1971  is  equal  to  or  less  than  his 
reasonable  charge  for  1970,  no  ad- 
justment would  be  necessary  for  fis- 
cal year  1973. 

“If  a physician  lacked  customary 
charge  data  in  1970  for  a given  item 
or  sendee,  his  reasonable  charge 
was  based  on  the  prevailing.  For 
fiscal  year  1973,  the  1971  reasonable 
charge  must  be  compared  to  this 

1970  prevailing  charge.  Where  the 

1971  reasonable  charge  is  higher, 
then  only  40%  of  the  increase  would 
be  allowed.” 

Diabetes,  Drugs,  and 
Cardiac  Revascularization 
Highlight  Conference 

Three  half-day,  in  depth,  programs 
will  highlight  the  42nd  Annual  Fall 
Conference  of  the  Oklahoma  City 
Clinical  Society  when  it  meets  Oc- 
tober 23-25. 

Set  for  Oklahoma  City’s  Skirvin 
Hotel,  the  three-day  conference  will 
be  acceptable  for  15  hours  of  credit, 
category  1.  from  the  American  Acad- 
emy of  Family  Physicians. 

Beginning  Monday,  October  23rd, 
with  a half  day  session  on  Cardiac 
Revascularization,  the  conference 
will  follow  with  two  other  half  day 
programs:  Diabetes— The  Old,  The 
Young,  The  Pregnant,  will  be  fea- 
tured on  Tuesday,  October  24th  and 
Wednesday’s  Program  wall  be  Drugs 
— Use.  Abuse.  Misuse. 

In  all  nearly  25  separate  scientific 


presentations  will  be  made  during 
the  three  days. 

Entertainment  during  the  confer- 
ence will  include  free  buffet  break- 
fasts served  each  morning  from  7:00 
a.m.  until  7:45  a.m.  The  purpose  is 
to  meet  and  mingle  with  no  formal 
presentations.  Free  lunch  snacks 
will  be  served  each  day  in  the  ex- 
hibit area. 

Social  highlight  of  the  42nd  meet 
ing  will  be  Tuesday  evening  at  Okla- 
homa’s Cowboy  Hall  of  Fame  when 
the  society  will  honor  guest  speak- 
ers and  their  wives  at  a banquet. 
Cocktails  will  be  served  on  the  ve- 
randa at  7:00  p.m.  with  dinner  at 
8:00  p.m.  in  the  Great  Hall.  With 
the  banquet  being  held  in  such  a 
beautiful  and  unique  setting,  it  will 
be  an  opportunity  to  visit  the  art 
galleries  following  cocktails  before 
the  dinner. 

Speaker  at  the  banquet  will  be 
David  L.  Schmidt,  a nationally 
known  after  dinner  speaker  and  en- 
tertainer. Mr.  Schmidt  has  been  the 
keynote  speaker  at  the  last  three 
national  conventions  of  Toastmasters 
International  and  will  talk  on  the 
subject  of  “Marshmallows,  Gold 
Stamps  or  Brown  Stamps?”.  Dinner 
music  will  be  furnished  by  strolling 
troubadours.  The  dress  for  the  eve- 
ning will  be  formal  western,  suits  or 
dinner  jackets  for  men,  and  after 
five  for  the  ladies. 

Doctor  Needs  Duck 
Stamp  Help 

Every  now  and  then  the  OSMA 
receives  a request  for  help  from 
one  of  its  members.  Harris  D.  Riley, 
Jr..  MD,  has  come  up  with  the  most 
unusual  request  we  have  had  in  a 
while. 

We  have  many  members  who  are 
avid  duck  hunters,  but  Doctor  Har- 
ris Riley  is  an  avid  duck  stamp 
hunter. 

The  doctor  is  in  the  process  of 
completing  a collection  of  U.  S.  Duck 
Stamps.  The  best  place  to  find 
them  is  from  duck  hunters  who  have 
retained  their  duck  stamps  from 
past  years. 

While  looking  for  any  duck  stamp 
from  the  years  1934  through  the 
present,  he  specifically  needs  stamps 


from  1953,  1954,  1958,  1959,  1967,  1968, 
1969,  and  1970.  How-ever  “all  others 
are  welcome.” 

For  those  unfamiliar  with  duck 
stamps,  cne  which  states  “void  after 
June  30,  1958”  is  regarded  as  a 
1957  stamp  ...  or  whatever  year 
is  previous  to  the  one  printed  on 
the  stamp. 

If  you  can  help  Doctor  Riley,  he 
can  be  reached  at  the  Department 
of  Pediatrics,  Children’s  Memorial 
Hospital,  P.  O.  Box  23901,  Oklahoma 
City,  Oklahoma  73190. 

Incidentally,  if  any  other  physician 
has  an  unusual  hobby  and  needs 
some  help  from  their  colleagues, 
they  should  contact  the  OSMA  Execu- 
tive Office.  lj 

Government  Concentrates 
On  Flu  Vaccine 

While  government  scientists  have 
given  up  on  the  possibility  of  de- 
veloping a cold  vaccine,  due  to  the 
large  number  of  viruses  that  can 
cause  the  illness,  they  have  devel- 
oped a new  kind  of  flu  vaccine  con- 
taining live  viruses  that  they  believe 
holds  hope  of  greatly  containing  fu- 
ture influenza  epidemics. 

While  the  new  flu  vaccine  still 
must  be  put  through  extensive  tests 
and  trials  before  it  can  be  licensed 
for  use  on  the  public,  scientists  are 
hopeful  that  this  can  be  done  before 
the  next  major  expected  U.  S.  flu 
epidemic  in  the  latter  part  of  the 
decade. 

In  their  research  at  the  National 
Institute  of  Allergy  and  Infectious 
Diseases  of  the  National  Institutes  of 
Health  in  Bethesda.  Maryland,  the 
scientists  say  they  employed  the 
live,  the  weakened,  viruses  in  de- 
veloping the  vaccine. 

A complicated  laboratory  trick  en- 
abled the  scientists  to  produce  an 
immunity  to  the  Hu  with  live  viruses 
without  causing  the  disease  itself. 
The  trick  involved  creating  a high- 
bred virus  that  cannot  stand  the 
heat  of  the  lungs,  w'h^re  it  could 
bring  about  the  disease.  This  high- 
bred, however,  thrives  in  the  lower 
temperatures  of  the  nose  and  throat, 
where  it  produces  protection  against 
the  flu. 

The  new  vaccine  was  given  as  a 
nasal  spray  instead  of  an  injection 
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and  none  of  the  17  persons  given  the 
new  type  vaccine  in  tests  caught  the 
infuenza  even  when  exposed  to  it. 
But  17  of  28  not  given  the  vaccine 
did  catch  influenza. 

None  of  the  17  experimental  pa- 
tients suffered  any  of  the  side  affects 
associated  with  presently  used  killed 
virus  vaccine — wooziness,  headache, 
a low  fever  and  slight  nausea.  Q 

editorial 

(Continued  from  Page  397) 
to:  “Did  you  vote  regularly  when 
you  were  free?” 

Gambling  syndicate  underling  (age 
33,  serving  5-10  years):  “The  organ- 
ization always  saw  to  it  that  I voted; 
even  told  me  who  and  what  to  vote 
for.” 

Alcoholic  (age  47,  doing  1-2  for 
non-support):  “They’d  let  me  off 
work  in  time  to  make  it  to  the  polls, 
all  right.  But  I’d  stop  at  a buddy’s 
house  to  talk  the  election  over. 
There’d  be  bottle  or  two  around. 
And  somehow,  before  I considered 
all  the  issues  and  candidates  and  de- 
cided who’d  get  my  vote,  it  was 
either  too  late  or  I was  too  loaded 
to  care  anymore.” 

Sex  offender  (age  39,  serving  lVz- 
10  years):  “I  never  voted  except  hi 
presidential  elections.  I voted  for 
Dick  because  my  name  is  Nixon, 
too.”  (Wouldn’t  it  be  interesting  to 
know  how  many  other  votes  are  cast 
for  similar,  lackadaisical  reasons?) 

As  for  me— well,  occasionally  it  is 
unpleasant  to  face  the  mirror  of 
patriotism.  Instead  of  voting  I have 
gone  hunting  and  fishing;  attended 
to  personal  matters  of  assorted  kinds. 
But  the  future  will  offer  opportuni- 
ties to  prove  my  determination  never 
again  to  skip  a chance  to  vote.  And 
I will  vote  as  intelligently  as  I can. 

In  the  meantime,  what  about  you? 

Like  many  other  sheer  blessings 
in  our  full-fashioned  freedom,  the 
privilege  of  voting  just  can’t  com- 
pletely be  appreciated  until  it  is 
lost.  I know.  So  I must  agree  with 
the  immigrant  who  said:  “Most 

Americans  can’t  adequately  appre- 
ciate their  system  of  government 
because  they  don’t  understand  what 
it  ain’t.” 

However,  our  Star  Spangled  Ban- 
ner waves  best  when  every  thread 


is  intact.  Similarly,  the  government 
it  represents  needs  every  vote. 

But  nobody  votes  in  my  town.  No- 
body may. 


LIKE  NEW  EQUIPMENT  FOR 
SALE.  Electrocardiograph  — Mar- 
quette 12  channel,  direct  writing, 
series  2,000,  automatic  electrocardio- 
graph (model  C-207 ) with  extra 
length  patient  cable.  Complete  with 
all  accessories,  EKG  bags  and  paper, 
electrode  paste,  instruction  manuals, 
etc.  Telecommunication  compatible 
with  basic  circuitry  already  installed. 
Tonometer  — Automatic  applanation 
tonometer  (Berkeley  Tonometer  Com- 
pany— Mackay-Marg  Recorder  Amp- 
lifier). Precision  tonometry  without 
need  for  corneal  anesthesia.  Com- 
plete with  all  accessories  and  sup- 
plies. Portable.  Vision  Tester— Tit- 
mus  Model  OV-7M  with  industrial 
targets  (interchangeable).  Complete 
with  manuals  and  supplies.  Portable. 
Audiometer— EB  Model  350  MB.  All 
transistor.  Portable.  Complete  with 
earphones,  special  sight  shield,  man- 
ual and  supplies.  Other— Healthom- 
eter  Scales  by  Continental  (includes 
patient  support  and  height  scales). 
Tycos  Syphgmomanometer.  Littmann 
Stethoscope.  Located  in  Oklahoma 
City.  Contact  Key  A,  The  Journal, 
Oklahoma  State  Medical  Association, 
601  N.W.  Expressway,  Oklahoma 
City  73118. 

PHYSICIANS  WANTED.  Planning 
to  build  multi-suite  Professional 
Mall  in  Weatherford,  Oklahoma,  a 
friendly  fast  growing  college  city; 
will  build  to  suit.  Need  Two  MDs. 
Write  T.  J.  Toma,  DDS,  Box  310, 
Weatherford  73096. 

EXCELLENT  GENERAL  PRAC- 
TICE OPPORTUNITY  in  commun- 
ity of  6,000  population  needs  several 
additional  physicians  (only  two  MD’s 
in  city).  Physician  owner  retired. 
Nearly  new  clinic  for  sale,  trade,  or 
lease;  includes  laboratory,  x-ray, 
physio-therapy,  pharmacy,  and  nec- 
essary space  to  accommodate  two 
physicians.  Contact  Russell  W.  Lew- 
is, MD,  1901  West  Broadway,  Sul- 
phur, Oklahoma  73086. 


What  could  be  worse,  patriotic- 
ally? 

Your  town,  where  every  adult  citi- 
zen may  vote  . . . and  you  don’t.  □ 


LEASED  HUNTING  IN  THE  AR- 
BUCKLES.  Quail  and/or  deer.  Also 
goose  blinds  next  to  Tishomingo 
game  refuge.  Call  405  223-9773  or 
contact  P.O.  Box  1425,  Ardmore. 


EXCELLENT  OPPORTUNITY  for 
General  Practice  or  General  Medi- 
cine in  fastest  growing  community 
in  Southwest.  Privileges  in  modern 
new  fifty-bed  hospital.  Other  hos- 
pitals close  by  are  Norman  Munici- 
pal and  South  Community.  Space 
is  available  in  clinic  opened  early  in 
1972  with  reasonable  lease.  Can  ex- 
pect full-time  practice  within  a few 
months,  along  with  off  time  cover- 
age. Located  in  community  of  20,000 
with  only  four  GP’s.  Ideally  located 
between  University  of  Oklahoma 
campus  and  municipal  Oklahoma 
City.  The  ideal  small  town  practice 
with  the  large  town  advantages.  If 
you  want  a family  type  practice 
with  time  off,  please  call  C.  J.  Shaw, 
MD,  400  N.  Eastern,  Moore,  Okla- 
homa, phone  1-405-794-5533  collect,  or 
Edwin  G.  Horne,  Jr.,  MD,  phone 
1-405-794-7768  collect. 


AN  UNUSUAL  OPPORTUNITY 
for  general  practitioner  or  internist 
who  is  interested  in  allergy.  Associ- 
ate desired  by  allergist  with  a thriv- 
ing and  growing  practice  who  is  near- 
ing retirement  age.  Young  allergist 
would  also  be  considered.  Large  of- 
fice with  well-trained  staff.  Salary 
negotiable  with  expectancy  of  incor- 
porating and  privilege  of  selecting  a 
second  physician  to  be  associated 
with  him.  Will  pay  for  periodic  post- 
graduate courses.  Location  — South 
Central  U.S.  Send  resume  to  Key  L, 
The  Journal,  Oklahoma  State  Medi- 
cal Association,  601  N.W.  Express- 
way, Oklahoma  City  73118. 
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The  science 

of  treating 
gas  pain 

| #When  gas  is  entrapped  in  the  G.  I.  tract,  it  can 
cause  pain  severe  enough  to  mimic  that  of  peptic  ulcer,  angina  pectoris,  or 
myocardial  infarction. 2#Most  of  the  gas  symptoms  brought  to  your  attention 
will  be  due  to  gas  trapped  in  the  intestines,  not  the  stomach.^  Jhe  source  of 
most  G.l.  gas  is  air-swallowing,  often  an  anxiety  response  of  which  the  patient 


is  unaware. 


new 


. PHASE  treats 

gas  pain  scientifically 

J#Phasil  is  the  only  single-entity  simethicone  tablet  with  measured  medi- 
cation for  both  stomach  and  intestine.  Phasil’s  protected  inner  core  releases 
40  mg.  of  specially-activated  simethicone  in  the  intestines,  the  most  common 
site  of  gas  entrapment.2#Phasil  also  releases  20  mg.  of  specially-activated 
simethicone  while  in  transit  through  the  stomach,  for  immediate  dispersion  of 
any  gas  accumulated  there.^  Phasil  is  safe:  no  systemic 
effects,  no  untoward  reactions,  no  contraindications. 

Sig.:  One  Phasil  tablet  before  meals  and  at  bedtime  pro- 
vides reliable  relief  of  gas  pain,  bloating  and  distention. 

Available  in  bottles  of  1 00  tablets. 

References:  1.  Roth.  J.  L Ann  N Y Acad.  Sci.  150. 109,  Feb.  26,  1968.  2.  Reich,  N E„  and 
Fremont,  R.  E (eds.)  Chest  Pain,  The  Macmillan  Company,  New  York,  1961,  p.  348. 
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Encounter  under  the 
Scanning  Electron  Microscope 


SEM  reveals  changes 
in  E.  coli  exposed  to  antibacterial  agents 

The  Scanning  Electron  Microscope  (SEM)  is  detailed  perspective.  Changes  in  surface  morphol- 
the  only  instrument  which  gives  3-dimensional  views  ogy  of  E.  coli  exposed  to  various  antimicrobial 
on  a microscopic  level.  This  permits  the  surface  agents  are  seen  on  the  following  page.  An  SEM  pho- 
morphology  of  microorganisms  to  be  observed  in  tomicrograph  of  normal  control  £.  co//'appears  above. 


Different  modes  of  antibacterial  action  — 
Similar  changes  in  morphology 


its  mechanism  of  action. 

“At  present,  the  significance  of  these  observa- 
tions in  clinical  infection  must  be  considered  with 
caution,  but  it  is  hoped  that  these  data  will  stimulate 
a reevaluation  of  present  concepts  of  the  nature  and 
role  of  morphological  variants  of  bacteria  exposed 
to  a variety  of  antibacterial  factors.”2 

It  should  be  noted  that  no  clinical  conclusions 
can  be  drawn  from  this  study,  as  it  is  not  always  pos 
sible  to  extrapolate  in  vitro  data  to  humans. 

References:  1.  Klainer,  A.  S.;  Fass,  R.  J.,  and  Perkins,  R.  L.:  Sci- 
entific Exhibit  presented  at  the  25th  American  Medical  Associa- 
tion Clinical  Convention,  New  Orleans,  La.,  Nov.  28-Dec.  1,  1971. 
2.  Klainer,  A.  S.,  and  Perkins,  R.  L.:  Antimicrob.  Agents  Chemo- 
ther.,  1: 164,  1972.  3.  Klainer,  A.  S.:  Data  on  file,  Hoffmann -La 
Roche  Inc.,  Nutley,  N.J. 


As  part  of  a series  of  experiments,1'3  strains  of 
E.  coli  proven  susceptible  to  each  antibacterial  agent 
were  exposed  to  1 MIC  of  the  respective  antibac- 
terials for  a three-hour  period.  Included  were  cell- 
wall-active  drugs,  ampicillin  and  cephalothin;  a drug 
interfering  with  intracellular  protein  synthesis, 
tetracycline;  and  a chemical  agent  which  acts  by 
interference  with  para-aminobenzoic  acid,  sulfa- 
methoxazole. 

As  seen  above,  elongation  of  the  bacilli,  mid- 
cell defects  and  spheroplast-like  forms  may  be 
appreciated  with  the  SEM  technique.  These  changes 
in  bacterial  morphology  were  similar ...  regardless 
of  the  antibacterial  agent  used  and  irrespective  of 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonobstructed  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and  cystitis) 
due  to  susceptible  organisms.  Note:  Carefully  coordinate  in 
vitro  sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  culture  media. 
The  increasing  frequency  of  resistant  organisms  limits  the 
usefulness  of  antibacterials  including  sulfonamides,  especially 
in  chronic  or  recurrent  urinary  tract  infections.  Measure  sulfona- 
mide blood  levels  as  variations  may  occur;  20  mg/ 100  ml  should 
be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy 
at  term  and  during  nursing  period;  infants  less  than  two  months 
of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  estab- 


lished. Sulfonamides  should  not  be  used  for  group  A beta- 
hemolytic  streptococcal  infections  and  will  not  eradicate  or 
prevent  sequelae  (rheumatic  fever,  glomerulonephritis)  of  such 
infections.  Deaths  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias  have  been  re- 
ported and  early  clinical  signs  (sore  throat,  fever,  pallor,  purpura 
or  jaundice)  may  indicate  serious  blood  disorders.  Frequent  CBC 
and  urinalysis  with  microscopic  examination  are  recommended 
during  sulfonamide  therapy.  Insufficient  data  on  children  under 
six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose- 
6-phosphate  dehydrogenase-deficient  individuals  in  whom  dose- 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake  to 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis, 


Encounter  in  Clinical  Practice 

Control  of  primary  bacterial  offenders 

Antibacterial  Gantanol®  (sulfamethoxazole)  often  implicated  in  acute  nonobstructed  pyelo 
controls  susceptible  strains  of  E.  coli  and  other  nephritis  and  cystitis, 
gram-negative  and  gram-positive  organisms 

Prompt  antibacterial  blood  and  urine  levels 

In  from  2 to  3 hours  after  the  initial  2-Gm  both  the  blood  and  urine, 
adult  dose,  antibacterial  levels  are  present  in 


B.I.D./T.I.D.  dosage  for  around-the-clock  coverage 


Subsequent  1-Gm  doses  provide  up  to  12 
hours  of  antibacterial  coverage.  More  severe 
u.t.i.  may  require  a q.  8 h.  dosage  regimen.  Either 
schedule  provides  coverage  during  the  waking 


and  sleeping  hours— especially  important  during 
hours  of  sleep  when  normal  urinary  retention 
tends  to  favor  bacterial  proliferation. 


Also  effective  in  nonobstructed  chronic  and  recurrent  u.t.i. 


It  is  not  uncommon  for  the  elderly  and  the 
debilitated  to  develop  chronic  and/or  recurrent 
nonobstructed  urinary  tract  infections  such  as 
pyelonephritis  and  cystitis.  Such  cases  often  re- 


spond satisfactorily  to  Gantanol.  The  increasing 
frequency  of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents  including  sul- 
fonamides, especially  in  chronic  or  recurrent  u.t.i. 


Your  Option:  Tablets  or  Suspension 


Either  dosage  form  — the  Tablets  or  the 
pleasant-tasting,  cherry-flavored  Suspension  — 
can  provide  the  dependable  antibacterial  activity 
necessary  to  control  susceptible  nonobstructed 
cystitis  and  pyelonephritis.  Symptomatic  im- 
provement may  usually  be  expected  in  24  to  48 
hours.  The  usual  precautions  with  sulfonamide 


therapy  should  be  observed,  including  adequate 
fluid  intake.  Gantanol  (sulfamethoxazole)  is  gen- 
erally well  tolerated  with  relative  freedom  from 
complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent 
c.b.c.’s  and  urinalyses  with  microscopic  exam- 
ination are  recommended. 


In  nonobstructed  cystitis 
and  pyelonephritis  due  to 
susceptible  organisms 


Gantanol* 

(sulfamethoxazole) 
Basic  Therapy 


aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and  methemoglobinemia); 
allergic  reactions  (erythema  multiforme,  skin  eruptions,  epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunc- 
tival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis);  gastrointestinal  reactions  (nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  C/VS  reactions  (headache,  peripheral  neuritis,  men- 
tal depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  ver- 
tigo and  insomnia);  miscellaneous  reactions  (drug  fever,  chills, 
toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and 
L.E.  phenomenon).  Due  to  certain  chemical  similarities  with 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  as  well  as  thy- 


roid malignancies  in  rats  following  long-term  administration. 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/20  lbs  of 
body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose 
should  not  exceed  75  mg/  kg/  24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


DIRECTORY  OF  CLINICS,  HOSPITALS,  LABORATORIES 


Coyne  Campbell  Hospital  2601  Spencer  Road 
Ph.  405-427-2441  Spencer,  Oklahoma  73084 

Special  Services 


Psychotherapy— Individual  & Group 

Chemotherapy 

Recreational  Therapy 

Occupational  Therapy 

Adolescent  Education 

Medical  Consultation 

Electro  Shock  Therapy 

Psychological  Testing 

X-Ray 

Clinical  Laboratory 

Electrocardiograph 

Electroencephalograph 


Acute  Care 

Inpatient 

Outpatient 

Partial  Hospitalization 


Long-Term 

12-Bed  Geriatric  Cottage 


CHARLES  E.  BECK,  AID,  Chief  of  Staff  DOLORES  WIGGINS,  Administrator 

Serving  Oklahomans  with  Private  Psychiatric  Care  — Since  1939 
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Oklahoma  State  Medical  Association 


Charles  L.  Reynolds,  Jr.,  MD,  FACS 
Clinical  Director 

Diplomate  of  the  American  Board  of  Urology 


SENIOR  UROLOGISTS 

J.  Hartwell  Dunn,  MD,  FACS 
Meredith  M.  Appleton,  MD,  FICS 
Harry  C.  Miller,  Jr.,  MD,  FACS 
Associate  Urologist 

Diplomates  of  the  American  Board  of  Urology 

PERSONNEL  DIRECTOR 
Fran  Womastek 


THE 

DUNN-REYNOLDS 
UROLOGY  CENTER 

3113  Northwest  Expressway 
OKLAHOMA  CITY,  OKLAHOMA 

Telephone  843-5761 

General  Urology 
Pediatric  Urology 
Neoplastic  Surgery,  Urinary  Tract 
Renal  Vascular  Surgery 

Plastic  and  Reconstructive  Surgery,  Urinary  Tract 
Fertility  Problems 


Complete  Clinical  Laboratories 
Tissue  Pathology 
Radioactive  Isotopes 
Renal  Function  Studies 


GOLDFAIN  RHEUMATISM-ARTHRITIS 

LABORATORY 

228  NORTHWEST  13th  STREET 

OKLAHOMA  CITY,  OKLAHOMA 

DEVOTED  TO  THE  DIAGNOSIS  AND  TREATMENT  OF  RHEUMATIC  DISEASES 

<S> 

X-RAY  AND  CLINICAL  LABORATORY  SURVEY  OF  EACH  PATIENT 


E.  GOLDFAIN,  MD,  Director 
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McALESTER  CLINIC 

Third  and  Seminole 
McAlesrer,  Oklahoma 


Complete  Clinic  Facilities 

Surgery 

Internal  Medicine 

‘George  M.  Brown,  Jr.,  MD,  FACS 

*S.  L.  Norman,  MD 

E.  H.  Shuller,  MD 

•C.  K.  Holland,  Jr,  MD 

•William  G.  Blanchard,  MD 

Leroy  M.  Milton,  MD 

Obstetrics  • Gynecology 

Pediatrics 

*W.  Riley  Murphy,  Jr.,  MD 

•Thurman  Shuller,  MD 

*D.  Ross  Rumph,  MD 

D.  W.  Bridges,  Jr,  MD 

•Paul  P.  Saneman,  MD 

Ophthalmology 

Radiology 

•Bruce  H.  Brown,  MD 

•Fred  D.  Switzer,  MD 

‘Donald  H.  Shuller,  MD 

Anesthesiology 

Otolaryngology 

H.  C.  Wheeler,  MD 

Samuel  E.  Dakil,  MD 

Jewell  M.  Green,  Jr. 

Family  Medicine 

Charlees  S.  Cunningham, 

Business  Manager 

Lloyd  T.  Anderson,  MD 

‘Certified  by  Specialty  Board 

John  B.  Cotton,  MD 

George  S.  Bozalis,  MD  Robert  S.  Ellis,  MD 

Vernon  D.  Cushing,  MD  Lyle  W.  Burroughs,  MD 

George  L.  Winn,  MD  Charles  D.  Haunschild,  MD 

James  H.  Wells,  MD 

Administration 
Dwight  Mitchell,  Jr. 

Oklahoma  Allergy  Clinic 

Specializing  in  the  diagnosis  and 
treatment  of  allergic  diseases 

Office  Address:  Mail  Address: 

711  N.W.  10th  Street  Post  Office  Box  26827 

Telephone  405  2 39-6221  Oklahoma  City,  Oklahoma  73126 

By  Appointment  Onlv 
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Oklahoma  State  Medical  Association 


OKLAHOMA  CITY  CLINIC 

301  Northwest  12th  Street  Oklahoma  City,  Oklahoma  236-0641 


INTERNAL  MEDICINE 

W.  W.  Rucks,  Jr.,  MD 
Medicine 

Robert  C.  Lawson,  MD 

Medicine,  Metabolic  Diseases 
James  J.  Gable,  Jr.,  MD 
Medicine,  Cardiology 
William  S.  Pugsley,  MD 
Medicine,  Arthritis 
Charles  W.  Cathey,  MD 
Medicine,  Cardiology 
Charles  W.  Robinson,  Jr.,  MD 
Medicine,  Cardiology 
Donald  G.  Preuss,  MD 
Medicine 

James  L.  Males,  MD 

Medicine,  Endocrinology 
Alexander  Poston,  MD 
Medicine,  Cardiology 
William  P.  Munsell,  MD 
Medicine,  Gastroenterology 
Thomas  R.  Russell,  MD 
Medicine,  Cardiology 
Paul  C.  Houk,  MD 
Medicine,  Cardiology 

NEUROLOGY 

Charles  G.  Reul,  MD 


GENERAL  SURGERY 

Edward  R.  Munnell,  MD 
General  Vascular 
Frank  G.  Gatchell,  MD 
General,  Head  and  Neck 
H.  Jack  Brown,  MD 
General 

THORACIC  SURGERY 

Edward  R.  Munnell,  MD 

OBSTETRICS-GYNECOLOGY 

John  W.  Records,  MD 
Schales  L.  Atkinson,  MD 
Roger  D.  Quinn,  MD 

ORTHOPEDIC  SURGERY 

Robert  P.  Holt,  MD 
Edwin  R.  Maier,  MD 
Wayne  B.  Lockwood,  MD 

OTOLOGIC,  RHINOLOGIC,  AND 
LARYNGEAL  SURGERY 

Bronchoesophagology 

Head  and  Neck  Surgery 

L.  Chester  McHenry,  MD 
Ethan  A.  Walker,  Jr.,  MD 
Charles  J.  Wine,  MD 


CLINICAL  PSYCHOLOGY 

R.  Vernon  Enlow,  PhD 

PEDIATRICS 

James  E.  Mays,  Jr.,  MD 

Pediatrics,  Endocrine  Disorders 
Armond  H.  Start,  MD 
Pediatrics 

Jerry  R.  Nida,  MD 
Pediatrics 
R.  Lee  Austin,  MD 
Pediatrics 

RADIOLOGY 

Diagnostic  and  Therapeutic 
Edmond  H.  Kalmon,  Jr.,  MD 
Melvin  C.  Hicks,  MD 
William  A.  Vint,  MD 

UROLOGY 

Donald  D.  Albers,  MD 

ACUTE  MEDICINE 

Elton  W.  LeHew,  MD 
David  P.  West,  MD 


Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

600  N.W.  11th  Street 

Oklahoma  City,  Oklahoma  — 2 32-0341 


DEPARTMENT  OF  ORTHOPEDICS 
*Marvin  K.  Margo,  MD,  FACS 
•James  P.  Bell,  MD,  FACS 
•Stephen  Tkach,  MD,  FACS 
•Joseph  F.  Messenbaugh  III,  MD 
J.  Patrick  Evans,  MD 
•Edwin  E.  Rice,  MD 


DEPARTMENT  OF  ARTHRITIS 
•William  K.  Ishmael,  MD,  FACP 
John  A.  Blaschke,  MD 
•Phillip  J.  Wright,  MD 
Mary  L.  Duffy  Honick,  MD 
Claude  M.  Bloss,  Jr.,  MD 
•Richard  J.  Hess,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 

CONSULTANT  EMERITUS  DIRECTOR  OF  LABORATORIES 

•Earl  D.  McBride,  MD,  FACS  *J.  N.  Owens,  Jr.,  MD,  FCAP,  FACP 


•Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
J.  Lamont  Baxter,  MA,  JD,  CPA,  Administrator 
James  A.  Hyde,  CPA  and  Controller 
Mary  Magruder,  Personnel  Director 
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THE 

SUGG 

CLINIC 

Incorporated 

Complete  Clinical  and  Laboratory  Facilities 


TISSUE  EXAMINATIONS 


RADIUM  AND  X-RAY  THERAPY 


Surgery 

E.  M.  Gullatt,  MD 

Richard  M.  Taliaferro,  MD,  FACS 

Obstetrics  and  Gynecology 
J.  B.  Wallace,  MD 
E.  F.  Deese,  MD 

Orthopedic  Surgery 
David  C.  Ramsay,  MD,  FACS 

Pediatrics 

George  K.  Stephens,  MD,  FAAP 
Pathology 

Larry  W.  Cartmell,  MD,  FCAP 
Bruce  VanHom,  MD 
Consulting  Pathologists 


100-04  E.  13th  Street 
ADA,  OKLAHOMA 
Telephone  332-5252 


Internal  Medicine 
Frank  J.  Martin,  MD,  FACP 
James  F.  Hohl,  MD 
John  E.  Roberts,  MD 
Joe  L.  Troska,  MD 

General  Medicine 
Carl  D.  Wiseman,  MD 

Otolaryngology  and  Ophthalmology 
Wm.  G.  Peterson,  MD,  FICS 

Radiology 
H.  B.  Yagol,  MD 

Business  Manager 
John  A.  Barringer 


THE  OKLAHOMA  PLASTIC  SURGERY  CENTER,  INC. 

3141  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 

Plastic  and  Reconstructive  Surgery 
Cosmetic,  Maxillo-Facial  and  Hand  Surgery 

GILBERT  L.  HYROOP,  MD,  FACS  DAVID  WILLIAM  FOERSTER,  MD 

848-3341  848-3459 


Dr.  Hyroop  and  Dr.  Foerster  are  Board  Certified  in  Plastic  Surgery 


MID-WEST 

SURGICAL  SUPPLY 

CO.,  INC. 

OF  OKLAHOMA 

3 East  8th  Street 

Phone  239-7341 

Oklahoma  City,  Okla.  73104 

COME  SEE  US  AT  OUR  NEW  ADDRESS 

xxii  Oklahoma  State  Medical  Association 
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ALLERGY 


BLUE  ALLERGY  GROUP 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Lister  Medical  Building  430  Northweset  12th  405  236-1446 
Oklahoma  City,  Oklahoma  '3103 

Johnny  A.  Blue,  BA,  MD  James  M.  Nelson,  MD 

Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergy 
Diplomate  American  Assoc  Clinical  Allergy  and  Immunology 


FANNIE  LOU  LENEY,  MD 

Fellow  American  College  of  Allergists 
Fellow  American  Academy  of  Allergy 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Telephone  843-6611  Office 
Resident  843-3541 

3141  N.W.  Expressway,  Room  501  Oklahoma  City,  Okla. 


ARTHRITIS 


THE  ARTHRITIS  CLINIC 

Arthritis,  Rheumatism  and  Related  Diseases 

Lyman  C.  Veazey,  MD  Lloyd  G.  McArthur,  PhD,  MD 
Robert  C.  Troop,  MD  Winfred  L.  Medcalf,  MD 

207  C Street  NW  Ardmore,  Okla.  73401 

Phone  223-5180  If  no  answer:  223-4895 


CARDIOLOGY 


STANLEY  R.  McCAMPBELL,  MD 
Cardiology  and  Electrocardiography 


1211  North  Shartel 


236-1 2y5 


Oklahoma  City,  Oklahoma 


JAMES  S.  WILLIAMS,  MD,  Inc. 

Board  Certified  In  Cardiovascular  Disease 
Cardiology  and  Electrocardiography 
Price  Tower  Bartlesville,  Oklahoma  336-6450 


CARDIOVASCULAR 


CARDIOVASCULAR  CLINIC 

Wm.  Best  Thompson,  MD  Galen  P Robbins,  MD 

William  S.  Myers,  MD  William  R.  Bullock,  MD 

Lawrence  M.  Higgs,  MD  Ronald  H.  White,  MD 

William  J.  Fors,  MD 

ADULT  AND  PEDIATRIC  CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  arteriography 
Radioisotope  studies  and  telephone  electrocardiography 
Lipoprotein  electrophoresis  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 
3300  Northwest  56th  Telephone  947-3341 

Oklahoma  City,  Okla.  73112 


CARDIOVASCULAR  ASSOCIATES 
J.  J.  DONNELL,  MD  J.  L.  BRESSIE,  MD 

G.  L.  HONICK,  MD  A.  F.  ELLIOTT,  MD 

Adult  and  Pediatric  Cardiovascular  Diseases 
Cardiac  catheterizations,  aortography  and  selective  arteriography, 
and  telephone  electrocardiography 

Physicians  and  Surgeons  Bldg.  Doctors  Medical  Bldg. 

1211  N.  Shartel  5700  N.W.  Grand  Blvd. 

235-4661  Oklahoma  City  947-2551 


TULSA  CARDIOVASCULAR  ASSOCIATES,  Inc. 

R.  Wayne  Neal,  MD  Robert  P.  Zoller,  MD 

Charles  L.  Cooper,  MD 

Adult  and  Pediatric  Cardiovascular  Consultation 
Diagnostic  Cardiac  Catheterization  and  Coronary  Arteriography 
Routine,  Telephone  Transmitted  and  Treadmill  Electrocardiography 
St.  John's  Doctors  Building,  Suite  711 
1705  East  Nineteenth  Street  Telephone  747-1335 

Tulsa,  Oklahoma 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Pyopen 

(disodium  carbenicillin) 

*vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 
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Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


W.  T.  McCOLLUM,  MD  RAYMOND  L.  ROSE,  MD 

437  N.W.  12th  St.  Oklahoma  City,  Okla. 

235-6461 

CONSULTANTS  IN  CARDIOVASCULAR  DISEASES 
(Including  Cardiac  Catheterizations  and  Angiography) 

Diplomates,  American  Board  of  Internal  Medicine 
in  Cardiovascular  Diseases  and  Internal  Medicine 
Fellows,  Council  of  Clinical  Cardiology 
American  Heart  Association 
Fellows,  American  College  of  Cardiology 
Fellows,  American  College  of  Physicians 


CLINICS 


MIAMI  CLINIC 

Miami  Clinic  Bldg.— 30  B,  S.W.  Miami,  Oklahoma 

Rex  M.  Graham,  MD  Obstetrics  & Gynecology 

H.  W.  Wendelken,  MD  Internal  Medicine  & Cardiology 

J.  E.  Highland,  MD  General  Practice 

Harry  C.  Ford,  MD  Eye,  Ear,  Nose  & Throat 

Glenn  W.  Cosby,  MD  _ Obstetrics  & Gynecology 

Ralph  H.  Cully,  DDS  Dental  Surgery 


DERMATOLOGY 


WILLIAM  E.  EASTLAND,  MD,  FACR 
Dermatology  and  Malignancies  of  the  Skin 
Grenz  Ray  X-Ray  Radium  Therapy 

1211  North  Shartel  Physicians  & Surgeons  Building 
Oklahoma  City,  Oklahoma  Phone  235-1446 

HERVEY  A.  FOERSTER,  MD 
Practice  Limited  to  Diseases  of  the  Skin 
X-Ray  and  Radium  Therapy 

1212  N.  Walker  Oklahoma  City 


RONALD  W.  GILCHRIST,  JR.,  MD 
Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

4200  South  Douglas  Avenue  632-4200 

South  Community  Medical  Center  Oklahoma  City,  Oklahoma 


DONALD  E.  JOHNSON,  MD 
Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

330  South  Fifth  234-5121 

Enid,  Oklahoma 


W.  A.  SHOWMAN,  MD 

Practice  Limited  to  Diseases  and  Malignancies  of  the  Skin 
X-Ray — Grenz  Ray  and  Radium  Therapy 
850  Utica  Square  Tulsa,  Okla. 

Medical  Center  747-7521 


SKIN  & SKIN  CANCER  CENTER 
C.  Jack  Young,  MD 

Radium  Therapy  X-Ray  Therapy 

Surgical  Planing  of  Acne  Scars  & Tattoos 
Hemangiomas 

CLINIC  BUILDING  3434  N.W.  56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 


DIAGNOSIS 


HUGH  JETER,  MD,  FACP,  ASCP 
American  Board  of  Internal  Medicine 
Diagnosis  and  Internal  Medicine  Clinical  Pathology 

Osier  Building  Oklahoma  City  Phone  232-8274 


EYE,  EAR,  NOSE  AND  THROAT 


GERALD  R.  DIXON,  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Phone  843-9337  3141  N.W.  Expressway 

Oklahoma  City 


JOHN  W.  HUNEKE,  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  322-1880  1 201-G  East  5th 

Ada,  Oklahoma 


WILLIAM  D.  HEATH,  MD,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  232-1508 


JAMES  B.  MILLS,  MD 
JAY  C.  JOHNSTON,  MD 
Surgery  and  Diseases  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  232-4222  Oklahoma  City  73103 


Surgery  and  Diseases  of  the  Eye 
W.  S.  MUENZLER,  MD 

430  N.W.  12th  Street  Phone 

Lister  Building  232-6361 

Oklahoma  City 


DISEASES  AND  SURGERY  OF  THE  EYE 

TOM  LAMAR  JOHNSON,  MD 
Certified  by  the  American  Board  of  Ophthalmology 

Medical  Tower 
3141  N.W.  Expressway 
Suite  301  848-2893 
Oklahoma  City 


GASTROENTEROLOGY 


DOCTORS  MATTHEWS  AND  COLVERT 
Sanford  Matthews,  MD 
J.  R.  Colvert,  MD,  FACP 

Certified  American  Board  of  Internal  Medicine  and 
Gastroenterology 

Complete  X-ray  and  Laboratory  Facilities 
1319  Classen  Drive  232-2033  Oklahoma  City,  Okla. 


GASTROENTEROLOGY 
J.  William  Hood,  MD 

Fiberoptic  esophagogastroscopy,  duodenoscopy 
and  colonoscopy  with  polypectomy 

1220  North  Walker  236-4436 

Oklahoma  City,  Oklahoma 


INTERNAL  MEDICINE 


E.  GOLDFAIN,  MD 

Diagnosis  and  Treatment  of  Rheumatic  and  Arthritic  Diseases 
228  N.W.  13th  St.  Oklahoma  City 

Off.  Phone  235-9832  Res.  Phone  524-1102 


NEUROPSYCHIATRY 


BILL  J.  BIRD,  MD 
Child,  Adolescent  & Adult  Psychiatry 
Certified  by  the  American  Association  of 
Psychiatric  Clinics  for  Children 
Dynamically  Oriented  Individual,  Family  & 

Group  Therapy 
SUITE  523 

Warren  Professional  Building  6465  South  Yale 

Tulsa,  Oklahoma  622-8020 


SAM  COLLINS,  JR.,  MD 
Board  Qualified 
Psychiatry  and  Neurology 

3141  N.W.  Expressway 
Phone  843-5577 

Oklahoma  City,  Oklahoma 


A.  A.  HELLAMS,  BS,  MD,  FAPA 
Diplomate  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 

209  Wildwood  Plaza  842-1131 

Oklahoma  City,  Oklahoma 


NEUROPSYCHIATRY 
CHARLES  E.  SMITH,  MD,  FAPA,  FACP 
ROBERT  J.  OUTLAW,  MD,  FAPA 
Diplomates  of  American  Board  of  Psychiatry 
and  Neuroloqv  in  Psvchiatrv 
S.  DAVID  GLASS,  MD,  MAPA 
THURMAN  E.  COBURN,  PhD,  Licensed  Clinical  Psychologist 
KENNETH  LEVEQUE,  PhD,  Licensed  Clinical  Psychologist 
DAVID  SCHWARTZ,  ACSW,  Clinical  Psychiatric  Social  Worker 
Suite  308 

Physicians  8.  Surgeons  Building  1211  North  Shartel  235-8525 


MOORMAN  P.  PROSSER,  MD,  FACP,  FAPA 
Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

JOSEPH  A.  RIEGER,  MD  HUGH  M.  CONNER,  MD 

and 

RICHARD  B.  LINCOLN,  MD 
Neurology,  Electroencephalography  and  the  Epilepsies 
in  the  practice  of  Psychiatry  and  Neurology 

427  Pasteur  Building  Phone  232-9895 

Oklahoma  City,  Oklahoma 


Suite  503 
Medical  Tower 
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HAROLD  G.  SLEEPER,  MD,  PAPA 

Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

Practice  Limited  to 
Psychiatry  — Electroencephalography 


235-6454 


430  N.W.  12th  Street 
Oklahoma  City 


Res.  525-6846 


OBSTETRICS  AND  GYNECOLOGY 

GERALD  ROGERS,  MD,  FACS 
JAMES  C.  BEAVERS,  MD,  FACOG 
Certified  American  Board  of  Obstetrics  and  Gynecology 
Pasteur  Building,  1111  N.  Lee  Phone  232-8722 

Oklahoma  City,  Oklahoma 

JOE  BILLS  REYNOLDS,  MD 
Obstetrics  and  Gynecology 


5514  S.  Western 


Oklahoma  City,  Oklahoma  73109 


632-6691 


OBSTETRICS  AND  GYNECOLOGY 
E.  MALCOLM  STOKES,  MD,  FACS 
Certified  American  Board  of  Obstetrics  and  Gynecology 


610  Doctor's  Building 
Tulsa,  Oklahoma 


2021  S.  Lewis 


Phone  743-6496 


WENDELL  R.  SYLVESTER,  MD 
FACOG,  FACS 

5211  South  Pennsylvania 
Oklahoma  City,  Oklahoma  73119 
Telephone  405  682-1405 

Practice  limited  to  the  specialty  of  Obstetrics  and  Gynecology 
By  Appointment  Only 

ORTHOPEDICS 


WILLIAM  S.  DANDRIDGE 
BA,  MD,  MS  (Orthopedic  Surgery),  FACS,  FICS 
Orthopedic  Surgery 

Diseases,  Injuries,  Deformities  of  Spine  and  Extremities 
Parkview  Medical  Building 

330  South  5th  Street  Enid,  Oklahoma  73701 

Phone  233-5656 

THE  MUSKOGEE  ORTHOPEDIC  CLINIC 
Port  Johnson,  MD 
Richard  L.  Pentecost,  MD 
John  L.  Branscum,  MD 

Diplomates  American  Board  of  Orthopedic  Surgery 


211  South  36th  Street 
Zip  Code  74401 


Muskogee,  Oklahoma 


Phone  682-7717 


JOHN  RAYMOND  STACY,  MD,  FACS 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N.W.  12th  St.  235-6315 

Oklahoma  City,  Oklahoma 


PEDIATRICS 

821  South  Pine 

General  Pediatrics 
G.  EDWARD  SHISSLER,  MD 

Phone  372-9577 

Stillwater,  Oklahoma 

RADIOLOGY 

RADIOLOGY  ASSOCIATES 


JAMES  T.  BOGGS,  MD 
ROBERT  SUKMAN,  MD 
RICHARD  B.  PRICE,  MD 
GEORGE  BEN  CARTER,  MD 


WAYNE  H.  SCHULTZ,  MD 
LINDBERG  J.  RAHHAL,  MD 
ROBERT  W.  GEYER,  Jr.,  MD 
JOHN  R.  OWEN,  MD 


DAN  MITCHELL,  Jr.,  MD 
Diplomates  American  Board  of  Radiology 

X-Ray  — Diagnosis  Including  Angiography  and  Lymphangiography 
— Radiation  Therapy  — Isotopes  — Cobalt  Therapy 
Deep  and  Interstitial  Therapy 

204  Medical  Tower  Bldg.  Doctors  Medical  Building 

848-3711  946-9923 

Baptist  Memorial  Hospital  Physicians  and  Surgeons  Bldg. 

946-6411  Suite  705  235-2583 

Deaconess  General  Hospital 
946-5581 
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Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Bactocill 

(sodium  oxacillin) 


"capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


nna 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


TULSA  RADIOLOGY  ASSOCIATES,  INC. 
Diplomates  of  American  Board  of  Radiology 
X-ray,  Diagnosis,  Radiation  Therapy  and  Isotopes 


St.  John's  Hospital 
1923  S.  Utica 
743-3311 

Lucien  M.  Pascuccl,  MD,  FACR 
Ernest  S.  Kerekes,  MD,  FACR 
Donald  F.  Mauritson,  MD,  FACR 
Richard  F.  Barbee,  MD 
Norman  L.  Bartlett,  MD 
Zla  0.  Vargha,  MD 


St.  Francis  Hospital 
4161  S.  Yale 
627-2200 

John  E.  Kauth,  MD 
John  L.  Ritan,  MD 
George  H.  Kamp,  MD 
Thomas  S.  Llewellyn,  MD 
Theodore  J.  Brickner,  Jr.,  MD 
Tim  S.  Caldwell,  MD 


David  V.  Eakin,  MD 


RADIOLOGICAL  PHYSICS 


DAVID  S.  GOODEN,  PhD 
1249  East  26th  Street 
Tulsa,  Oklahoma  74114 
Phone  918  742-8108 
PHYSICS  CONSULTATION  IN: 

Diagnostic  x-ray  • Radiation  Therapy  • Nuclear  Medicine 
Radiography  . Instrumentation  • Dosimetry  • Leak  Testing 
Shielding  Design  • Radiation  Safety  • Personnel  Monitoring 
AEC  License  Applications  • State  and  Federal  Compliance 


SURGERY 


WILLIAM  0.  COLEMAN,  MD,  FACS 
Certified  American  Board  of  Surgery 
General  Surgery 

Suite  603  Baptist  Hospital  Complex 

5700  N.W.  Grand  Blvd. 

Telephone:  1 405  946-0727 


WARREN  L.  FELTON  II,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Oklahoma  City,  Okla. 

208  Doctors  Medical  Building 

5700  N.W.  Grand  Blvd.  947-5573 

WILLIAM  J.  FORREST,  MD 
Plastic  and  Reconstruction  Surgery 
Surgery  of  the  Hand 


1211  North  Shartel 


235-3361 


Oklahoma  City 


ALLEN  E.  GREER,  MD 
JOHN  M.  CAREY,  MD 
NAZIH  ZUHDI,  MD 
WILLIAM  D.  HAWLEY,  MD 
Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 
Practice  Limited  to  Cardiovascular  and  Thoracic  Surgery 
(Open  Heart,  Vascular,  Pulmonary,  Esophageal) 
Bronchoscopy  Esophagoscopy 

1211  North  Shartel,  Suite  900  Oklahoma  City,  Okla.  73103 

235-3377 

ROBERT  B.  HOWARD,  MD,  FACS 
Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and 
Diseases  of  the  Thyroid  Gland 

544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 

GILBERT  !„  HYROOP,  MD,  FACS,  FICS 

Certified  by  the  American  Board  of  Plastic  Surgery 
Practice  Limited  to  Plastic  8<  Reconstructive  Surgery  and 
Cosmetic  Surgery 


Medical  Tower 
3141  N.W.  Expressway 


848-3341 

Oklahoma  City,  Oklahoma  73112 


GEORGE  H.  KIMBALL,  MD,  FACS 
Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
321  Pasteur  Building  Oklahoma  City  Phone  232-1036 


Professional  Card  listings  are  available  to  members. 
They  are  sold  in  vertical  increments  of  one-half  inch, 
at  the  rate  of  $25.00  per  year. 


HERBERT  M.  KRAVITZ,  MD,  FACS 
Diplomate  American  Board  of  Plastic  Surgery 

Reconstructive,  Cosmetic,  and  Hand  Surgery 

Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 

F.  M.  LINGENFELTER,  MD,  FACS 
Surgery  and  Surgical  Diseases  of  the 
Thyroid  Gland 


216  Osier  Building, 


Oklahoma  City,  Okla. 


FRED  R.  MARTIN,  MD 
Diplomate  American  Board  of  Surgery 


601  St.  John's  Doctors  Bldg. 
1705  East  19th  Street 


742-4851 

Tulsa,  Oklahoma  74104 


CHARLES  A.  TOLLETT,  BS,  MD,  DSc 
Certified  American  Board  Surgery 
General  Surgery 

Dowell  Building  235-7750 

405  N.  Durland  Street  Oklahoma  City,  Oklahoma 


UROLOGY 


A.  De  QUEVEDO,  MD,  Inc. 

A.  de  Quevedo,  MD 

Diplomate  of  the  American  Board  of  Urology 
Suite  606  232-1333  1211  N.  Shartel 

Oklahoma  City,  Oklahoma  73103 

MEREDITH  APPLETON,  J.  HARTWELL  DUNN, 

MD,  FICS  MD,  FACS 

CHARLES  L.  REYNOLDS,  Jr.,  MD,  FACS 
HARRY  C.  MILLER,  Jr.,  MD,  FACS 
Diplomates  of  the  American  Board  of  Urology 


3113  Northwest  Expressway 


Oklahoma  City,  Oklahoma 


843-5761 


JOHN  T.  BOAZ,  III,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
Physicians  and  Surgeons  Building — 1211  North  Shartel 
Office  235-9401  Home  751-2633 

Oklahoma  City 

PHILIP  D.  DIGGDON,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
Suite  312  Tulsa,  Oklahoma  74136 

Warren  Professional  Bldg.  Tel.:  622-6322 

6465  South  Yale 

BARNEY  J.  LIMES,  MD 
Diplomate  of  the  American  Board  of  Urology 
Practice  Limiled  to  Urology 

Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  235-5494 

JOE  E.  COLLINS,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 


Suite  1106 


235-3524 

Oklahoma  City,  Oklahoma 


1211  North  Shartel 


JESS  E.  MILLER,  MD 

Diplomate  of  the  American  Board  of  Urology 
336  Pasteur  Building  1111  North  Lee 

Oklahoma  City,  Oklahoma 

Res.  Phone  842-1811  Office  Phone  235-6618 

PENNINGTON-DEEN  UROLOGY  CLINIC,  Inc. 
Diplomates  American  Board  of  Urology 
1201-F  East  5th  Street  Office  332-7706  Ada,  Oklahoma 

Residence:  Dr.  Pennington:  332-7316 — Dr.  Deen:  332-8184 


Professional  Card  listings  are  available  to  members. 
They  are  sold  in  vertical  increments  of  one-half  inch, 
at  the  rate  of  $25.00  per  year. 
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SET  UP 
PRACTICE - 
NO  COST! 

Immediate  community  health  physician 
opening's  . . . Southeastern  U.  S.  . . . limited 
number,  other  areas  . . . pioneering  pro- 
gram for  unique  team  practice  . . . rural 
and  urban  locales  . . . benefits  include:  no- 
cost  practice  setup,  continuing  education, 
malpractice  protection,  vacation  coverage, 
problem-oriented  practice  management  and 
administrative  help.  Serve  where  you’re 
both  wanted  and  needed.  Try  it  you’ll  like 
it!  Call  or  write: 

NATIONAL  HEALTH  SERVICE  CORPS 
5600  Fishers  Lane 
Rockville,  Md.  20852 
Phone:  301/443-1686 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


NOW  LEASING! 

Beautiful  Modern  Decor 
Spacious  Suites  Available 

ROCKWELL  MEDICAL  CENTER 

1700  N.  Rockwell  Bethany 

Contact  Tom  L.  Jenkins,  787-4382 
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Prescribe 
the  discoverer’s  brand 

Totacillin 

(ampicillin  trihydrate) 

•capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin.  for  oral  suspensipn  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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Editorial,  Scientific,  Book  Reviews  December  15,  1972 


Advertising  Copy January  15,  1973 

News  Copy,  Miscellaneous  Ads  _ - February  1,  1973 


CONTRIBUTIONS 

Articles  accepted  for  publication,  including  manu- 
scripts of  annual  meeting  papers,  are  the  sole  property 
of  The  Journal  and  must  not  have  been  published  else- 
where. Authority  for  approval  of  all  contributions  rests 
with  the  Editorial  Board,  and  the  Board  reserves  the 
right  to  edit  any  material  submitted.  Manuscripts 
should  be  typewritten,  double  spaced  and  submitted  in 
original  and  one  copy.  Receipt  of  manuscripts  will  be 
acknowledged  and  unused  manuscripts  returned.  Used 
manuscripts  will  be  returned  on  request.  The  Journal 
of  the  Oklahoma  State  Medical  Association  is  not  re- 
sponsible for  the  statements  or  opinions  of  any  con- 
tributor. 

STYLE 

Footnotes,  bibliographies,  and  legends  for  illustra- 
tions should  be  submitted  on  separate  sheets,  double- 
spaced. Bibliographies  should  follow  in  order  of:  name 
of  author,  title  or  article,  name  of  periodical  with  vol- 
ume number,  page  and  date  of  publication.  These  ref- 
erences should  be  alphabetized  and  numbered  in  se- 
quence. 

ILLUSTRATIONS 

Illustrations,  other  than  the  author’s  will  not  be  ac- 
cepted for  publication  unless  accompanied  by  written 
permission  to  be  reproduced.  Illustrations  should  be 
identified  by  the  author’s  name  and  the  figure  number 
of  the  illustrations.  The  illustrations  should  be  num- 
bered in  the  same  order  as  referred  to  in  the  body  of 
the  article.  Used  photographs,  and  drawings  will  be 
returned  after  publication  if  requested.  The  Journal 
will  pay  for  necessary  black  and  white  illustrations 
within  reasonable  limitations.  The  quality  of  drawings, 
sketches,  etc.,  must  be  in  keeping  with  the  quality  of 
the  magazine. 

NEWS 

Members  of  the  Oklahoma  State  Medical  Association, 
the  constituent  societies  of  the  association,  and  all 
readers  in  general  are  invited  to  supply  news  items 
of  general  interest  to  the  profession. 

ADVERTISING 

All  advertising  copy  must  be  approved  by  the  Edi- 
torial Board  before  acceptance  for  publication.  Gen- 
eral and  miscellaneous  advertising  rates  will  be  sent 
on  request. 

EDITING  SERVICE 

The  Editorial  Board  reserves  the  prerogative  to  sub- 
mit contributions  to  a Medical  Editing  Service  when 
warranted.  If  such  is  felt  necessary,  the  Editor  will 
contact  the  author  for  approval,  informing  him  that 
there  will  be  modest  charge  for  this  service. 

REPRINTS 

Authors  will  receive  reprint  order  forms  from  the 
Transcript  Press,  P.O.  Drawer  1058,  Norman,  Okla- 
homa 73069,  prior  to  final  publication  of  their  articles. 
Other  requests  for  reprints  must  be  made  to  the  Tran- 
script Press  within  30  days  after  publication. 

BACK  ISSUES 

Microfilm  copies  of  back  issues  of  The  Journal  may 
now  be  purchased  from  University  Microfilms,  300 
North  Zeeb  Road,  Ann  Arbor,  Michigan  48106. 
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or  generations  my  family  has  insisted  on  Donnagel  -PG,"  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "All  the  benefits  of 
paregoric — without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp." 


////  or  nrifo 


With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
rheas:  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel  ^-PG  treats 
'mpanying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
easant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 
Tomote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
ulcent- detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
adonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 


Donnagel-PG 

Donnagel  with  * — * paregoric  equivalent 
(2.  Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 


Each  30  cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 
ipine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg. 
ivalent  to  paregoric  6 ml.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative), 
mg.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 
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4PL0* 


'fltussinA- 


Cough  CalrTM 


with  the 


The  coughing  season  is  here  again. 
Time  to  rely  on  the  four  Robitussins 
and  Cough  Calmers  to  help  clear  the 
lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  ex- 
pectorant that  works  systemically  to 
help  increase  the  output  of  lower 
respiratory  tract  fluid.  The  enhanced 
flow  of  less  viscid  secretions  soothes 
the  tracheobronchial  mucosa,  pro- 
motes ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid 
and  easier  to  raise.  Available  on  your 
prescription  or  recommendation. 

For  coughs  of  colds  and  “flu” 

Robitussin3 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C®@ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  tor  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine 

hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go” 

Cough  Calmers® 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


•elect  the  Robitussin^  “Clear-Tract”  Formulation  That  Treats  Your  Patient’s  Individual  Coughing  Needs: 

All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action.  Keep  this  handy  chart  as  a 
guide  in  selecting  the  formula  that  provides  the  extra  benefits  you  want  for  your  patient. 


obitussin®  extra 
enetit  chart 

Cough 

Suppressant 

Antihistamine 

Long-Acting  Nasal,  Sinus 

(6-8  hours)  Decongestant 

Non-Narcotic 

IOBITUSSIN® 

• 

IOBITUSSIN  A-C® 

• 

IOBITUSSIN-DM® 

m 

• 

• 

10BITUSSIN-PE® 

• 

A.  H.  Robins  Company, 
Richmond,  Virginia  23220 

:OUGH  CALMERS® 

Q 

Q 
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When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage  ranges 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5%  glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 

gj-  exceeding  4 grams  may  result  in 

K^hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

> Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


► 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 


Lincocin' 


Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


Well  tolerated  at  infusion  site:  Lincocin 
intravenous  infusions  have  not 
produced  local  irritation  or  phlebitis, 
when  given  as  recommended.  Lincocin 
is  usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
cautiously  in  patients  with  asthma  or 
significant  allergies. 


1972 


In  patients  with  impaired  renal  function, 
the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
the  dose  for  patients  with  normal 
kidney  function.  Its  safety  in 
pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
not  been  established. 


Lincocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
is  stable  over  a wide  pH  range,  it  is 
suitable  for  incorporation  in 
intravenous  infusions:  it 


Sterile  Solution  (300  mg.  per  ml.) 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

^Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


;:Contains  also:  Benzyl  Alcohol  9 mg;  and. 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASIONALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug.  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranes—  Skin  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported.  Liver—  Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  IV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  senses— Tinnitus  and  vertigo  have 
been  reported  occasionally.  Local  reactions 
—Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocin 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  mg 
Capsules— bottles  of  24  and  100.  Sterile 
Solution,  300  mg  per  ml— 2 and  10  ml  vials 
and  2 ml  syringe.  Syrup,  250  mg  per  5 ml 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consult 
the  package  insert  or  see  your  Upjohn 
representative. 

MED  B-6-S  (KZL-7)  JA71-1631 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Upjohn 


Pink  isn’t  exactly  his  color, 


but  he  loves  it  for  a change 

WinGel  PMM 


aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 

For  your  ulcer  and  ulcer-prone  patients . . . 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 

• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  taxation 


WINTHROP  LABORATORIES/ 
NEW  YORK,  N.Y.  10016 


1 

Anatomy 
of  a Doctor. 


You  know  what  it  takes  to  make  a doctor.  The  motivation.  The 
years  of  study  and  training.  The  dedication.  The  hard  work. 

But  from  the  criticism  leveled  at  doctors  lately  you’d  think 
neither  the  public  nor  press  had  any  idea. 

It  may  surprise  you,  but  the  public  does. 

This  was  evidenced  in  a recent  Harris  Poll.  In  measuring 
public  respect  for  U.S.  leadership,  it  showed  a drastic  drop  in 
the  past  five  years.  And  "a  majority  of  Americans  is  currently 
willing  to  express  a 'great  deal  of  confidence’  in  only  one 
profession  — medicine  — on  a list  covering  1 6 types  of  activity." 
And  that  list  included  Congress  and  the  Supreme  Court. 

People  still  look  at  their  doctors  as  men  to  be  respected 
and  as  men  of  integrity. 

This  is  the  true  story  of  the  American  doctor.  And  one  which  j 
the  AMA  is  constantly  telling  the  public  as  part  of  its 
communications  program. 

In  newspapers  and  magazines,  the  AMA  tells  what  it  takes 
to  be  a doctor.  American  medicine’s  achievements.  And  to 
express  the  profession’s  concern  by  providing  information  to 
help  every  American  lead  a healthier  life. 

We  can  be  an  even  more  effective  spokesman ...  with 
your  support.  Find  out  more  about  what  the  AMA  does  for  you 
and  the  public.  Send  for  a free  pamphlet.  Write:  Dept.  DW, 
at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 


Iron  therapy  for  anemia 
is  almost  as  old  as  history  itself 


Celsus's  empirical  use  of  iron 


Aulus  Cornelius  Celsus  recommended  an  unusual  form  of  iron  ther- 
apy for  the  treatment  of  enlarged  spleens — the  oral  administration 
of  water  that  blacksmiths  had  used  for  dousing  white-hot  iron. 


tor  more  modem  anemia  therapy 
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I rmsicon 


Hematinic  Concentrate 
with  Intrinsic  Factor 


(See  reverse  side  for  prescribing  information.) 
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Hematinic  Concentrate 
with  Intrinsic  Factor 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor) 240  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  B12  activity  in  the  Special  Liver-Stomach  Concen- 
trate, Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is  15  micrograms.) 


Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 0.5  mg. 


Indications:  T rinsicon  is  a multifactor  preparation  effective  in  the  treatment  of 
anemias  that  respond  to  oral  hematinics,  including  pernicious  anemia  and  other 
megaloblastic  anemias  and  also  iron-deficiency  anemia.  Therapeutic  quantities  of 
hematopoietic  factors  that  are  known  to  be  important  are  present  in  the  recom- 
mended daily  dose. 

Vitamin  S,2  with  Intrinsic  Factor— When  secretion  of  intrinsic  factor  in 
gastric  juice  is  inadequate  or  absent  (e.g.,  in  Addisonian  pernicious  anemia  or  after 
gastrectomy),  vitamin  B12  in  physiological  doses  is  absorbed  poorly,  if  at  all.  The 
resulting  deficiency  of  vitamin  Bl2  leads  to  the  clinical  manifestations  of  pernicious 
anemia.  Similar  megaloblastic  anemias  may  develop  in  fish  tapeworm  ( Diphyllo - 
bothrium  latum)  infection  or  after  a surgically  created  small-bowel  blind  loop; 
in  these  situations,  treatment  requires  freeing  the  host  of  the  parasites  or  bacteria 
which  appear  to  compete  for  the  available  vitamin  B12.  Strict  vegetarianism  and 
malabsorption  syndromes  may  also  lead  to  vitamin  B,2  deficiency.  In  the  latter  case, 
parenteral  therapy,  or  oral  therapy  with  so-called  massive  doses  of  vitamin  B,2,  may 
be  necessary  for  adequate  treatment  of  the  patient. 

Potency  of  intrinsic  factor  concentrates  is  determined  physiologically,  i.e.,  by  their 
use  in  patients  with  pernicious  anemia.  The  liver-stomach  concentrate  with  intrinsic 
factor  and  the  vitamin  B12  contained  in  two  Pulvules  Trinsicon  provide  1 Vi  times  the 
minimum  amount  of  therapeutic  agent  which,  when  given  daily  in  an  uncomplicated 
case  of  pernicious  anemia,  will  produce  a satisfactory  reticulocyte  response  and 
relief  of  anemia  and  symptoms. 

Concentrates  of  intrinsic  factor  derived  from  hog  gastric,  pyloric,  and  duodenal 
mucosa  have  been  used  successfully  in  patients  who  lack  intrinsic  factor.  For  ex- 
ample, Fouts  etal.  maintained  patients  with  pernicious  anemia  in  clinical  remission 
with  oral  therapy  (liver  extracts  or  intrinsic  factor  concentrate  with  vitamin  B12) 
for  as  long  as  twenty-nine  years. 

After  total  gastrectomy,  Ficarra  found  multifactor  preparations  taken  orally  to 
be  "just  as  effective  in  maintaining  blood  levels  as  any  medication  that  has  to  be 
administered  parenterally.”  His  study  was  based  on  twenty-four  patients  who  had 
survived  for  five  years  after  total  gastrectomy  for  cancer  and  who  had  been  taking 
two  Pulvules  Trinsicon  daily. 

Folic  Acid—  Folic  acid  deficiency  is  the  immediate  cause  of  most,  if  not  all, 
cases  of  nutritional  megaloblastic  anemia  and  of  the  megaloblastic  anemias  of 
pregnancy  and  infancy;  usually,  it  is  also  at  least  partially  responsible  for  the 
megaloblastic  anemias  of  malabsorption  syndromes,  e.g.,  tropical  and  nontropical 
sprue. 

It  is  apparent  that  in  vitamin  B,2  deficiency  (e.g.,  pernicious  anemia),  lack  of 
this  vitamin  results  in  impaired  utilization  of  folic  acid.  There  are  other  evidences 
of  the  close  folic  acid-vitamin  B12  interrelationship:  (1)  B12  influences  the  storage, 
absorption,  and  utilization  of  folic  acid,  and  (2),  as  a deficiency  of  B12  progresses, 
the  requirement  for  folic  acid  increases.  However,  folic  acid  does  not  change  the 
requirement  for  vitamin  B12. 

Iron— A very  common  anemia  is  that  due  to  iron  deficiency.  In  most  cases,  the 
response  to  iron  salts  is  prompt,  safe,  and  predictable.  Within  limits,  the  response 
is  quicker  and  more  certain  to  large  doses  of  iron  than  to  small  doses. 

Each  Pulvule  Trinsicon  furnishes  110  mg.  of  elemental  iron  (as  ferrous  fumarate) 
to  provide  a maximum  response. 


Ascorbic  Acid— Vitamin  C plays  a role  in  anemia  therapy.  It  augments  the 
conversion  of  folic  acid  to  its  active  form,  folinic  acid.  In  addition,  ascorbic  acid 
promotes  the  reduction  of  ferric  iron  in  food  to  the  more  readily  absorbed  ferrous 
form.  Severe  and  prolonged  vitamin  C deficiency  is  associated  with  an  anemia  which 
is  usually  hypochromic  but  occasionally  megaloblastic  in  type. 

Contraindications  and  Precautions:  Anemia  is  a manifestation  that  requires 
appropriate  investigation  to  determine  its  cause  or  causes. 

Folic  acid  alone  is  unwarranted  in  the  treatment  of  pure  vitamin-B12-deficiency 
states,  such  as  pernicious  anemia.  Indeed,  the  use  of  folic  acid  in  large  doses  in 
pernicious  anemia  without  adequate  vitamin  B12  may  result  in  hematologic  re- 
mission but  neurological  progression. 

As  with  all  preparations  containing  intrinsic  factor,  resistance  may  develop  in 
some  cases  of  pernicious  anemia  to  the  potentiation  of  absorption  of  physiological 
doses  of  vitamin  Bl2.  If  resistance  occurs,  parenteral  therapy,  or  oral  therapy  with 
so-called  massive  doses  of  vitamin  Bl2,  may  be  necessary  for  adequate  treatment 
of  the  patient.  No  single  regimen  fits  all  cases,  and  the  status  of  the  patient  ob- 
served in  follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic  clinical 
and  laboratory  studies  are  considered  essential  and  are  recommended. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has  been  noted  follow- 
ing the  oral  administration  of  liver-stomach  material.  Allergic  sensitization  has  been 
reported  following  both  oral  and  parenteral  administration  of  folic  acid. 

Hemochromatosis  and  hemosiderosis  are  contraindications  to  iron  therapy. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses  produces  gastro- 
intestinal reactions,  such  as  diarrhea  or  constipation.  Reducing  the  dose  and  ad- 
ministering it  with  meals  will  minimize  these  effects  in  the  iron-sensitive  patient. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a standard  response 
in  the  average  uncomplicated  case  of  pernicious  anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with  intrinsic  factor, 
Lilly),  in  bottles  of  60  and  500  and  in  Identi-Dose"  (unit  dose  medication,  Lilly) 
in  boxes  of  100. 
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Hematinic  Concentrate  with  Intrinsic  factor 

A Compreliensive  Hematinic 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


201378 


rheumatoid  arthritic  blowup... 
Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 

I edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
I rheumatoid  spondylitis. 

I Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  including  dosage,  please  see 
lull  prescribing  information. 
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Though  Talwin®  Tablets,  brand  of 
pentazocine  (as  hydrochloride),  can 
be  compared  to  codeine  in  analgesic 
efficacy,  Talwin  is  not  subject  to 
narcotic  controls.  Patients  receiving 
Talwin  Tablets  for  prolonged  periods  face 
fewer  of  the  consequences  you’ve 
come  to  expect  with  meperidine  or 
codeine.  And  that,  in  the  long  run, 
can  mean  a better  outlook  for  your 
chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 

one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 
is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night  — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light 
headedness,  nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information.) 


a new  outlook  in 

chronic 


Contraindications:  Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 


oain 


M . of  moderate  to  severe  intensity 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 


CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration 
of  Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syncope, 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acute 
CNS  Manifestations  under  WARNINGS) ; and  rarely  tremor,  irri- 
tability, excitement,  tinnitus.  Autonomic : sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression, 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  <of  age  is  limited,  administration  of  Talwin  in 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  with- 
drawal symptoms  even  when  administration  was  abruptly  discon- 
tinued (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 


Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 


Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 


Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 
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Advertisement 


“ The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.'’ 

— George  Sarton.  from  "The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 
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Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  products 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs  ! 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all.  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal" patients. 

There  is  no  doubt  that 
many  “atypical’’  patients 
are  to  he  found,  and  for 
them  the  prefabricated 
combination  must  he  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihvpertensives,  al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort. to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  de 
of  money.  I wish  we  coui 
agree  on  a “grandfathi 
clause”  approach  to  prep; 
rations  that  have  been  in  u- 
for  a number  of  years  an 
that  have  an  apparent! 
satisfactory  track  record 

For  example,  I thin 
some  of  the  antibiotic  con 
binations  that  were  take 
off  the  market  by  the  FD 
performed  quite  well.  I ai 
thinking  particularly  ( 
penicillin  - streptomyci 
combinations  that  patien 
— especially  surgical  p; 
tients  — were  given  in  or 
injection.  This  made  fcl 
less  discomfort  for  the  pd 
tient,  less  demand  o 
nurses'  time,  and  fewt 
opportunities  for  dosag 
errors.  To  take  such 
preparation  off  the  marke 
doesn’t  seem  to  be  goo 
medicine,  unless  actual  u 
age  showed  a great  deal  < 
harm  from  the  injection 
(rather  than  the  propt 
use)  of  the  combination. 

The  point  that  should  t 
emphasized  is  that  then 
are  both  rational  and  im 
tional  combinations.  Th 
real  question  is.  who  shoul 
determine  which  is  which 
Obviously,  the  FDA  mu; 
play  a major  role  in  mal 
ing  this  determination.  I 
fact,  I don’t  think  it  ca 
avoid  taking  the  ultimat 
responsibility,  but  it  shoul 
enlist  the  help  of  outsid 
physicians  and  experts  i 
assessing  the  evidence  an 
in  making  the  ultimate  df 
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One  of  a series 


.Maker  of  Medicine 


W.  Clarke  Wescoe,  M.D. 
President 

Winthrop  Laboratories 


It  two  medications  are 
sed  effectively  to  treat  a 
?rtain  condition,  and  it  is 
nown  that  they  are  com- 
atible,  it  clearly  is  useful 
nd  convenient  to  provide 
lem  in  one  dosage  form. 
: would  make  no  sense,  in 
tct  it  would  be  pedantic, 
) insist  they  always  be 
rescribed  separately.  To 
void  the  appearance  of 
edantrv,  the  “expert"  de- 
fies the  combination  be- 
luse  it  is  a fixed  dosage 
irm.  When  the  “expert" 
lvokes  the  concept  of  fixed 
osage  form  he  obscures 
le  fact  that  single-ingre- 
ient  pharmaceutical  prep- 
rations  are  also  fixed 
Dsage  forms.  By  a singular 
>mantic  exercise  he  im- 
lies  a pejorative  meaning 

> the  term  “fixed  dose" 
nly  when  he  uses  it  with 
;spect  to  combinations, 
(hat  is  ignored  is  the  sim- 
le  fact  that  only  in  the 
irest  of  circumstances 
aes  any  physician  attempt 

> titrate  an  exact  thera- 
?utic  response  in  his  pa- 
ent.  It  is  quite  possible 
lat  some  aches  and  pains 
ill  respond  to  500  mg.  of 
;pirin  yet  that  fact  does 
at  militate  against  the  us- 
1 1 dose  being  650  mg. 
The  other  semantic  ploy 
"ten  called  into  play  is  to 
escribe  a combination 
roduct  as  rational  or  irra- 
onal. 

Take  antibiotic  mixtures, 
le  source  of  much  of  the 
'iticism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  hut  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  [lower 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  bv  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971.  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
S443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but"  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
hounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold"  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  G^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


He  won't  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good. 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


l|qu|d  viylaimtaiablets\ 

aluminum  and  magnesium  hydroxides  with  simethicone 

STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


if  skin  is  infected, 
or  open  to  infection  ••• 

choose  the  topical . 
that  gives  your  patient- 


v broad  antibacterial  activity  against 
susceptible  skin  invaders 
u lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosponn  Ointment 

(polymyxin  13-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  aftercare,  and  pyogenic  dermatoses. 


Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  This  product  is  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  its  components. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  RML 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distention  and  discomfort, KIIMESED® 
provides  more  complete  relief : 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Dms.on  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains : 16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckvvalla  ( Sauromahis  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  Iris  niche,  he  gulps  air 
until  liis  torso  is  distended  up  to 
sixty  per  cent  over  its  normal  size... 
thus  wedging  himself  tighdy 
in  place  and  preventing  capture. 


YOUR  POLITICAL  RESPONSIBILITY 


MM&  , 
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November  7th,  1972  may  well  be  carved 
in  the  records  as  one  of  the  most  significant 
in  the  history  of  the  world.  On  this  date,  the 
people  of  America  have  the  opportunity  to 
make  a clear  choice  between  two  opposing 
philosophies  of  government 

One  of  these  philosophies  has,  as  a basic 
tenant,  that  from  the  top  down,  the  func- 
tion of  government  is  to  do  everything  for 
the  people.  The  basic  tenant  of  the  opposing 
philosophy  is  that  the  purpose  of  govern- 
ment is  to  make  it  possible  for  the  people 
to  do  the  most  for  themselves. 

A free  society  remains  free  only  when 
there  is  continuous  participation  of  the  gov- 
erned in  the  institutions  of  government. 

Only  55  percent  of  those  eligible  actually 
voted  in  the  November,  1970  election. 

No  right  is  more  basic  that  every  citizen’s 
right  to  choose  political  candidates  freely  in 
secret  ballot  on  the  basis  of  qualifications 
and  issues.  This  right  must  not  be  neglect- 
ed. Be  sure  all  eligible  voters  in  your  family 
are  properly  registered  to  vote  in  the  up- 
coming November  election  and  then  go 
VOTE. 

Some  thoughts  gathered  from  the  ma- 
terial furnished  by  AMP  AC  to  PAC  mem- 
bers emphasizes  the  implementation  of  your 
political  responsibility. 

We  have  not  only  an  opportunity  but  an 
obligation  to  become  involved  in  the  political 
spectrum.  Politics  is  only  as  honorable  as 
the  people  involved  are.  If  you  refuse  to 
become  involved  in  politics  because  it  is  a 


crass  and  self-seeking  business,  then  you 
must  look  to  yourself  whenever  elected  po- 
sitions fall  to  these  kinds  of  people.  Find 
your  “right”  candidate  and  get  ready  to 
work. 

Volunteers  are  needed  at  every  level;  en- 
list volunteer  help ; most  people,  who  are  not 
working  in  politics  have  never  been  asked 
to  participate.  They  may  not  know  that  they 
are  needed; 

Campaign  headquarters  jobs  are  unlimited 
— typing,  addressing  letters,  general  cleri- 
cal work  such  as  filing  and  checking  lists  of 
potential  voters.  Errands  must  be  run,  cam- 
paign material  must  be  delivered,  trips  to 
the  post  office  and  the  printers  have  to  be 
made.  The  energetic  flexible  volunteer  who 
sees  the  importance  of  being  ready  for  any- 
thing is  an  asset. 

As  fund  raisers,  few  of  us  have  the  talent 
to  raise  money  but  all  of  us  can  put  our 
membership  with  OMPAC.  Through  this  po- 
litical action  committee,  candidates  are 
screened  and  support  is  given  to  those  who 
favor  medicine.  Check  with  your  husbands 
and  see  that  both  of  you  are  PAC  members. 

Live  up  to  your  political  responsibility. 
Find  support  and  elect  your  candidate.  □ 


1 


Oklahoma  State  Medical  Association 


Physician  profile  information  is  available 
from  Medicare  in  certain  limited  situations. 

Medicare  intermediaries  and  carriers  have 
been  instructed  by  HEW  that  they  may  re- 
lease to  an  individual  physician  his  recorded 
customary  charge  “upon  his  request,  but  only 
if  (1)  the  request  relates  to  a specific  serv- 
ice furnished  to  a specific  patient,  (2)  the 
physician  has  accepted  the  patients  assign- 
ment, and  (3)  the  release  of  the  customary 
charge  would  not  disclose  the  prevailing 
charge  level  for  that  service.  In  non-assign- 
ment cases,  the  basis  for  the  Medicare  pay- 
ment decision  can  not  be  disclosed  to  a phy- 
sician, since  he  has  established  no  legal  in- 
terest in  the  payment  relationship  between 
Title  XVIII  and  the  beneficiary.” 

To  clarify  current  wage-price  guidelines  that 
apply  to  physicians  and  other  health  pro- 
fessionals, the  Committee  on  Health  Serv- 
ice Industry  is  holding  a series  of  regional 
seminars.  The  purpose  of  the  meetings  is  to 
interprent  regulations  and  give  individuals 
and  institutions  an  opportunity  to  raise  ques- 
tions about  their  individual  situations.  Two 
seminars  are  scheduled  close  to  Oklahoma 
. . . October  19th-20th  in  Denver  and  October 
25th-26th  in  Houston.  For  additional  infor- 
mation write  CHSI,  2025  M Street,  North- 
west, Washington,  D.  C.  20507  or  call  (202) 
254-8718. 

Acupuncture  may  be  here  to  stay,  but  it’s 
not  going  to  be  paid  for.  Medicare  Part  B 
Medical  Insurance  Intermediaries  have  been 
informed  that  Medicare  will  not  reimburse 
for  acupuncture  when  used  as  an  anesthetic, 
analgesic,  or  for  other  therapeutic  purposes 
“until  pending  scientific  assessment  of  the 
technique  has  been  completed.”  In  the  mean- 
time the  FDA  is  enforcing  its  “misbrand- 
ing” provisions  of  the  law  to  curtail  the  sud- 
den influx  of  acupuncture  needles.  The  mis- 
branding provisions  of  the  law  say  that  med- 
ical devices  can’t  be  distributed  without 
proper  instructions  for  use.  FDA  officials 
say  they  don’t  want  to  regulate  the  practice 
of  medicine,  but  they  do  feel  a responsibility 
for  seeing  that  the  needles  don’t  fall  into 
the  wrong  hands. 

A “hospital  visit”  warning  has  been  issued 
by  the  AMA’s  Division  of  Medical  Practice. 


JOURNAL/  the  last  word 


Physicians  who  are  unable  to  substantiate 
dates  of  hospital  visits  may  be  subjected  to 
retroactive  denial  of  Medicare  benefits.  Med- 
icare requires  that  physicians  be  able  to 
provide  documentary  evidence  of  hospital 
visits.  In  recent  isolated  incidences  physi- 
cians have  been  directed  to  refund  Medicare 
payments  made  more  than  a year  ago.  In 
each  case  the  physicians  had  neglected  to 
make  an  entry  on  the  hospital  record  or  to 
take  other  steps  considered  as  acceptable 
proof  by  the  Social  Security  Administra- 
tion’s Bureau  of  Health  Insurance.  A hos- 
pital rule  that  physicians  are  to  visit  their 
patients  daily  is  not  considered  sufficient 
evidence  that  such  visits  were  in  fact  made. 
Entries  in  physicians  office  records  are  not 
considered  as  “strong”  evidence  of  the  hos- 
pital record. 

Pediatrics  House  Staff  for  Children’s  Me- 
morial Hospital  has  a good  public  relations 
project  which  almost  any  medical  society 
could  use.  The  staff  has  furnished  free  phy- 
sical examinations  for  various  special  schools 
around  the  Oklahoma  City  area.  The  OSMA 
has  long  had  a policy  of  urging  its  members 
to  serve  as  team  physicians  for  high  schools 
and  junior  highs.  Another  possibility  would 
be  physical  examinations  for  little  league 
football  and  baseball  players.  It  takes  a little 
time,  but  a dollar  figure  can  not  be  placed 
on  its  public  relations  value. 

All  Oklahoma  physicians  have  been  surveyed 
by  the  OSMA  in  preparation  for  the  print- 
ing of  a new  directory.  Unlike  past  direc- 
tories, the  1973  edition  will  list  all  physicians 
in  the  state,  whether  OSMA  members  or  not. 
Projected  for  publication  in  early  December, 
the  new  directory  will  give  the  physician’s 
name,  year  of  birth,  school  of  graduation, 
year  of  graduation,  specialty,  office  address, 
zip  code,  and  office  telephone  number.  A 
second  section  of  the  directory  will  list  phy- 
sicians with  their  specialty  by  city  of  prac- 
tice. □ 


Librium  and 

(chlordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerable, 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 

proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 
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in  relief  of  clinically 
significant  anxiety 

Librium 

(chlordiazepoxide  HCI) 

5-mg,IO-mg,  25-mg  capsules 
up  to  IOO  mg  daily  In 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion- 
ally, making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium®  capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®  tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 
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The  negative  power  of  clinically  significant  anxiety 
in  angina  pectoris... 
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This  man  feels  he  is  living 
on  borrowedtime. 


During  anginal  attacks,  patients  may  suffer  intense 
apprehension.  More  frequently,  however,  they  experience  a 
continuing  sense  of  less  severe  but  nonetheless  dispropor- 
tionate anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
important,  since  undue  emotional  stress  may  precipitate 
further  anginal  episodes. 


Adjunctive  Librium  (chlordiazepoxide  HC1)  may  be 
especially  suitable  for  relief  of  clinically  significant 
anxiety  and  emotional  tension  in  anginal  patients 
because  of  its  generally  prompt  therapeutic  effective- 
ness and  wide  margin  of  safety.  In  a recent  double-blind 
randomized  study,*  Librium  (chlordiazepoxide  HC1) 
was  administered  for  relief  of  moderate  anxiety  in  20 
anginal  patients  seen  in  office  practice  over  a 20-week 
period.  Symptoms  of  emotional  distress  related  to 
anxiety  were  rated  at  base-line,  one  week,  two  weeks 
and  monthly  thereafter.  Relief  was  obtained  notably 
early  in  therapy.  The  clinical  results  demonstrated  that 
Librium  offers  the  coronary  patient  an  antianxiety  drug 
that,  in  the  author’s  opinion,  is  both  effective  and  safe. 
In  general  use,  the  most  common  side  effects  reported 
have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
summary  of  prescribing  information.) 

Librium  ( chlordiazepoxide  HCl)is  used  concomitantly 
with  certain  specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
pertensive agents,  whenever  anxiety  is  clinically  signifi- 
cant. The  drug  should  be  discontinued  after  anxiety  has 
been  reduced  to  appropriate  levels. 

The  positive  power  of 
adjunctive 

Librium* 

(chlordiazepoxide  HC1) 

10-mg,  25 -mg  capsules 
up  to  100  mg  daily 

for  moderate 
to  severe  anxiety 
accompanying  angina  pectoris 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions : Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied  : Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide  HC1.  Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 

♦Levine,  S.:  “Angina  Pectoris  and  Emotional  Overlay,”  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15, 1971. 

A copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


What  Oklahoma 
doctors  need, 

Malpractice 
Liability  Carrier 

that  won't  fade 
when  troubl 
comes. 


This  means  the  up-to-date  carrier.  The  one  that’s  replete  with 
innovatians  and  new  developments  in  this  clouded,  sensitive  area  of 
liability  protection.  And  the  one  that  doesn’t  talk  malpractice  coverage 
just  to  get  a foot  in  the  door  for  every  other  kind  of  insurance. 

What  Oklahoma  doctors  need,  is  Casualty  Indemnity  Exchange, 
the  carrier  that  pioneered  the  modern  approach  to  malpractice  cover- 
, and  the  carrier  geared  to  STAY  in  the  market. 
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CASUALTY  INDEMNITY  EXCHANGE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 


Contact  your  local  agent,  or 
L.  E.  Stoner,  Jr. 

4501  East  31st  Street  • Tulsa,  Okla.  74135 
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Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


A New 

Dosage  Form: 


Chewable 

Tablets  500  mg 

Mintezol 

(THIABENDAZOLE  I MSD) 


so  easy  to  take 
everyone  in  the  family 
can  keep  to  the 
regimen  you  prescribe 


include:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
bottles  of  120  cc. 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 

The  recommended  maximum  daily  dose  of  MINTEZOL  is  3 g 
(6  tablets). 

MINTEZOL  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient’s  weight. 


Weight-dose  chart: 


WEIGHT 

(lb) 

EACH  DOSE 

(g) 

TABLETS 

25 

0.25 

Vi 

50 

0.5 

1 

75 

0.75 

1V2 

100 

1.0 

2 

125 

1.25 

21/2 

150 
& over 

1.5 

3 

The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  per  day 
for  1 day.  Repeat  in 
7 days. 

This  regimen  is 
designed  to  reduce 
the  risk  of  rein- 
fection. 

If  this  is  not  practical,  give 
2 doses  per  day  for  2 
successive  days. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  per  day 
for  2 successive 
days. 

A single  dose  of  20  mg/lb  or 
50  mg/ kg  may  be  employed 
as  an  alternative  schedule, 
but  a higher  incidence  of  side 
effects  should  be  expected. 

Creeping 

eruption 

Two  doses  per  day 
for  2 successive 
days. 

If  active  lesions  are  still 
present  2 days  after  comple- 
tion of  therapy,  a second 
course  is  recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive  phase 
of  the  disease 

Two  doses  per  day 
for  2 to  4 successive 
days  according  to 
the  response  of  the 
patient. 

The  optimal  dosage  for  the 
treatment  of  trichinosis  has 
not  been  established. 

’Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  full  prescribing  information.  Merck  Sharp  & 
Dohme,  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 
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KIIMESED  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED® 

antispasmodic/  sedative/  antiflatulent 

Each  chewable  tablet  contains : 16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Sauromalus  obesus ): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size . . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


What  it  means 
to  live  and  work  in 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5%  of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5%  for  white  males  and  19.5% 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


1 1 Persons  without  solar  keratoses  IH  Persons  with  solar  keratoses 


•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
or  slightly  elevated,  brownish  or  reddish  in 
color,  papular,  dry,  adherent,  rough,  sharply 
defined;  usually  multiple  lesions,  chiefly  on 
exposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
with  care  near  the  eyes,  nose  and  mouth. 

5%  cream-a  Roche  exclusive 

Only  Roche  formulates  the  5%  cream . . . 
high  in  patient  acceptability . . . high  in  clinical 
efficacy,  especially  for  lesions  of  hands  and 
forearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplication  site  mostfrequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream  /solution 


Dnrur  X R°cfle  Laboratories 
ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.J.  07110 


Diagnosis:  Problem  Drinking 
Rx:  La  Hacienda 


The  staff  of  La  Hacienda,  in  Hunt, 
Texas,  has  a very  practical  defini- 
tion of  the  problem  drinker.  To 
them,  a person  is  having  difficulties 
when  he  (or  she)  discovers  that 
alcohol  interferes  with  his  (or  her) 
private  or  professional  life.  For 
such  people,  La  Hacienda  offers  a 
much-needed  private  treatment 
facility  for  alcoholism. 

La  Hacienda: 

Broad  Spectrum  Treatment 

Until  La  Hacienda,  those  willing 
and  able  to  pay  for  private  treat- 
ment of  drinking  problems  have 
had  few  places  to  go. 

La  Hacienda  offers  a broad-spec- 
trum program  designed  to  change 
the  life  style  of  the  problem  drink- 
er. Only  by  re-structuring  his  life  is 
any  long-term  recovery  possible. 


ing  this  period,  they  will  re-learn  a 
more  healthful  life  style,  through 
habit,  attitude  and  goal  training. 
Techniques  for  this  period  of  re- 
flection include  individual,  group 
and  family  psychiatric  and  psycho- 
logical therapy,  as  well  as  complete 
medical  services. 

The  program  is  administered  by 


an  experienced  full-time  medical 
and  psychological  staff. 


ming  pool,  golf  course,  tennis  and 
riding  facilities  plus  outdoor  sports 
on  the  Guadalupe  River. 

Facilities  for  husband  and  wife  are 
available  and  each  patient  is  housed 
in  a motel-style  room. 

Comfortable  dining  facilities  and 
exceptional  cuisine  are  featured. 
Social  and  religious  activities  are 
regularly  scheduled. 

Thus,  the  patient  has  an  opportu- 
nity to  relax  within  a pleasant  en- 
vironment while  seeking  a solution 
to  his  problem. 

La  Hacienda:  A Shared  Concern 

Consultations  between  the  resident 
physician  and  the  referral  source 
are  an  integral  part  of  the  program. 
Clients  are  returned  to  their  com- 
munity with  appropriate  follow-up 
information  and  recommendations. 


La  Hacienda: 

Residential  Treatment  Program 

Patients  check  into  La  Hacienda  for 
an  individually  determined  length 
of  time,  normally  four  weeks.  Dur- 


La Hacienda: 

PlaceTo  Relax  And  Re-Learn 

While  involved  in  therapy,  the 
patient  can  enjoy  the  complete 
recreational  facilities  of  the  treat- 
ment center.  These  include  swim- 


La Hacienda:  What  To  Do 

Please  use  the  coupon  below  tc 
obtain  more  information  on  th 
detailed  program. 


IkH/CieNIX 

Hunt, Texas  78024 


La  Hacienda  Hunt,  Texas  78024 

Telephone  5 12-238-4222  OM 

Please  send  me  more  information  on  the  facilities,  pro- 
grams of  treatment,  and  cost  at  La  Hacienda.  I under- 
stand there  is  no  obligation. 

Name 


Address, 
City 


State 


Zip_ 


tise  merit 


"The  history  of  m lenee.  and  in 
particular  the  histor\  of  medicine  is 
the  history  of  mtm  > reactions  to  the 
truth,  the  history  of  the  gradual  rei  elation 
of  truth,  the  history  of  the  §> radual 
liberation  of  our  minds  from  darkness 
and  prejudice 

— George  Sarton,  from  "The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


62.9% 

Believe  combination  drug 
products  are  useful. 

13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product* 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs: 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 

I make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician's  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  "typi- 
cal'' patients. 

There  is  no  doubt  that 
many  “atypical"  patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-anti hypertensives.  al- 
ways had  to  he  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors' unawareness  of  the 
ingredients  a given  combin- 
ation  contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors'  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  "titratable"  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today's  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

Thie  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  dee 
of  money.  I wish  we  coul 
agree  on  a “grandfathe 
clause"  approach  to  prepa 
rations  that  have  been  in  us 
for  a number  of  years  an  i 
that  have  an  apparent! 
satisfactory  track  record. 

For  example.  I thin 
some  of  the  antibiotic  com 
binations  that  were  take 
off  the  market  by  the  FD/ 
performed  quite  well.  I an 
thinking  particularly  o 
penicillin  - streptomycii 
combinations  that  patient 
— especially  surgical  pa 
tients  — were  given  in  on. 
injection.  This  made  fo 
less  discomfort  for  the  pa 
tient,  less  demand  01 
nurses’  time,  and  fewe 
opportunities  for  dosagi 
errors.  To  take  such  i 
preparation  off  the  marke 
doesn't  seem  to  be  gooe 
medicine,  unless  actual  us 
age  showed  a great  deal  o 
harm  from  the  injection.' 
(rather  than  the  propel 
use)  of  the  combination. 

The  point  that  should  b( 
emphasized  is  that  there 
are  both  rational  and  irra 
tional  combinations.  The 
real  question  is,  who  shoule 
eletermine  which  is  which): 
Obviously,  the  FDA  musl 
play  a major  role  in  mak- 
ing this  determination.  In 
fact,  I don't  think  it  can 
avoid  taking  the  ultimate 
responsibility,  but  it  shoulel 
enlist  the  help  of  outside 
physicians  and  experts  in 
assessing  the  evidence  and 
in  making  the  ultimate  de- 
cision. 


Advertisement 


One  of  a 


Maker  of  Medicine 


W.  Clarke  Wescoe,  M.D. 
President 

Winthrop  Laboratories 


If  two  medications  are 
used  effectively  to  treat  a 
certain  condition,  and  it  is 
known  that  they  are  com- 
patible, it  clearly  is  useful 
and  convenient  to  provide 
them  in  one  dosage  form. 
It  would  make  no  sense,  in 
fact  it  would  be  pedantic, 
to  insist  they  always  be 
prescribed  separately.  To 
avoid  the  appearance  of 
pedantry,  the  “expert”  de- 
cries the  combination  be- 
cause it  is  a fixed  dosage 
form.  When  the  “expert” 
invokes  the  concept  of  fixed 
dosage  form  he  obscures 
the  fact  that  single-ingre- 
dient pharmaceutical  prep- 
arations are  also  fixed 
dosage  forms.  By  a singular 
semantic  exercise  he  im- 
plies a pejorative  meaning 
to  the  term  “fixed  dose” 
only  when  he  uses  it  with 
respect  to  combinations. 
What  is  ignored  is  the  sim- 
ple fact  that  only  in  the 
rarest  of  circumstances 
does  any  physician  attempt 
to  titrate  an  exact  thera- 
peutic response  in  his  pa- 
tient. It  is  quite  possible 
that  some  aches  and  pains 
will  respond  to  500  mg.  of 
aspirin  yet  that  fact  does 
not  militate  against  the  us- 
ual dose  being  650  mg. 

The  other  semantic  ploy 
often  called  into  play  is  to 
describe  a combination 
product  as  rational  or  irra- 
tional. 

Take  antibiotic  mixtures, 
the  source  of  much  of  the 
criticism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
he  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prurient 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly w'ith  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
S443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Not  too  little,  not  too  much... 
but  just  right! 

"Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 


llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml  teaspoonful) 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis.  Indiana  46206 


100204 


JOURNAL,  ' editorial 


The  Ultimate  Crime 

If  WE  ARE  to  judge  from  the  support 
given  our  Health  Sciences  Center,  it  is  clear- 
ly evident  that  one  or  more  of  the  following 
statements  is  true : 

• The  people  of  the  State  of  Oklahoma 
do  not  want  to  train  more  physicians,  nurses 
or  other  health  professionals. 

• The  people  of  the  State  of  Oklahoma 
would  like  to  train  more  health  profession- 
als but  do  not  want  to  deprive  the  higher 
priority  programs  such  as  road  building 
and  welfare  assistance  in  order  to  do  so. 

• The  people  of  Oklahoma  recognize  the 
need  for  and  want  to  train  more  health  pro- 
fessionals but  they  have  failed  to  express 
effectively  such  convictions  to  their  elected 
officials. 

• The  people  of  Oklahoma  want  to  sup- 
port the  efforts  of  the  Health  Sciences  Cen- 
ter, and  have  made  their  position  known  to 
their  legislators,  but  are  being  misrepre- 
sented or  ignored  by  their  political  spokes- 
men. 

• The  people  of  the  State  of  Oklahoma 
and  their  elected  representatives  honestly 
believe  that  our  support  of  the  Health  Sci- 
ences Center  is  adequate  for  our  needs  and 
it  is  merely  poor  management  of  the  Cen- 
ter’s funds  which  creates  its  chronic  finan- 
cial crisis. 

I suppose  that  there  are  those  who  believe, 
wholly,  only  one  of  the  above  statements. 
Surely  there  are  many  more  who  believe, 
partially,  several  of  them.  The  great  trag- 
edy is,  I fear,  that  most  Oklahomans  are 
entirely  unaware  that  a financial  crisis  is 
about  to  destroy  the  status,  if  not  the  very 
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existence  of  the  only  facility  in  the  state 
which  trains  physicians,  dentists  and  sev- 
eral other  kinds  of  health  care  professionals. 
Ironically,  many  Oklahoma  communities  are 
exercising  great  efforts  to  encourage  grad- 
uates of  the  Center  to  become  their  neigh- 
bors. Some  of  these  cities  and  towns  have 
spent  considerable  sums  of  money  provid- 
ing health  care  facilities  and  attempting  to 
recruit  the  personnel  necessary  to  staff  and 
operate  them,  apparently  oblivious  of  the 
truth  that  their  principal  resource  is  in 
extremis. 

Common  to  all  the  statements  above  is  the 
disheartening  fact  that,  as  a state,  we  are 
not  supporting  our  Health  Sciences  Center, 
one  of  the  most  vital  institutions  within  our 
boundaries.  While  politicians  decry  a crisis 
in  health  care,  while  community  leaders  be- 
moan shortages  of  physicians,  dentists,  and 
nurses,  while  the  medical  profession  is  be- 
ing castigated  for  its  self-serving  attitude, 
we  steadfastly  refuse  to  assume  responsi- 
bility for  our  problems  or  their  solutions. 

If  it  is  so  in  Oklahoma,  it  must  be  so  in 
many  other  states ; no  one  gives  a damn 
whether  or  not  health  care  training  facili- 
ties survive  or  die.  And  if  this  is  true,  our 
national  concern  about  health  care  is  as 
phony  as  a seven-dollar  bill. 

And  the  ultimate  crime?  ...  To  bankrupt 
the  most  powerful  nation  on  earth,  through 
the  enactment  of  a poorly  conceived,  badly 
designed,  bureaucrat-dominated,  largely  un- 
necessary, generally  unwanted  and  univer- 
sally misunderstood  program  of  compulsory 
health  insurance  . . .for  a thoroughly  phony 
cause. — MRJ  □ 
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HR1  went  through  the 
House  (305-1)  and  the 
Senate  (61-0)  like  a dose 
of  salts  and  was  passed 
on  to  the  President  ten 
days  before  the  national 
election.  I had  some  fleet- 
ing hope  that  the  Pres- 
ident might  veto  the  bill 
due  to  the  astronomical 
costs  and  the  many  parasitic  riders  attached. 
But,  alas,  Nixon  is  a political  animal  and  it 
would  have  been  political  suicide  to  veto  a 
bill  carrying  increased  benefits  for  everyone 
on  Social  Security  one  week  before  election. 

This  Bill  compounds  the  fact  that  the 
greatest  involuntary  luxury  of  the  American 
working  man  is  a spendthrift  Federal  Gov- 
ernment. Government  waste  costs  the  aver- 
age family  more  each  year  in  taxes  and  Social 
Security  deductions  than  its  medical  care 
costs.  The  Federales  are  experts  at  placing 
the  blame  elsewhere  for  the  squeeze  on  the 
working  man. 

Aside  from  the  enormous  costs  of  HR1, 
there  are  some  very  unsavory  riders  intim- 
ately related  to  health  care: 

1.  Payment  for  optometrists’  services  under 
Medicaid. 

2.  Authorization  of  the  Secretary  to  set 
costs. 

3.  Encourage  formation  of  Health  Main- 
tenance Organizations. 

4.  Authorization  of  the  Secretary  to  ter- 
minate payments  to  certain  providers. 

5.  More  utilization  review  requirements. 


6.  Review  of  unnecessary  admissions  to 
hospital. 

7.  The  Secretary  of  HEW  can  determine 
proficiency  of  health  personnel,  even  in 
absence  of  formal  education,  and  allow 
them  to  provide  services  under  Medicare. 

8.  Penalties  of  $10,000  and  one  year  im- 
prisonment for  certain  violations. 

9.  Enters  into  an  agreement  with  the  Joint 
Commission  for  Accreditation  of  Hospitals 
to  cut  off  Medicare  payments  to  hospitals 
not  meeting  JCAH  requirements. 

10.  Extension  of  Medicare  to  include  chiro- 
practic services. 

11.  Professional  Standards  Review  of  a 
highly  restrictive  nature  to  be  left  orig- 
inally to  organizations  representing  sub- 
stantial numbers  of  physicians,  but  after 
1975  the  Secretary  of  HEW  can  contract 
with  other  groups  (Blue  Cross  or  Wel- 
fare Department  for  example.) 

This  bill  in  its  entirety  should  be  required 
reading  for  every  physician  since  it  is  so 
sure  to  alter  unfavorably,  I believe,  American 
medicine  of  the  future.  When  Federal  reg- 
ulators finish  with  HRl  medical  care  as  it 
exists  today  in  the  United  States  will  be 
practically  nonexistent. 

Our  only  salvation  is  to  ban  together  as 
nonparticipants  in  this  cruel  hoax  on  the 
American  people.  If  we  refuse  to  take  as- 
signment, divorce  ourselves  from  any  third 
parties  whatever,  and  deal  only  with  our 
patients,  then  and  only  then  can  we  remain 
free. 
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Rifampin— An  Important 
New  Antituberculous  Agent 


ROBERT  BINGAMAN,  MD 
HAJIME  YOSHIOKA,  MD 
HARRIS  D.  RILEY,  Jr.,  MD 

Rifampin,  a neiv  antibiotic,  is  highly 
effective  against  the  tubercle  bacillus 
and  against  certain  other  pathogens 
of  human  disease.  It  offers  an 
important  neiv  advance  in  the 
management  of  tuberculosis. 

Rifampin  IS  A new  semi-synthetic  anti- 
biotic which  is  highly  effective  against  the 
tubercle  bacillus.  Rifampin  is  also  active 
in  vitro  and  in  vivo  against  some  strains  of 
gram-positive  cocci,  and  in  vitro  against 
gonococci  and  meningococci.  Its  activity  is 
less  and  more  variable  against  many  com- 
mon gram-negative  bacilli.  It  also  possesses 
chemotherapeutic  activity  against  certain 
viruses. 

HISTORY  AND  DESCRIPTION 

Rifampin  is  a semi-synthetic  antibiotic 
belonging  to  the  rifamycin  group  of  antibi- 

From  the  Department  of  Pediatrics  and  the  Children’s  Me- 
morial Hospital,  University  of  Oklahoma  Health  Sciences  Center, 
Oklahoma  City,  Oklahoma 
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otics.  It  is  also  known  as  rifampicin  (offi- 
cial nomenclature  of  WHO)  and  rifamycin 
AMP  in  the  European  literature.  Various 
natural  rifamycins  were  isolated  in  1957 
from  the  fermentation  broth  of  Streptomyces 
mediterranei  and  were  further  developed  by 
Italian  workers.1  The  first  member  of  this 
group  available  for  clinical  use  was  rifamy- 
cin SV,  which  showed  high  activity  in  vitro 
against  gram-positive  organisms  and  my- 


© 

Rifamycin  SV  : "H 

Rifampin  : -Ch=N-N^ ^N-CH^ 

FIGURE  1 

STRUCTURAL  FORMULA  OF  RIFAMPIN 

437 


Rtf  ampin  / RILEY,  et  al. 

cobacteria.  This  antibiotic  was  effective  only 
when  administered  parenterally,  and  it  was 
quickly  concentrated  in  the  liver  and  excret- 
ed in  the  bile.  As  a result,  the  concentrations 
attained  in  blood  and  tissues  were  low,  so 
that  its  in  vivo  activity,  especially  against 
tubercle  bacilli,  was  disappointing. 

Rifampin  was  derived  semi-synthetically 
from  rifamycin  SV.  As  shown  in  Figure  1, 
its  chemical  structure  is  a 3-  (-4-methyl-l  pi- 
perazinyl-iminomethyl)  derivative  of  rifa- 
mycin SV.2  The  advantages  of  rifampin 
over  rifamycin  SV  are  its  good  absorption 
after  oral  administration,  its  high  concen- 
tration in  blood  and  its  slower  excretion.  In 
the  United  States  it  is  currently  distributed 
by  both  Dow  Chemical  Company  and  Ciba 
Pharmaceutical  Company  for  investigation 
under  the  names  of  Rifadin®  and  Rimac- 
tane®,  respectively.  Rifamide  is  a parenter- 
al drug  closely  related  to  rifampin,  but  it 
is  not  presently  available  in  the  United 
States. 

ANTIBIOTIC  ACTION 

It  is  believed  that  rifampin  acts  on  sus- 
ceptible organisms  by  making  a stable  com- 
plex with  the  DNA-dependent  RNA  poly- 
merase, and  then  preventing  the  initiation 
of  the  formation  of  messenger  RNA.3'4  Un- 
like other  antibiotics  which  inhibit  this  en- 
zyme— such  as  actinomycin,  mithramycin, 
chromomycin  and  nogalamycin  — rifampin 
does  not  interfere  with  the  endogenous  RNA 
polymerase  of  mammalian  cells  and  is  there- 
fore much  less  toxic.5  Its  action  on  bacterial 
cells  is  believed  to  be  bactericidal.6' 7 The  in 
vitro  antibacterial  activity  of  rifampin 
against  some  laboratory  strains  is  shown  in 
Table  l.8  The  minimum  inhibitory  concen- 
tration (MIC)  against  most  strains  of  Myco- 
bacterium tuberculosis  is  about  0.5  mcg/ml. 
Natural  resistance  of  tubercle  bacilli  to 
rifampin  is  reported  to  occur  at  a frequency 
of  one  to  106-108  organisms  whereas  resist- 
ance to  isoniazid  occurs  one  to  104-106.2'7 
Tubercle  bacilli  resistant  to  isoniazid  (INH) 
and  other  antituberculosis  drugs  do  not  dem- 
onstrate cross  resistance  to  rifampin.8' 9 
Some  investigators  have  demonstrated  high- 
er minimum  inhibitory  dilutions  (MID)  of 
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TABLE  I 

IN  VITRO  ANTIBACTERIAL  ACTIVITY  OF  R1FAM- 
PICIN  ON  LABORATORY  STRAINS  OF  BACTERIA 


organism 

MIC 

(MCG/ML) 

Staphylococcus  aureus  ATCC6338 

0.002 

Streptococcus  fecalis  ATCC10541 

0.01 

Streptococcus  hemolyticus  C203 

0.02 

Diplococcus  pneumoniae  UC41 

0.01 

Clostridium  perfriugens  ATCC3626 

0.002 

Hemophilus  influenzae  ATCC9334 

0.02 

Neisseria  gonorrhaeae  ATCC9826 

0.02 

Pseudomonas  aeruginosa  ATCC10145 

10. 

E.  coli  ATCC 10336 

1 

Aerobacter  aerogenes  ATCC8724 

5 

Klebsiella  pneumoniae  ATCC10031 

5 

Proteus  vulgaris  ATCC881 

5 

Salmonella  typhi  M507 

5 

Shigella  sonnei  ATCC9290 

10 

Mycobacterium  tuberculosis  ATCC9360 

0.5 

Candida  albicans 

> 100 

serum  with  rifampin  than  with  INH.6  Com- 
bination of  rifampin  and  INH  consistently 
resulted  in  high  tissue  sterilization  of  bacilli 
in  experimental  tuberculosis.10 

Rifampin  has  also  been  shown  to  be  ef- 
fective against  viruses,  mainly  DNA-viruses, 
which  utilize  their  own  DNA-dependent  RNA 
polymerase  for  growth.  RNA  viruses,  which 
make  an  RNA  replicase,  have  not  been  found 
to  be  sensitive.  Thus,  rifampin  has  activity 
against  vaccinia,  cowpox,  adenovirus,  tra- 
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choma  virus  and  Roussarcoma  virus  in  tissue 
culture.5  Antitumor  activity  has  also  been 
reported  by  some  investigators.11 

PHARMACOLOGY2'  12'  13 

Rifampin  is  well  absorbed  from  the  gas- 
trointestinal tract  when  taken  on  an  empty 
stomach,  and  peak  plasma  levels  generally 
occur  two  and  four  hours  after  oral  adminis- 
tration of  a 600  mg  dose.  The  average  peak 
plasma  value  is  7 /xg/ml  (range  4 to  32  ^g/ 
ml).  Effective  blood  levels  are  still  found 
nine  to  12  hours  following  a single  oral  ad- 
ministration of  450  mg  or  more.  The  bio- 
logical half-life  of  rifampin  in  man  is  about 
three  hours.  The  drug  is  eliminated  pri- 
marily as  the  deacetylated  metabolite  in  the 
bile  and  to  a lesser  degree  in  the  urine.  En- 
terohepatic  recirculation  might  contribute 
to  lasting  blood  levels. 

While  rifampin  is  a large  and  fat-soluble 
molecule,  INH  is  a small  and  water-soluble 
molecule  and  its  MIC  for  M.  tuberculosis  is 
0.05  to  0.2  mcg/ml.8’ 14  The  two  drugs  are 
not  related  chemically  and  their  modes  of 
action  are  quite  different.15  INH  apparent- 
ly acts  through  the  inhibition  of  DNA  syn- 
thesis, whereas  rifampin  inhibits  RNA  syn- 
thesis.8 The  pharmacologic  characteristics 
of  rifampin  and  INH  are  compared  in 
Table  2. 

DRUG  INTERACTION 

The  mean  plasma  half-life  of  rifampin 
was  decreased  in  12  patients  who  were  re- 
ceiving isoniazid  concomitantly  and  who 
were  slow  inactivators  of  this  drug.15  The 
concomitant  administration  of  aminosali- 

TABLE  2 

PHARMACOLOGIC  CHARACTERISTICS  OF 
RIFAMPIN  AND  ISONIAZID 

After  a single  oral 
dose  of  10  mg/kg 

Rifampin  Isoniazid 


Peak  levels  (hour) 

Peak  serum  concentration 

2 - 4 

2 

( mcg/ml ) 

7-32 

7.6* 

8.9** 

Biologic  half-life  (hour) 

2-3 

1.3* 

3.0** 

*Rapid  inactivator 
**Slow  inactivator15 
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cylic  acid  may  delay  absorption  of  rifampin 
and  adequate  serum  levels  may  not  be  at- 
tained. Therefore,  these  agents  should  be 
given  separately  at  intervals  of  eight  to  12 
hours.16  Adequate  serum  levels  also  may  not 
be  attained  if  barbiturates  are  administered 
concomitantly.12 

Rifampin  inhibits  the  activity  of  the  cou- 
marin  anticoagulants.  Patients  receiving 
the  two  agents  concomitantly  should  have 
daily  prothrombin  times  carried  out  until 
the  effective  dose  of  the  anticoagulant  is  es- 
tablished.12 

TOXICITY  AND  ADVERSE  REACTIONS 

Untoward  effects  with  the  use  of  rifampin 
generally  occur  infrequently,  but  the  experi- 
ence is  not  sufficiently  great  to  pass  final 
judgment.  Transient  abnormalities  in  re- 
sults of  liver  function  tests  (i.e.,  elevation  in 
serum  bilirubin,  alkaline  phosphatase  and 
transaminase  levels)  during  rifampin  treat- 
ment have  been  observed.12'17’ 18  Jaundice  has 
also  been  reported.  It  is  likely  that  the  drug 
interferes  with  the  hepatic  uptake  of  bili- 
rubin, and  that  an  excess  of  unconjugated 
bilirubin  in  the  blood,  not  liver  necrosis,  is 
responsible  for  the  jaundice  that  sometimes 
occurs.  Several  fatalities  associated  with 
jaundice  have  occurred  in  patients  with  pre- 
existing liver  disease  or  in  those  who  had 
taken  other  hepatotoxic  drug  concomitant- 
ly.19 Therefore,  rifampin  should  be  used 
cautiously  in  patients  with  hepatic  disease, 
particularly  when  it  is  given  in  combination 
with  other  drugs.7- 12  Periodic  liver  function 
tests  should  be  done.  Transient  leukopenia18 
and  thrombocytopenia  with  positive  Coombs’ 
test  have  been  noted.20  Transient  hearing  de- 
fects have  also  been  observed.21 

Confusion,  lassitude,  difficulty  in  concen- 
tration, ataxia,  dizziness,  fever,  painful  ex- 
tremities, numbness,  skin  rash  and  eosino- 
philia  have  also  been  observed.12' 18  Gastro- 
intestinal effects  such  as  nausea,  vomiting, 
diarrhea  are  reported  and  sometimes  they 
are  severe  enough  to  warrant  discontinuing 
use  of  rifampin  in  some  patients.12  Terato- 
genic effects  were  noted  in  animals  receiving 
large  doses.  The  expected  benefits,  should  be 
weighed  against  the  possible  hazards  if  rif- 
ampin is  used  in  women  who  are  pregnant 
or  are  likely  to  become  pregnant.12  Patients 
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taking  rifampin  should  be  informed  that 
urine,  feces,  saliva,  sputum,  tears,  and  sweat 
may  be  orange-red  in  color. 

RECOMMENDED  USAGE 

The  principal  usefulness  of  rifampin  is  in 
the  treatment  of  pulmonary  tuberculosis,  and 
the  results  to  date  have  been  impressive.  In 
treatment  of  infections  due  to  M.  tubercu- 
losis, rifampin  should  be  administered  with 
other  antituberculosis  agents  (e.g.,  INH, 
ethambutol,  streptomycin)  selected  on  the 
basis  of  bacterial  susceptibility  tests  and 
knowledge  that  the  patient  had  not  received 
these  agents  previously.  Favorite  therapeu- 
tic results  in  clinical  trials  have  been  report- 
ed with  the  combination  of  rifampin  with 
other  antituberculosis  drugs  (e.g.,  INH, 
streptomycin  or  ethambutol).17-18'22  A signi- 
ficant segment  of  the  evidence  of  rifampin  ef- 
ficacy in  man  has  come  from  reports  of  treat- 
ment of  far  advanced,  multiple-drug-resistant 
cases.7-22  Resistant  organisms  may  emerge 
if  other  antituberculosis  drugs  are  not  given 
concomitantly.  When  combined  with  either 
isoniazid,  ethambutol,  or  streptomycin,  rif- 
ampin has  been  very  effective  in  initial 
therapy,  but  it  has  been  used  mainly  in  the 
retreatment  of  patients  in  whom  the 
development  of  resistance  has  prevented  suc- 
cessful initial  therapy  with  combinations  of 
other  antituberculosis  drugs.  Use  of  the 
combination  of  rifampin  and  other  drugs  has 
often  resulted  in  bacteriologic,  radiologic,  and 
clinical  improvement  in  this  difficult  group 
of  patients,  and  sputum  conversion  has  some- 
times exceeded  90  per  cent.21  The  routine 
use  of  rifampicin  in  the  initial  treatment  of 
pulmonary  tuberculosis  is  not  currently  rec- 
ommended because  the  results  with  other 
agents  have  been  successful  and  the  cost  of 
treatment  with  rifampin  is  high.  However, 
rifampin  may  be  given  initially  for  patients 
who  develop  serious  untoward  effects  from 
other  drugs  or  for  those  in  whom  the  causa- 
tive organisms  are  resistant  to  other  agents.12 
In  far-advanced  multiple  resistant  cases  or 
in  contacts  of  patients  with  resistant  strains, 
rifampin  is  considered  to  be  the  drug  of  first 
choice.12  17  22  It  has  also  been  found  useful 
in  extra-pulmonary  tuberculosis.21  Thus,  rif- 
ampin appears  to  be  one  of  the  most  effec- 
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five  antituberculosis  chemotherapeutic 
agents. 

It  also  may  prove  useful  to  treat  infections 
caused  by  M.  kansasii  and  other  atypical  my- 
cobacteria sensitive  to  it.  It  has  been  used 
investigationally  in  the  treatment  of  lep- 
rosy.12 Rifampin  is  also  indicated  for  the 
short-term  treatment  of  asymptomatic  car- 
riers of  Neisseria  meningitidis.23  The  organ- 
isms in  about  15  per  cent  of  the  carriers  are 
resistant  to  rifampin  as  well  as  to  other 
agents.21  It  should  be  given  only  when  the 
risk  of  meningitis  is  high,  and  is  not  recom- 
mended for  the  treatment  of  meningococcal 
infections. 

Preliminary  studies  suggest  that  the  use- 
fulness of  rifampin  in  the  treatment  of  other 
infections  will  be  limited  by  the  rapidity  with 
which  various  organisms  develop  resistance 
to  it. 

DOSAGE 

For  adult  patients  with  pulmonary  tuber- 
culosis, 600  mg  in  a single  daily,  oral  dose  is 
recommended.  In  children  over  five  years 
of  age,  a single  oral  dose  of  10  to  20  mg/kg 
of  body  weight  per  day  (not  exceeding  600 
mg)  is  recommended.  No  dosage  informa- 
tion is  available  for  children  under  five 
years.  The  drug  should  be  given  on  an  empty 
stomach,  either  one  hour  before  or  two  hours 
after  eating.  As  mentioned  above,  one  or 
more  other  antituberculous  agents  should  be 
administered  concurrently.  Rifampin  should 
be  continued  for  one  to  two  years  after  con- 
sistent negative  cultures  of  tubercle  bacilli 
have  been  obtained,  as  determined  by  month- 
ly or  bimonthly  cultures.12- 21 

In  treatment  of  meningococcal  carriers, 
the  drug  is  given  at  least  two  hours  before 
eating  in  the  same  dosage  as  for  pulmonary 
tuberculosis  for  four  consecutive  days.12'23 

Rifampin  is  much  more  costly  than  other 
primary  antituberculosis  agents;  the  cost  to 
a hospital  pharmacy  for  six  months  treat- 
ment for  an  adult  is  about  $360,  but  more 
rapid  conversion  of  the  sputum  may  more 
than  compensate  by  reducing  the  total  cost 
of  hospitalization.24 
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Diabetic  Retinopathy,  II 


C.  P.  WILKINSON,  MD 

The  treatment  of  diabetic  retinopathy 
remains  far  from  satisfactory,  although 
newer  techniques  may  improve  the 
chances  of  success. 


TREATMENT 

As  NOTED  in  the  first  portion  of  this 
paper,  the  advances  in  the  therapy  of  dia- 
betes mellitus  have  resulted  in  an  increased 
incidence  of  retinopathy,  and  the  relative 
lack  of  success  to  date  in  dealing  with  these 
retinal  vascular  complications  has  resulted 
in  increased  numbers  of  blind  diabetics. 
Many  foi'ms  of  therapy  have  been  attempted 
to  slow  down  the  rates  of  appearance  and 
progression  of  the  retinopathy  and  to  avert 
the  threat  of  blindness.  Some  of  these,  such 
as  vitamins,  anabolic  steroids,  and  radiation 
therapy  appear  to  be  of  no  value.  Others, 
such  as  diabetic  control,  pituitary  ablation, 
and  photocoagulation  may  well  influence  the 
course  of  diabetic  retinopathy,  although  the 
value  of  such  approaches  remains  contro- 
versial. 

The  relation  between  the  control  of  dia- 
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betes  and  the  onset  and  severity  of  retinop- 
athy is  debatable,  in  spite  of  the  fact  that 
several  hundred  articles  on  the  subject  have 
appeared  in  the  last  35  years.  Such  studies 
are  admittedly  difficult  and  nearly  all  have 
been  retrospective  in  nature.  There  are  in- 
dications that  excellent  control  of  diabetes 
may  exert  a beneficial  effect  on  retinopathy 
by  delaying  the  onset  of  fundus  changes.1 
There  is  much  less  evidence  to  date  that  con- 
trol has  a significant  effect  upon  established 
retinopathy,  although  a recent  prospective 
study  with  a very  short  followup  period  sug- 
gested that  the  progression  of  background 
lesions  was  retarded  when  control  was  “very 
good.”2  Although  the  control  of  diabetes  may 
have  a positive  effect  on  diabetic  retinop- 
athy, this  influence  is  probably  minimal,  for 
the  vast  majority  of  even  exquisitely  con- 
trolled diabetics  ultimately  develop  retinal 
vascular  lesions,  and  better  methods  of  man- 
aging diabetic  retinopathy  are  certainly 
needed. 

A second  method  of  treating  diabetic 
retinopathy  is  to  induce  hypopituitarism. 
Pituitary  ablation  has  been  known  to  affect 
the  diabetic  state  since  the  experiment  of 
Houssay  and  Biasotti3  in  1930,  and  attempts 
at  arresting  retinopathy  through  the  pro- 
duction of  hypopituitarism  were  initiated  in 
the  early  1950’s.  There  is  a unanimity 
among  investigators  utilizing  pituitary  abla- 
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tion  that  there  is  a definite  effect  on  cer- 
tain aspects  of  diabetic  retinopathy,4  re- 
gardless of  the  specific  techniques  used. 
These  “angiopathic”  components,  composed 
of  microaneurysms,  intraretinal  hemor- 
rhages, venous  changes,  neovascularization, 
and  the  leakage  of  fluorescein  are  said  to  re- 
spond, whereas  exudates  do  not  change,  and 
fibrous  proliferation  does  not  cease  and  often 
continues  to  progress.  In  spite  of  changes 
following  pituitary  ablation,  there  is  much 
evidence  that  there  is  not  a return  of  the 
vascular  abnormalities  to  a complete  state 
of  normalcy,5  and  in  spite  of  the  many  hun- 
dreds of  pituitary  ablations  which  have  been 
performed,  a need  for  an  adequately  con- 
trolled series  still  exists.6  Although  the  mor- 
tality and  morbidity  of  such  procedures  are 
being  reduced  , there  are  certainly  many  prob- 
lems associated  with  superimposing  the  dis- 
ease of  hypopituitarism  upon  that  of  diabetes. 
In  addition,  only  a relatively  small  fraction 
of  the  population  affected  with  retinopathy 
is  suitable  on  both  ophthalmoscopic  and  med- 
ical grounds  for  pituitary  ablation.  These 
facts,  along  with  rapid  improvements  in  the 
techniques  of  photocoagulation  therapy,  have 
resulted  in  a general  reduction  in  enthusiasm 
for  pituitary  ablation  amongst  ophthalmolo- 
gists. At  a recent  symposium  on  the  treat- 
ment of  diabetic  retinopathy,  less  than  one- 
third  of  the  participants  stated  that  they  ever 
referred  patients  for  pituitary  ablation,  and 
those  who  continue  to  refer  patients  are  in 
agreement  that  such  cases  must  be  carefully 
selected.7  Hopefully,  the  promise  of  photo- 
c coagulation  therapy  will  become  realized  in 
the  future,  and  the  many  questions  regard- 
ing the  value  of  pituitary  ablation  will  be- 
come academic. 

The  third  major  approach  in  the  treat- 
ment of  diabetic  retinopathy,  and  that  which 
appears  to  be  most  effective,  is  photocoagu- 
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lation  of  the  retina.  The  procedure  has  no 
systemic  effects  and  is  specifically  used  to 
cause  local  changes  in  the  retina  and  its  blood 
vessels.  The  underlying  principles  involve 
the  therapeutic  application  of  light  to  retinal 
tissues,  the  absorption  of  photons  by  pig- 
ments, and  the  resulting  change  of  light  en- 
ergy to  heat  energy  and  the  production  of  a 
burn.  The  two  pigments  of  the  retina  which 
absorb  most  of  such  therapeutic  light  energy 
are  hemoglobin  and  melanin,  and  the  most 
important  location  of  the  latter  is  in  the  pig- 
ment epithelial  layer,  the  outermost  layer 
of  the  retina.  These  two  pigments  are  of 
different  colors  because  they  absorb  certain 
wave  lengths  and  reflect  others,  and  these 
absorptive  qualities  are  of  great  importance 
in  considering  optimal  sources  of  light  en- 
ergy. 

To  date,  three  main  sources  of  light  have 
been  used  in  clinical  photocoagulation,  the 
Xenon  photocoagulator  and  the  Ruby  and  Ar- 
gon lasers.  The  Xenon  light  source  has  been 
used  extensively  since  the  late  1950’s,  and 
the  vast  majority  of  treatments  have  been 
carried  out  using  this  unit.  The  Xenon  arc 
emits  white  light  which  includes  all  wave 
lengths  in  the  visible  spectrum  as  well  as 
ultraviolet  and  infrared.  It  has  proven  ex- 
tremely useful  in  occluding  blood  vessels  ly- 
ing on  the  retinal  surface  (Figs  la,  lb),  and 
it  has  the  potential  to  rather  easily  destroy 
areas  of  abnormal  retinal  tissue.  Unfor- 
tunately, the  treatment  of  new  vessels  which 
are  not  relatively  close  to  the  pigment  epi- 
thelium has  not  been  satisfactory,  for  heat 
absorption  in  the  latter  layer  is  primarily 
responsible  for  burns  in  the  portion  of  the 
retina  lying  anterior  to  it.  The  relatively 
poor  absorption  of  the  white  light  by  hemo- 
globin alone  has  resulted  in  disappointing 
results  in  the  treatment  of  new  vessels  which 
lie  on  the  white  nerve  head  or  which  project 
into  the  vitreous. 

Laser  photocoagulation  was  introduced 
experimentally  in  1961. 8 Laser  light  is  ex- 
tremely intense,  having  a high  photon  en- 
ergy density,  and  effective  burns  may  be 
obtained  in  very  short  time  intervals  using 
small  amounts  of  energy  compared  to  inco- 
herent white  light  sources.  A second  ad- 
vantage of  laser  light  is  its  high  degree  of 
collimation.  This  lack  of  deviation  of  the 
beam  makes  it  possible  to  deliver  effective 
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burns  over  areas  less  than  30  microns  in  di- 
ameter, much  smaller  than  the  minimum 
coagulation  area  produced  by  the  Xenon  arc 
system.  A third  advantage  is  the  monochro- 
maticity of  the  laser  beam.  This  results  in 
an  absence  of  chromatic  aberration  and  per- 
mits an  even  smaller  impact  area  on  the 
retina.  Since  specific  wave  lengths  are  more 
efficiently  absorbed  by  specific  pigments, 
laser  therapy  has  always  offered  the  theo- 
retical advantage  of  wave  length  selection 
based  on  the  absorptive  qualities  of  the  tis- 
sue to  be  treated.  The  Ruby  laser  was  the  first 
to  become  commercially  available.  Although 
it  possesses  the  ability  to  destroy  retinal  tis- 
sue, it  has  been  a relatively  disappointing  tool 
in  the  treatment  of  diabetic  retinopathy,  pri- 
marily because  only  approximately  five  per- 
cent of  the  energy  of  the  red  beam  is  ab- 
sorbed by  vascular  lesions.9  In  addition, 
only  relatively  small  amounts  of  energy  can 
be  delivered  with  available  units.  The  new- 
est laser  in  clinical  use  is  the  Argon  unit 
which  has  been  available  for  less  than  two 
years.  This  laser  emits  wave  lengths  in  the 
blue-green  spectrum  which  are  relatively 
highly  absorbed  by  hemoglobin.  Such  high 
energy  absorption  is  often  sufficient  to  pro- 
duce a coagulum  in  the  vessel  itself  and  re- 
sult in  occlusion;  thus  vessels  which  do  not 
lie  near  the  pigment  epithelium  can  fre- 
quently be  effectively  occluded.  The  lasers 
can  deliver  high  energies  over  a wide  range 
of  spot  sizes  using  a large  number  of  dif- 
ferent exposure  times. 

Photocoagulation  in  diabetic  retinopathy 
has  been  applied  using  two  distinct  ration- 
ales. The  most  common  method  has  been  to 
directly  treat  abnormal  retinal  lesions  in  an 
effort  to  simply  destroy  them.  In  such  cases 
light  energy  is  converted  to  heat  energy 
which  in  turn  produces  a coagulum  and  oc- 
clusion of  the  vascular  lesions.  For  optimal 
results  fluorescein  angiograms  are  obtained. 
These  aid  in  the  localization  of  the  specific 
vessels  which  feed  the  neovascular  tufts  and 
in  the  detection  of  sites  of  intraretinal  leak- 
age which  are  responsible  for  retinal  edema. 
A second  rationale  in  the  treatment  of  retin- 
opathy is  to  randomly  destroy  significant 
amounts  of  peripheral  retina,  as  much  as 
30%,  to  simulate  a widespread  chorioretin- 
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Fig.  la  Fluorescein  angiogram  demonstrating  leak- 
age of  dye  from  an  area  of  flat  neovascularization  which 
lies  to  the  left  of  a previous  photocoagulation  scar. 
Dark  blood  lies  on  the  retina  inferiorly. 


Fig.  lb  The  same  eye  following  a second  photoco- 
agulation procedure.  The  leaking  neovascular  tuft  has 
been  obliterated. 


itis  and  hopefully  induce  a stage  of  involu- 
tion such  as  one  occasionally  sees  in  the  va- 
riety of  conditions  mentioned  earlier  in  which 
ocular  disease  appears  to  prevent  the  de- 
velopment of  neovascularization.  Any  of  the 
three  delivery  units  mentioned  above  may 
be  utilized  for  this  type  of  treatment.  This 
is  typically  carried  out  in  the  mid  periphery 
for  360  degrees  with  or  without  treatment 
of  specific  vascular  lesions. 

Photocoagulation  is  a relatively  new  pro- 
cedure, and  final  statistical  proof  of  its 
efficacy  in  the  treatment  of  diabetic  retinop- 
athy is  unavailable  at  the  present  time.6  The 
assessment  of  any  form  of  therapy  in  this 
condition  is  quite  difficult  due  to  the  lack  of 
predictability  of  the  natural  course  of  the 
disease,  and  the  analytical  problem  is  com- 
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Fig.  2a  Fluorescein  angiogram  demonstrating  pro- 
found leakage  from  a neovascular  tuft  arising  from 
the  nerve  head.  (This  photograph  was  taken  five 
seconds  after  Fig.  2b  in  part  I of  this  paper) 


Fig.  2b  The  same  eye  following  Argon  laser  photo- 
coagulation. Most  of  the  new  vessels  have  been  oblit- 
erated. This  photograph  was  taken  slightly  earlier  in 
the  venous  phase  than  Fig.  2a. 

pounded  by  the  multitude  of  possible  varia- 
tions in  the  numerous  features  of  the  dis- 
ease. Current  investigations  to  assess  the 
specific  value  of  photocoagulation  are  now 
underway.  Such  studies  are  utilizing  rigid 
photographically  documented  classifications 
of  retinopathy,  and  one  eye  of  a given  patient 
with  symmetrical  disease  is  being  treated, 
while  the  second  eye  serves  as  a control. 
Previously  published  studies  have  not  uti- 
lized suitable  control  eyes  over  a sufficient 
length  of  time,  although  the  vast  majority 
have  indicated  that  photocoagulation  has  a 
beneficial  effect  in  many  forms  of  diabetic 
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Virtually  all  ophthalmologists  interested 
in  this  subject  feel  that  photocoagulation  is 
the  best  tool  currently  available  in  the  treat- 
ment of  diabetic  retinopathy.  It  offers  the 
advantage  of  attacking  the  lesions  in  the 
eye,  thereby  avoiding  systemic  complica- 
tions. Treatment  sessions  are  rather  brief 
and  usually  do  not  require  hospitalization. 
The  mortality  rate  is  essentially  zero,  and 
there  is  little  morbidity  associated  with  the 
procedure.  Photocoagulation  with  the  Xenon 
and  Argon  units  can  eliminate  most  areas 
of  flat  neovascularization  (Figs  la,  lb),  and 
the  use  of  the  Argon  laser  is  resulting  in  an 
increased  percentage  of  success  in  the  oblit- 
eration of  new  vessel  tufts  in  the  vitreous 
and  on  the  optic  nerve  head  (Figs  2a,  2b). 
The  treatment  of  leaking  intraretinal  capil- 
laries has  led  to  diminished  macular  edema 
and  increased  vision  in  many  cases  (Figs 
3a,  3b).  In  addition,  there  is  increased  evi- 
dence that  the  destruction  of  significant 
amounts  of  peripheral  retina  can  in  some 
cases  reduce  the  progression  and  severity  of 
retinopathy  and  occasionally  induce  a “re- 
mission” of  the  process.7 

There  are  complications  with  all  types  of 
photocoagulation,  and  many  eyes  have  been 
harmed  by  this  method  of  treatment.  The 
major  complications  are  hemorrhages  and 
an  increase  in  fibrous  tissue  contraction,  re- 
sulting in  retinal  detachment,  distortion  of 
the  macula,  and  a tendency  for  fibrovascular 
stalks  to  grow  further  into  the  vitreous  cav- 
ity. Hopefully,  an  improved  selection  of 
treatable  cases  and  advances  in  the  tech- 
niques of  treatment  will  result  in  a dimin- 
ished frequency  of  these  problems.  Perhaps 
the  greatest  limitation  of  photocoagulation 
therapy  is  the  fact  that  it  does  not  alter  the 
systemic  disease.  Thus  in  spite  of  apparent- 
ly successful  treatment,  new  neovascular 
tufts  and  recurrent  macular  edema  are  often 
observed  with  the  passage  of  time,  and  fur- 
ther therapy  must  be  invoked. 

Photocoagulation  of  proliferative  retinop- 
athy is  more  effective  and  less  hazardous  if 
applied  to  new  vessels  early  in  the  course  of 
the  disease  and  prior  to  the  development  of 
significant  associated  connective  tissue,  for 
once  the  latter  is  present  in  abundance,  the 
application  of  light  energy  frequently  results 
in  complications  mentioned  above.  Similar- 
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Fig.  3a  Fluorescein  angiogram  of  moderate  back- 
ground retinopathy  as  seen  in  Fig.  lb  of  part  I. 


Fig.  3b  The  same  eye  following  photocoagulation. 
Fewer  microaneurysms  are  evident  and  there  is  less 
leakage  of  dye  at  an  identical  time  following  the  in- 
jection of  the  dye.  The  small  round  white  areas  with 
dark  centers  represent  laser  scars,  and  not  true  leak- 
age. 

ly,  in  cases  with  background  retinopathy  and 
significant  macular  edema,  the  response  to 
photocoagulation  appears  to  be  better  in  pa- 
tients with  a relatively  recent  visual  loss  than 
in  those  with  a longstanding  visual  deficit.12 
To  achieve  the  benefits  of  treating  retinop- 
athy relatively  early  in  the  disease  process, 
soon  after  stages  severe  enough  to  warrant 
photocoagulation  have  been  reached,  the 
fundi  of  diabetic  patients  must  be  observed 
quite  regularly.  Such  follow-up  examina- 
tions, which  should  include  fundus  photo- 


graphs whenever  possible,  will  also  hope- 
fully distinguish  those  patients  who  appear 
to  be  in  a definite  stage  of  progression  from 
those  with  a more  dormant  form  of  disease. 
In  addition,  increased  data  on  the  natural 
course  of  diabetic  retinopathy  in  general  will 
be  obtained. 

Improved  monitoring  of  diabetic  retinop- 
athy requires  cooperation  between  the  phy- 
sicians caring  for  diabetics  and  the  ophthal- 
mologists. Periodic  dilated  fundus  exami- 
nations should  be  performed  routinely  by 
the  former  group,  and  the  discovery  of  signs 
of  diabetic  retinopathy  should  result  in  a 
referral  for  a more  detailed  ophthalmic  ex- 
amination as  well  as  follow-up  studies.  In 
such  a way,  more  patients  with  significant 
retinopathy  will  be  seen  prior  to  the  onset 
of  visual  symptoms,  and  an  increased  per- 
centage of  patients  with  severe  fundus 
changes  will  reach  the  ophthalmologist  in  a 
treatable  stage.  The  outcome  will  hopefully 
be  a significant  reduction  in  the  incidence 
of  blindness  in  the  diabetic  population.  □ 
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Today’s  Youth  and 
Public  Policies  for  Health 

BEN  H.  NICHOLSON  MEMORIAL  LECTURE 


ROBERT  A.  ALDRICH,  MD 


Today’s  youth  are  different  in  certain 
qualitative  and  quantitative  ivays 
and  this  is  reflected  in  their  views  on 
personal  and  public  health. 


Hands  D.  Riley,  Jr.,  MD:*  Let  me  welcome 
you  to  the  first  BEN  H.  NICHOLSON  ME- 
MORIAL LECTURE.  As  you  know,  this 
was  established  in  memory  of  Dr.  Ben 
Nicholson  who  died  in  September,  1968  and 
it  is  made  possible  by  contributions  from  his 
former  patients  and  their  families  and  many 
friends  and  colleagues.  I bring  regrets  to 
you  from  Dr.  James  L.  Dennis,  Vice  Pres- 
ident for  Medical  Affairs.  He  was  a close 
friend  of  Dr.  Nicholson  and  of  our  speaker 
today,  but,  unfortunately,  had  a long-stand- 
ing commitment  to  be  away. 

Since  this  is  the  first  Nicholson  Lecture 
and  since  we  are  honoring  such  a unique 

The  first  Ben  H.  Nicholson  Memorial  Lecture  in  memory  of 
Ben  H.  Nicholson,  MD,  a former  editor  of  The  Journal  of 
The  Oklahoma  State  Medical  Association;  Clinical  Professor  of 
Pediatrics,  Children’s  Memorial  Hospital,  University  of  Okla- 
homa Health  Sciences  Center:  and  Chief,  Section  on  Pediatrics, 
Oklahoma  City  Clinic,  was  given  on  May  8.  1969  by  Robert  A. 
Aldrich,  MD.  Professor  of  Pediatrics  and  Head  of  the  Division 
of  Human  Ecology,  University  of  Washington  School  of  Medi- 
cine in  Seattle  at  the  University  of  Oklahoma  Health  Sciences 
Center. 

•Professor  of  Pediatrics,  Pediatrlclan-ln-Chlef,  Children’s  Me- 
morial Hospital,  University  of  Oklahoma  Health  Services  Center. 
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person,  I would  like  to  take  just  a few  mo- 
ments to  make  some  comments  about  Dr. 
Nicholson  who  is  depicted  in  Figure  1.  Many 
in  this  audience  had  the  privilege  of  know- 
ing him  or  being  associated  with  him.  Dr. 
Nicholson  was  born  in  1904,  the  son  of 
John  and  Helen  Nicholson.  His  mother  had 
hoped  to  be  here  today,  but  due  to  a recent 
eye  operation,  was  unable  to  be  present. 
Dr.  Nicholson  attended  Webb  School  and 
was  graduated  from  Vanderbilt  University 
where  he  also  received  his  internship  and 
residency  training  in  pediatrics.  He  joined 
the  staff  of  the  Oklahoma  City  Clinic  in  1931 
and  in  the  same  year  was  appointed  to  the 
faculty  of  the  University  of  Oklahoma  School 
of  Medicine  and  to  the  staff  of  the  Children’s 
Memorial  Hospital.  He  was  always  vitally 
interested  in  the  Medical  Center  and  its  ac- 
tivities and  for  many  years  served  as  Clin- 
ical Professor  of  Pediatrics.  As  a matter  of 
fact,  a day  or  so  before  his  death,  he  con- 
ducted a student  clinic  at  Children’s  Hos- 
pital. It  is  perhaps  traditional  in  talking 
about  a deceased  physician  who  had  held  a 
faculty  appointment  that  he  was  “interested 
in  the  Medical  Center  and  its  program.’’  Few 
really  appreciate  the  depth  of  Dr.  Nichol- 
son’s interest,  the  extent  of  his  participation 
and  the  amount  of  time  he  devoted  to  pro- 
grams of  the  Medical  Center,  especially  those 
at  the  Children’s  Hospital,  particularly  for 
a person  who  was  involved  in  a busy  private 
practice.  Table  1 depicts  a report  on  activi- 
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ties  of  part-time  faculty  members  in  the  De- 
partment of  Pediatrics  which  I ran  across 
in  the  departmental  files.  This  was  compiled 
by  the  department  head  in  1957.  Dr.  Nich- 
olson was  a faculty  member  since  1931.  He 
served  as  attending  physician  in  the  out- 
patient clinic  in  Children’s  Hospital  from 
10:30  a.m.  to  2:00  p.m.  daily  for  16  years 
or  so,  probably  the  busiest  hours  in  the  pri- 
vate practice  of  a physician.  He  also  served 
as  attending  physician  at  the  Children’s  Hos- 
pital making  ward  rounds  five  times  weekly, 
four  months  out  of  every  year,  and  directed 
the  weekly  Rheumatic  Fever  Clinic  at  the 
Children’s  Hospital,  both  for  a period  of 
years.  He  had  continued  an  active  teaching 
schedule  with  the  students  until  his  death. 
This  time  was  served  without  pay,  as  a vol- 
unteer faculty  member.  I think  it  is  a rather 
remarkable  demonstration  of  loyalty  to  an 
institution. 

There  are  many  other  things  that  could  be 
said  about  Dr.  Nicholson.  The  high  regard 
in  which  he  was  held  by  this  institution 
is  evidenced  by  the  fact  that  he  was  appoint- 
ed Chairman  of  the  Curriculum  Committee, 
one  of  the  most  important  committees  of 
the  School  of  Medicine,  a member  of  the 
committee  to  select  the  Vice  President  and 
Dean,  and  many  others.  His  contributions 
to  improvement  of  child  health  in  this  re- 
gion were  enormous  and  it  is  impossible  to 
list  all  of  them  at  this  time.  He  was  a well 
known  medical  writer  and  was  author  of 

TABLE  1.  Activities  of  Ben  H.  Nicholson,  MD  in  the 
Department  of  Pediatrics  and  the  Children’s  Me- 
morial Hospital.  See  text. 

NICHOLSON,  B.  H. 

CHILDREN’S  HOSPITAL  ACTIVITIES: 

FACULTY  MEMBER,  DEPARTMENT  OF  PEDI- 
ATRICS, UNIVERSITY  OF  OKLAHOMA  SCHOOL 
OF  MEDICINE  SINCE  1931 
ATTENDING  PHYSICIAN,  PEDIATRIC  OUT- 
PATIENT CLINIC,  CHILDREN’S  HOSPITAL. 
10:30  A.M. -2:00  P.M.,  DAILY,  1931-1947 
ATTENDING  ON  INPATIENT  SERVICE,  CHIL- 
DREN’S HOSPITAL.  5 TIMES  WEEKLY,  4 
MONTHS  EACH  YEAR,  1934-1957 
DIRECTOR,  RHEUMATIC  FEVER  CLINIC,  CHIL- 
DREN’S HOSPITAL,  2 HOURS  WEEKLY,  1934- 
1957 

WEEKLY  INSTRUCTION,  THIRD  AND  FOURTH 
YEAR  STUDENTS  ON  CLERKSHIPS,  1934  TO 
PRESENT 
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Figure  1.  Ben  H.  Nicholson,  MD 


more  than  ninety  personal  publications  in 
the  medical  literature.  He  served  as  Editor- 
in-Chief  for  the  Journal  of  the  Oklahoma 
State  Medical  Association  and  in  1961  The 
Journal  was  judged  the  best  state  journal  in 
the  nation.  He  once  quoted  to  me  his  phil- 
osophy of  a pediatrician,  which  briefly  stat- 
ed was : “Every  child  has  a certain  potential, 
physical,  intellectual  and  emotional,  and  it 
is  up  to  the  pediatrician  to  see  that  nothing 
over  which  he  has  control  or  responsibility 
interferes  with  that  child  reaching  his  po- 
tential.” I think  I could  sum  up  Dr.  Nich- 
olson’s many  fine  characteristics  by  saying 
that  he  was  not  only  dedicated  to  these  prin- 
ciples but  went  the  extra  length  to  which 
many  are  unable  to  go.  To  you,  Mrs.  Nich- 
olson, and  other  members  of  the  family,  it 
is  our  genuine  privilege  to  honor  Dr.  Ben 
Nicholson  by  the  presentation  of  the  first 
Nicholson  Memorial  Lecture. 

Our  speaker  today  had  the  opportunity  to 
meet  and  know  Dr.  Nicholson  for  at  least 
a few  years.  Because  of  their  common  in- 
terest in  young  people,  it  is  entirely  approp- 
riate for  Dr.  Robert  Aldrich  to  give  the 
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first  lecture.  It  is  a real  pleasure  to  have 
him  with  us.  As  was  Dr.  Nicholson,  he  is 
a very  close  and  true  friend.  Dr.  Aldrich 
is  the  son  of  Dr.  and  Mrs.  C.  Anderson 
Aldrich.  His  father,  Dr.  Andy  Aldrich,  is 
well-known  to  all  pediatricians  as  the  former 
head  of  the  Section  on  Pediatrics  at  the 
Mayo  Clinic  and  the  author  of  several  classic 
books  in  pediatrics  and  child  development. 
Dr.  Robert  Aldrich  was  graduated  from 
Northwestern  Medical  School  in  1944.  He 
was  trained  in  pediatrics  at  the  University 
of  Minnesota.  Following  this  and  following 
his  military  duty  he  joined  the  Mayo  Clinic. 
After  a period  at  the  University  of  Oregon, 
Dr.  Aldrich  was  appointed  Professor  and 
Head  of  the  Department  of  Pediatrics  at 
the  University  of  Washington  in  1956.  In 
1963,  Dr.  Aldrich  was  named  the  first  di- 
rector of  the  National  Institute  of  Child 
Health  and  Human  Development.  In  1965 
he  returned  to  the  University  of  Washing- 
ton as  Professor  of  Pediatrics  and  Head  of 
the  Division  of  Human  Ecology.  The  so- 
cieties to  which  Dr.  Aldrich  belongs  and  the 
honors  he  has  received  are  too  numerous  to 
list.  Among  the  most  important  honors 
which  have  been  accorded  him  are  the  Mead 
Johnson  Award  for  research  in  pediatrics 
given  by  the  American  Academy  of  Pediat- 
rics and  the  Special  Citation  of  the  U.  S. 
Department  of  Health,  Education  and  Wel- 
fare for  his  imaginative  and  effective  lead- 
ership as  Director  of  the  National  Institute 
of  Child  Health.  Dr.  Aldrich  is  one  of 
the  few  persons  outside  of  U.  S.  Government 
to  ever  receive  the  latter  award.  At  the 
present  time,  he  is  Chairman  of  the  Presi- 
dent’s Committee  on  Mental  Retardation 
and  is  also  Chairman  of  the  University  Sen- 
ate of  the  University  of  Washington.  The 
topic  of  Dr.  Aldrich’s  presentation  today  is 
“Today’s  Youth  and  Public  Policies  for 
Health.” 

Robert  A.  Aldrich,  MD:  Thank  you,  Dr. 
Riley,  very  much  for  your  introductory  re- 
marks. I was  especially  pleased  to  hear  your 
comments  about  Dr.  Nicholson.  My  most 
sustained  contact  with  him  took  place  after 
one  of  the  meetings  of  the  Oklahoma  Medi- 
cal Association  here  and  we  had  an  oppor- 
tunity to  spend  most  of  the  evening  talking 
about  what  lies  ahead  in  the  future.  It  was 
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this  interest  in  what’s  out  there  in  front  that 
1 have  always  remembered  about  him.  There- 
fore, I chose  the  title  for  my  remarks  today 
in  this  vein  because  I think  that  Dr.  Nich- 
olson was  a man  of  great  vision  and  also  had 
the  vigor  to  carry  it  through.  This  is  a rare 
combination  indeed.  So,  Mrs.  Nicholson  and 
family,  I am  greatly  honored  to  have  the  op- 
portunity to  make  some  remarks  in  his  me- 
morial. 

The  title  “Today’s  Youth  and  Public  Poli- 
cies for  Health”  is  quite  a mouthful  but 
what  I would  like  to  lead  you  through  is  a 
discussion  of  the  current  situation  in  the 
United  States  of  the  health  of  children  and 
youth  against  a backdrop  of  the  forces  that 
are  bringing  about  change  in  this  country. 
And  then,  if  I may,  try  to  focus  very  sharply 
on  what  I call  the  contemporary  campus 
generation  and  interpret,  if  I may,  what  I 
think  they  are  saying  and  what  I think  is 
rather  unique  about  the  present  generation. 
I have  quite  a little  to  say  about  this.  My 
credentials,  other  than  being  a good  Chris- 
tian, a father  and  a pediatrician,  have  been 
enhanced  this  year  as  the  Chairman  of  the 
Faculty  Senate  at  the  University  of  Wash- 
ington, and  I have  been  more  than  I like  in 
the  midst  of  a great  deal  of  controversy  be- 
tween generations,  between  students,  faculty 
and  administration,  and  I have  learned  a 
great  deal.  I do  not  have  many  answers  to 
the  questions  you  may  have  in  mind.  Let  me 
try  to  bring  this  together  for  you  in  the 
time  that  I have. 

As  all  of  you  know,  this  time  that  we  live 
in  is  one  of  terrific  change.  The  nation’s 
economy  is  changing,  the  social  structure  is 
changing  very  rapidly  and  we  are  having 
enormous  shifts  in  our  technical  capabilities. 
American  people  are  being  offered  the  pros- 
pect of  vast  improvements  in  health  care 
that  are  far  beyond  what  would  have  been 
possible  just  a generation  ago.  The  prospect 
can  be  achieved  only  if  we  as  a nation,  as  a 
whole  people,  can  respectively  utilize  and 
weld  together  these  major  forces  that  pro- 
duce these  changes.  We  have  to  look  and 
see  what  these  forces  are.  It  is  very  easy 
to  pick  out  about  five  of  them. 

The  first  one  of  these  five  is  obvious  to 
everyone  connected  with  the  medical  center. 
We  have  made  some  terrific  advances  in 
medical  science  and  fundamental  research 
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but  unfortunately  it  is  clear  that  these  ad- 
vances in  medical  science  have  not  been 
paralleled  as  rapidly  by  advances  in  ways 
and  means  to  develop  and  support  the  prac- 
tice of  medicine.  There  is  a lot  of  new  in- 
formation that  could  be  of  value  in  treat- 
ing patients,  but  we  have  not  designed  the 
mechanisms  of  getting  this  deferred  service 
delivered  to  patients.  I think  there  is  no 
question  that  we  can  provide  better  health 
care  than  we  are  giving  if  we  work  out  bet- 
ter systems  of  delivering  it. 

The  second  force  is  the  increased  expec- 
tation that  many  Americans  have  that  they 
will  indeed  get  this  medical  care.  We  have 
been  educating  individuals  about  the  obli- 
gation they  have  for  their  personal  health 
and  we  have  sold  the  case  pretty  well.  The 
public  therefore  expects  to  profit  from  new 
drugs,  new  surgical  procedures,  the  compli- 
cated new  equipment  we  have  and  all  aspects 
of  new  technology. 

The  third  force  is  what  I call  a growing 
demand  for  a more  efficient  and  growing 
system  for  delivery  of  medical  care  to  indi- 
viduals and  their  families.  Already  this  de- 
mand is  giving  rise  to  the  evolution  of  a va- 
riety of  arrangements  to  bring  together  the 
complementary  skills,  of  medical  and  non- 
medical professionals  and  we  are  be- 
ginning to  see  the  early  rudiments  of  a sys- 
tem that  knits  together  various  health  facili- 
ties in  each  community  to  make  quality  med- 
ical care  more  generally  available.  Medical 
care  must  be  made  available  to  everyone 
rather  than  just  a portion  of  the  population. 
And  I would  like  to  underline  this  because 
I think  it  is  a major  change  in  philosophy  in 
medical  care.  We  have  in  past  decades  talked 
quite  a lot  about  providing  good  care  to  those 
who  desire  it,  but  I think  that  this  philos- 
ophy has  now  changed.  Now  we  are  talk- 
ing about  providing  good  or  excellent  medi- 
cal care  to  all.  This  is  a significant  shift  and 
it  has  gone  through  and  been  accepted,  philo- 
sophically, by  a large  part  of  the  population 
almost  without  any  argument. 

Education,  the  fourth  force,  is  a powerful 
one,  and  I will  just  mention  this  because  edu- 
cation is  part  of  everyone’s  life  to  some  ex- 
tent, but  it  is  interesting  that  the  high  schools 
and  the  community  colleges,  medical  centers 

454 


and  nursing  schools,  and  other  educational 
institutions  are  beginning  to  rise  to  the  chal- 
lenge of  training  people  technically  to  work 
in  the  health  professions,  or  to  work  in  some 
role  supportive  to  the  health  profession.  They 
are  also  getting  far  more  interest  in  teach- 
ing the  future  fathers  and  mothers  about 
personal  health  and  about  such  things  as 
the  health  of  their  children.  So  the  educa- 
tional system  is  more  in  the  action  than  it 
has  been. 

The  fifth  force  that  you  can  pick  out  with 
ease  is  one  that  I worry  about.  This  is  the 
conflicting  voices.  The  chaotic  noises  that 
you  hear,  everyone  with  his  own  special 
solution  to  the  health  care  problem  and  I 
think  that,  on  one  hand,  this  is  a good  thing 
because  a lot  of  interest  is  generated  this 
way.  But,  on  the  other  hand,  it  does  tend  to 
confuse  things  pretty  badly  and  sometimes 
actually  impede  progress.  But  it  is  a vital 
force  because  there  is  so  much  discussion.  I 
think  therefore  that  you  can  say  that  in  the 
light  of  these  forces  that  further  progress 
toward  improving  the  health  of  children  and 
the  health  of  our  youth  will  require  a great 
deal  more  organization  and  cooperation  and 
at  the  same  time  some  replacement  of  many 
of  the  traditional,  professional  and  institu- 
tional forms  for  delivering  health  care. 

I would  like  now  to  shift  the  philosophical 
themes  that  we  are  used  to  thinking  about. 
This  drawing  up  on  the  board  simply  is  an 
equation;  DNA  is  the  genetic  material  in 
chromosomes  and  in  this  equation  man  is 
recognizable  and  environment  is  recogniz- 
able. It  has  been  our  custom  in  western  civi- 
lization for  a long,  long  time  to  think  about 
man  as  being  a highly  adaptable  creature 
and  that  you  could  put  man  into  some  rather 
disgraceful  or  unpleasant  situations  and 
somehow  or  other  he  will  arrange  to  adapt 
to  them  so  that  we  can  survive.  So  we  have 
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gone  along  all  of  these  hundreds  of  years 
pretty  much  making  this  assumption. 

I would  like  to  suggest  that  the  ballgame 
has  changed  in  the  very  recent  present.  The 
evidence  begins  to  look  this  way — that  man 
is  relatively  less  adaptable  than  his  environ- 
ment for  all  practical  purposes.  Since  about 
1700,  man  has  really  mastered  technology 
and  has  now  gotten  to  the  point  that  with 
his  technology  he  can  change  the  environ- 
ment to  be  a human  life-support  system  for 
man.  The  need  for  man  to  adapt  biologically 
is  not  nearly  as  great.  He  can  use  his  tools 
to  adapt  the  environment.  I think  this  is  a 
very  important  difference  in  concept  than 
the  one  we  traditionally  use.  One  other  point 
of  view  that  I am  going  to  state,  so  that  some 
of  my  other  remarks  will  hang  together,  is 
that  we  have  unquestionable  evidence  now 
that  DNA  does  contain  the  genetic  code  for 
man.  Every  week  that  goes  by  there  is  more 
evidence  to  support  it  and  we  are  beginning 
to  even  know  where  some  of  this  code  ap- 
pears. At  the  same  time,  the  whole  nation 
has  become  aroused  at  the  difficulties  we  are 
having  with  our  environment.  I would  like 
to  pose  a hypothesis  that  possibly  man  does 
contain  the  code  for  his  environment,  that 
DNA  contains  the  code  for  man.  It’s  pos- 
sible that  man  may  contain  a code  of  en- 
vironment. In  other  words,  he  may  have 
the  capability  to  construct  environment 
which  in  turn  will  be  a reasonable  place  for 
him.  These  philosophical  concepts  I think 
are  important  when  you  consider  what  lies 
ahead  in  the  immediate  future. 

There  is  one  other  point  that  I want  to 
make  here.  I said  that  man  is  becoming 
relatively  unadaptable  from  a biological 
standpoint  but  he  does  have  one  very  rapid 
way  of  adapting,  other  than  using  technol- 
ogy, and  that  is  his  ability  to  use  his  brain 
and  to  change  to  ethical  ideas.  Some  of  you 
are  aware  of  the  book  bv  C.  H.  Waddington 
which  was  published  about  ten  years  ago 
called  THE  ETHICAL  ANIMAL.  Any  of 
you  that  are  interested  in  the  growth  and 
development  of  ethics  should  consult  this 
for  some  verv  wise  words.  Essentially  what 
Waddington  has  said  is  that  the  evolutionary 
changes  of  man  todav  are  often  exemplified 
by  his  changes  in  ethics.  Examples  of  this 
type  of  change  are  easy  to  observe.  There 
could  be  changes  in  the  standard  of  living, 
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a change  in  the  characteristics  of  a family, 
changes  in  goals  you  might  have  as  individ- 
uals— you  can  see  it  in  consumer  fads  and 
many  other  things  of  this  kind.  And  taking 
a page  from  Marshall  McLuhan,  I think  it  is 
fair  to  speculate  that  the  forces  behind  the 
ethical  evolution  are  primarily  related  to 
communication.  So  the  rapid  changes  in 
communication  techniques — technology,  has 
made  these  forces  far  more  persuasive  and 
far  more  rapid  than  in  prior  eras.  In  the 
history  of  communications  change  by  the 
invention  of  the  printing  press  was  the  first 
real  jump,  but  of  course  the  printing  press 
did  not  help  people  who  couldn’t  read  and 
so  there  were  only  a limited  number  to  take 
advantage  of  it.  The  next  big  jump  was  the 
development  of  a general  public  school  sys- 
tem and  this  of  course  has  greatly  improved 
communication.1  So  man  is  using  his  tech- 
nology to  moderate  the  changes  in  environ- 
ment and  enabling  himself  to  change  at  the 
same  time.  But  also  our  technology  such  as 
television  may  have  some  very  far  reaching 
effects  on  the  only  area  in  which  evolution 
is  possible,  namely  the  evolution  of  ethics. 
Man  then  is  not  only  the  instrument,  he  is 
also  the  object  for  modern  technology.  So 
with  rapid  advancement  made  in  these  tech- 
nologies the  impact  becomes  increasingly 
rapid  and  forceful. 

Now  let  me  turn  for  a brief  consideration 
of  the  facts  of  life  of  children  and  youth 
health  in  the  United  States  today.  What  is 
the  box  score  for  health  in  children  and 
youth?  I think  it  is  useful  to  look  at  some 
of  the  demographic  patterns  and  focus  upon 
physical  and  social  and  psychological  aspects 
of  health.  It  is  necessary  to  have  information 
about  the  numbers  of  children,  how  old  they 
are,  the  cultural  background,  where  they 
live  in  geographic  terms  and  many  other 
facts  that  allow  informal  planning  to  take 
place.  One  can  find  some  trends  emerging 
from  these  patterns  which  mav  hint  as  to 
what  lies  ahead  in  the  future.  It  is  also  im- 
portant when  you  are  analyzing  trends  to 
remember  that  trends  are  not  in  themselves 
the  future,  and  there  are  some  classical  mis- 
takes in  American  historv  where  trends 
were  accepted  as  the  future  only  it  did  not 
work  out  that  way.  So  keep  a healthy  skepti- 
cism about  some  of  mv  remarks  on  trends. 
Those  of  you  who  read  the  Children’s  Bu- 
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reau  publications  probably  have  seen  their 
publication  number  460,  which  gives  some 
very  good  demographic  data.  Some  of  this 
information  comes  from  this  publication  and 
also  some  of  its  references.  The  population  of 
the  U.S.  is  203,312,000.  It  is  growing  young- 
er; 50%  of  the  population  is  now  under  28.3 
years  of  age.  The  median  age  for  whites  and 
others  has  moved  since  1960  from  30  years 
of  age  to  29.1  years.  For  Negroes  it  has 
moved  from  23.5  years  to  22.8  years  so  the 
age  median  is  definitely  dropping  for  white 
and  non-white.  There  are  17,167,000  children 
under  the  age  of  five  years.  This  trend  of 
falling  median  age  is  expected  to  continue. 
The  age  group  in  between,  who  are  normally 
the  resource  for  support  of  others,  are  rela- 
tively fewer.  That  is  really  the  adult  age 
range  and  it  is  this  section  of  society 
which  is  feeling  the  pressures  of  the  cost  of 
meeting  health  needs  of  the  elderly  and  the 
young.  The  number  of  people  over  65  is 
about  20,050,000 ; the  number  of  children 
under  five  approximately  the  same  figure ; 
the  adult  population  under  65  and  above  25 
are  really  sharing  the  load.  Children  and 
youth  are  of  course  very  much  like  their 
parents  in  several  respects.  One  of  them  is 
that  they  are  like  city  dwellers;  58.2%'  of 
young  people  under  30  live  in  or  near  a met- 
ropolitan area.  Metropolitan  areas  cover 
only  one  percent  of  the  land  in  the  United 
States  but  they  do  contain  68.6%  of  the 
total  population.  Almost  90%  of  our  land 
is  still  classified  as  rural.  In  1920  the  U.S. 
population  was  evenly  distributed  between 
the  urban  and  rural  areas,  but  it  is  estimated 
that  by  the  turn  of  this  century,  90%  will 
live  in  the  urban  centers.  Fifty-five  percent 
of  white  children  in  urbanized  areas  live  in 
the  urban  fringe.  Of  the  non-white  children 
under  20  living  in  metropolitan  communi- 
ties, about  80%  live  in  the  central  city.  So 
there  is  some  very  sharp  focusing  of  where 
people  live.  Nevertheless  in  absolute  num- 
bers, there  are  more  whites  than  non-whites 
living  in  central  cities.  This  is  because  the 
proportion  of  white  population  to  non-white 
population  is  so  high.  Outside  the  metro- 
politan areas,  the  nercentages  of  whites  and 
non-whites  are  about  the  same.  It  is  par- 
ticularly important  to  note  that  the  increase 
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of  Negro  total  population  since  1950  has  been 
nearly  all  in  central  cities;  6.5  million  of  a 
total  increase  of  7.7  million.  On  the  other 
hand,  the  white  population  growth  has  been 
in  the  suburbs;  33.3  million  of  42.5  million. 

What  about  children  that  have  to  be  in- 
stitutionalized for  some  reason?  In  1960 
there  were  300,000  children  under  21  in  in- 
stitutions. Half  were  in  welfare  or  correc- 
tional institutions  and  the  remainder  in  in- 
stitutions because  of  mental  or  physical  dis- 
abilities. There  were  twice  as  many  boys  as 
girls  in  these  institutions.  Boys  made  up 
55%  of  the  population  of  the  institutions  for 
welfare  and  physical  disabilities,  60%>  for 
mental  disabilities  and  83%  of  the  popula- 
tion of  correctional  institutions. 

Family  size  is  diminishing.  Of  the  28,- 

665.000  families  with  children  under  age  18, 
less  than  four  out  of  five  have  no  more  than 
three  and  the  majority  only  one  or  two.  I 
was  astonished  that  there  are  22,572,000 
families  with  no  children.  During  the  im- 
mediate post  World  War  II  period  (1957), 
the  average  completed  family  size  was  3.7 
members  but  this  had  fallen  by  the  mid- 
1960’s  to  slightly  more  than  three  children. 
There  is  some  evidence  that  this  trend  con- 
tinues. This  is  a striking  fall  and  I have 
been  told  by  some  very  good  demographers 
that  one  of  the  sharpest  drops  in  expectations 
of  number  of  children  in  the  family  has  been 
among  non-white  women  in  the  child-bear- 
ing years.  Their  expectations  of  family  size 
through  their  childbearing  years  have  been 
very  sharply  reduced  and  are  now  some- 
where around  2.9  or  three. 

In  1969  there  were  9,821,000  children  un- 
der 18  years  of  age  living  in  families  with 
incomes  below  the  poverty  level.  There  are 
another  54,510.676  in  families  with  an  in- 
come over  $6,000.  There  are  33,846,210 
children  in  families  with  an  income  of  $10,- 
000  or  more.  The  nine  million  youngsters 
living  in  the  lower  income  range  are  by  no 
means  all  the  children  that  live  in  poverty. 
Three  thousand  dollars  annual  income  is  de- 
fined by  some  government  agency  as  the 
poverty  level  for  a family  of  four,  but  if  you 
take  into  consideration  the  number  of  chil- 
dren in  the  families  with  incomes  below 
25%  of  the  poverty  level  you  come  up  with 

14.325.000  children  living  in  very  severe 
economic  need. 

Oklahoma  State  Medical  Association 


Of  the  children  living  in  poverty  the  ma- 
jority are  white.  However,  among  the  non- 
white children,  some  30-40  percent  are  liv- 
ing in  poverty  and  this  again  is  because  of 
the  much  greater  total  number  of  whites  than 
non- whites.  About  40%  of  the  non-white 
children  under  18  years  of  age  are  poor,  as 
compared  to  only  10'  < of  the  white  children. 
The  proportion  of  non-white  children  who 
are  poor  is  three  times  that  of  the  white. 
The  white  population  is  so  much  larger  than 
the  non-white,  seven  times  larger,  that  the 
number  of  white  children  listed  as  poor  is 
larger  than  the  number  of  poor  non-whites. 
So  it  is  very  important  to  keep  ratios  and 
numbers  in  mind  when  considering  how  to 
bring  health  care  within  the  reach  of  every- 
one. Poverty  seems  to  select  large  families; 

1,135,000  of  the  families  with  six  or  more 
children  have  an  income  of  less  than  $3,000. 
Only  5.8%  of  families  with  less  than  three 
children  were  in  this  economic  group.  So 
it  appears  that  families  that  are  both  large 
and  non-white  run  a double  risk  of  poverty. 

A couple  of  other  points  that  are  interest- 
ing: 

There  is  a very  good  analysis  in  Children’s 
Bureau’s  documents  of  families  headed  by 
a female.  In  general,  they  have  an  income 
much  less  than  the  family  headed  by  a male. 
In  actual  figures,  the  family  with  a female 
head  has  an  income  under  $3,000  about  ten 
times  as  frequently  as  families  with  male 
heads  other  than  husband-wife  headed  fami- 
lies. This  is  even  more  a discrepancy  when 
one  looks  at  non-white  families.  Nearly 
43.3%  of  Negro  families  headed  by  a woman 
have  under  $3,000  income  and  80%  of  the 
Negro  families  headed  by  a woman  have  in- 
comes under  $6,000  a year.  So  it  is  quite 
evident  from  the  above  consideration  that 
poverty  is  more  prevalent  among  families 
headed  by  a woman.  It  is  also  more  preva- 
lent among  farm  families,  non-white  fami- 
lies. 

A comment  or  two  about  the  health  of 
children  born  to  teenagers  and  unmarried 
mothers.  Teenage  marriages  are  increasing. 
This  probably  reflects  the  very  large  number 
of  teenagers  because  there  is  such  a big  in- 
crease in  the  population  in  this  age  group. 
In  1965  there  were  a little  over  one  million 
mothers  under  20  years  of  age  who  were 
married.  This  is  a slight  increase  from 
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950.000  in  1960.  There  were  600,000  births 
of  babies  among  teenage  mothers  in  1968. 
There  were  about  450,000  in  1950.  An  in- 
teresting fact  is  that  the  rate  of  illegitimacy 
has  changed  very  little  among  teenagers. 
The  incidence  is  just  about  the  same  as  it 
has  been  for  quite  a few  years,  about  50% 
more  in  1967  than  in  1970  but  it  has  risen 
significantly,  and  very  significantly  among 
those  25  years  of  age  or  older,  about  100%. 
The  illegitimacy  rate  is  higher  among  the 
poor  and  among  the  non-whites.  Every  pe- 
diatrician knows  that  there  is  something 
about  being  born  out  of  wedlock  that  gives 
the  baby  less  than  an  advantageous  start 
both  from  social  and  cultural  standpoints 
and  also  from  a purely  physical  biological 
standpoint.  However,  the  number  of  illegi- 
timate births  to  teenagers  has  risen  very 
greatly  in  a single  decade  and  that  is  be- 
cause there  are  so  many  teenagers.  In  the 
age  group  15  to  19,  the  number  of  illegiti- 
mate births  rose  from  68,900  in  1955  to 
123,100  in  1965  and  158,000  in  1968.  This  is 
of  course  because  of  the  large  number  of 
women  in  this  age  group.  Over  half  of  the 
births  out  of  wedlock  in  1968  were  non- 
whites as  compared  to  a much  lower  figure 
earlier. 

I will  just  mention  brieflv  that  infant  mor- 
tality, which  is  discussed  in  these  kinds  of 
circles  frequently,  has  been  dropping  slowly. 
There  is  a wide  variation  in  infant  mortality 
depending  on  the  part  of  the  country  you 
live  in  or  the  county  you  live  in.  Between 
states,  infant  mortalitv  ranges  from  ap- 
proximated 17  to  35.  This  is  mortality  per 

1.000  live  births.  But  the  non-white  infant 
mortality  rate  is  much  higher  than  for  whites 
— roughly  35  to  19.  There  are  a lot  of  fac- 
tors affecting  this ; poor  nutrition,  prema- 
turity, unavailable  health  care  and  medical 
services  and  just  generally  poor  living  con- 
ditions or  situations. 

Some  estimates  are  also  available  on  the 
numbers  of  children  with  handicapping  con- 
ditions. Educators  in  the  public  school  sys- 
tem usually  figure  that  about  12  to  15%  of 
school  children  have  some  kind  of  handicap 
requiring  special  education.  We  really  don’t 
have  the  actual  breakdown  on  this  subject 
so  I will  have  to  use  estimates.  There  are 
about  2.7%  of  children  under  age  17  with 
activity  limitations  due  to  chronic  conditions. 
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This  does  not  include  children  in  institutions. 
This  points  up  one  major  conclusion,  at 
least,  that  I would  draw.  Health  care  plan- 
ners in  the  United  States  had  better  begin 
to  get  an  accurate  analysis  of  handicapping 
conditions  in  children  and  youth  if  we  are 
going  to  do  anything  sensible  with  our  re- 
sources for  both  prevention  and  care  of  the 
specific  handicap. 

Just  a word  about  accidents.  I was  stand- 
ing in  downtown  Seattle  a few  weeks  ago 
talking  to  a friend  of  mine  who  is  in  the 
field  of  nutrition  and  I had  said  that  I was 
surprised  to  see  the  CBS  documentary  show- 
ing such  severe  malnutrition  in  some  rural 
parts  of  the  South.  I said  I had  also  seen 
quite  a bit  in  the  Northwest  up  in  the  river 
valleys  very  much  like  West  Virginia.  “Yes, 
but,”  he  said,  “they  are  not  dying  in  the 
streets”;  and  I said,  “Well,  we  happen  to 
be  standing  under  the  freeway  so  let’s  talk 
about  that.”  The  fact  is  that  in  1968  there 
were  54,862  deaths  from  motor  vehicle  ac- 
cidents and  the  ratio  of  clinically  significant 
injuries  to  deaths  ranged  all  the  way  from 
35:1  to  100:1  depending  on  who  you  read. 
If  you  pick  a figure  of  50,  this  gives  you 
2.7  million  clinically  significant  injuries  and 
if  only  one-fifth  of  those  were  children  and 
youth,  you  have  540,000  clinically  signifi- 
cant injuries  in  one  year  and  that  is  not 
counting  the  deaths  from  motor  vehicle  ac- 
cidents. So  I suspect  that  if  this  epidemic 
produced  hives  and  a high  fever  we  would 
have  done  more  about  it  than  we  have. 

There  is  another  area  of  child  health  that 
we  need  to  look  at.  Some  of  the  demographic 
data  can  be  greatly  enlarged  and  greatly  re- 
fined, and  I won’t  take  any  more  of  your 
time  to  go  over  this,  but  there  is  an  enorm- 
ous stack  of  information  which  leads  me  to 
draw  rather  unpleasant  conclusions  about 
our  public  policies  with  regard  to  the  health 
of  children  and  youth.  I think  that  it  is 
perfectly  clear  that  children  and  youth  born 
into  different  social  or  cultural  or  economic 
circumstances  in  the  United  States  do  not 
receive  uniform  attention  to  their  medical 
and  dental  health.  Those  at  the  greatest 
risk  with  the  greatest  need  and  the  least 
health  services  are  the  non-white,  the  poor, 
the  central  city  or  rural  dweller,  the  product 
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of  a one-parent  home  and  those  living  in 
families  headed  by  a parent  of  low  educa- 
tional achievement.  Our  present  society  has 
not  figured  out  how  to  provide  all  children 
and  youth  even  a mediocre  level  of  medical 
and  dental  care.  The  primary  forces  which 
seem  to  exert  major  influences  include  mal- 
distribution of  income,  family  disruption, 
maldistribution  of  services,  the  urban  mi- 
gration— the  migration  from  the  rural  areas 
to  the  urban  area,  and  the  lack  of  a preven- 
tive approach  to  health,  especially  for  the 
very  young  child.  So  I have  concluded  and 
have  been  saying  very  recently  that  I think 
our  public  policies  for  the  health  of  children 
and  youth  is  this : In  the  United  States  chil- 
dren are  to  some  extent  expendable.  I know 
these  are  hard  words  but  I think  it  is  neces- 
sary to  look  at  the  data  and  really  be  honest 
with  ourselves  about  what  has  happened. 

Now  let  me  turn  to  perhaps  a brighter 
thought  of  what  I think  is  a rather  gloomy 
record.  What  are  some  of  the  things  that 
can  be  done  and  who  are  the  people  who 
might  very  well  be  doing  them?  I think 
when  the  history  of  this  century  is  written 
that  the  number  one  phenomenon  that  every 
one  will  pretty  well  agree  on  is  the  phenome- 
non of  urbanization.  Urbanization  needs 
much  more  than  the  growth  of  large  metro- 
politan areas.  A metropolitan  area  has  sort 
of  a field  of  force  like  a magnet  that  reaches 
out  90  to  100  miles  in  radius  and,  of  course, 
affects  rural  areas  as  well  as  the  metropoli- 
tan complex.  It  affects  all  of  the  people 
who  live  in  these  communities.  It  is  almost 
impossible  to  consider  any  single  aspect  of 
the  urban  phenomenon  all  by  itself.  The 
whole  complicated  organism  of  a metropoli- 
tan community  has  to  be  looked  at  at  one 
time.  Two  questions  emerge  which  are  worth 
considering. 

First  question  is  this:  Does  the  physical 
environment  of  a metropolitan  community 
affect  the  health  of  children  and  youth  ad- 
versely? The  second  question:  Is  a health 
networks  part  of  the  system  of  urban  net- 
work provided  by  urban  planners  and  de- 
signers? This  first  question  can  be  answered 
affirmatively.  The  physical  environment  cer- 
tainly does  affect  both  the  health  and  de- 
velopment of  children  and  youth  and  some- 
times in  an  adverse  fashion.  There  are  many 
illustrations  of  this : the  cheap  lead-base 
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paint  used  in  slum  housing  that  small 
children  eat  and  get  lead  poisoning ; the  per- 
vasive use  of  the  television  set  as  baby  sitter 
(there  are  several  books  on  this)  ; the  school 
age  child  who  will  cross  high  speed  streets 
with  unsupervised  crosswalks;  the  teenager 
in  suburbia  with  no  place  to  go  for  social 
activities  because  of  obsolete  zoning  restric- 
tions or  blue  laws  and  is  forced  to  go  down- 
town for  his  kicks ; and  the  physically  handi- 
capped child  trying  to  get  about  in  build- 
ings, streets  and  vehicles  apparently  de- 
signed by  and  for  young  athletes.  It  is  not 
even  necessary  to  mention  slum  sanitation, 
crowding,  isolation  from  transportation  to 
and  from  medical  and  dental  services  and 
facilities.  The  design  and  function  of  the 
city  is  an  integral  part  of  the  daily  life  of 
every  city  dweller.  But  for  the  child  it  is  a 
part  of  his  growth  and  development  with 
all  that  this  implies. 

Children  who  are  well  can  be  made  ill 
by  the  city  environment,  and  children  who 
are  sick,  malformed  or  disabled  may  be  slow 
to  recover  for  the  same  reason.  We  are  ig- 
norant about  the  role  that  physical  environ- 
ment plays  in  mental  development  or  per- 
ception. What  are  the  state’s  needs  at  dif- 
ferent ages  of  childhood?  What  room  dimen- 
sions are  optimal  for  an  infant?  What  is 
the  qualitative  and  quantitative  character  of 
an  urban  neighborhood  essential  for  the 
school  age  child?  What  should  there  be  in 
a city  for  teenagers?  All  of  these  questions 
and  a lot  more  need  answers  based  upon 
serious  scientific  research. 

In  the  second  question,  what  can  we  do 
to  include  health  services  for  children  and 
youth  in  urban  planning  and  design : Recent- 
ly there  has  been  a confrontation  between 
those  who  plan,  build  and  design  cities  and 
those  who  are  primarily  concerned  with  the 
nature  of  man.  From  this  there  emerged  a 
new  effort  aimed  at  improving  the  quality 
of  life  among  those  who  inhabit  our  cities. 
There  are  some  universities  already  enter- 
ing into  this  confrontation  very  actively  and 
the  results  of  these  efforts  are  still  to  be 
made  visible.  Particularly  lacking  in  this 
confrontation  is  concern  for  the  role  of  chil- 
dren in  the  cities.  In  terms  of  public  policy 
for  our  cities,  the  principles  of  growth  and 
development,  physical  growth  and  develop- 
ment, and  behavioral  growth  and  develop- 
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ment  simply  don’t  get  introduced  at  all. 
They  are  absent  from  our  public  policies  and 
they  should  not  be  any  longer.  We  have 
health  networks  in  our  mind  but  if  you  look 
at  the  design  of  an  urban  community  you 
will  find  networks  for  almost  everything 
but  health.  You  see  a network  drawn  out  in 
multicolored  diagrams  for  highways,  for 
water,  for  gas,  for  electric  lines,  television, 
telephone,  fire  stations,  police  stations,  parks, 
museums,  railroads,  schools,  supermarkets, 
bus  lines,  etc.,  but  no  health  networks.  We 
set  up  our  elementary  schools,  as  education- 
al networks,  where  the  children  are  placed 
where  that  age  group  lives,  but  for  health 
care  for  the  same  age  group  we  have  a sep- 
arate arrangement  which  may  have  very 
different  placement,  using  different  land 
acquisition,  different  buildings  and  differ- 
ent staff.  So  we  have  not  made  use  of  an 
existing  network  or  collection  point  for  peo- 
ple of  this  age. 

I am  simply  trying  to  point  out  that  sev- 
eral aspects  of  the  health  of  children  and 
youth  should  be  built  into  the  design  and 
function  of  our  cities.  So  I think  that  it  is 
fair  to  say  that  health  networks  are  an  es- 
sential part  of  an  urban  community  and 
ought  to  be  created  along  side  the  other  net- 
works that  exist  in  the  city.  We  are  not  go- 
ing to  see  the  proper  allocation  of  our  state 
or  federal  resources  going  into  health  unless 
it  can  be  measured  against  the  other  major 
networks.  Should  monies  for  housing,  hos- 
pitals, clinics,  doctor’s  offices,  health  depart- 
ments, etc.,  come  out  of  the  housing  budget 
for  the  nation  or  should  this  come  out  of 
the  health  budget?  I think  it  is  fair  to  say 
that  a big  slice  ought  to  come  out  of  the 
housing  budget. 

Let  me  turn  to  the  happiest  note  of  a dif- 
ficult essay  for  me,  because  some  of  it  was 
quite  shocking.  I would  like  to  talk  a little 
bit  about  what  I call  the  contemporary  cam- 
ous  generation  and  how  they  see  maior  prob- 
lems of  this  kind ; in  this  instance,  public 
policy  toward  health.  In  a nutshell,  I think 
that  the  medical  profession  is  going  to 
change  very  rapidly  in  the  next  decade  and 
it,  along  side  a number  of  other  professions 
such  as  law,  and  probably  dentistry,  is  en- 
tirely unaware  of  how  rapid  this  change  is 
likely  to  be  or  just  how  it  is  going  to  come 
upon  us.  I think  it  is  also  fair  to  say  that 
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a large  segment  of  the  public  does  not  know 
what  is  really  happening  in  education,  par- 
ticularly higher  education,  and  in  turn,  how 
this  is  affecting  society.  I think  the  reason 
this  is  going  on  is  because  our  children  are 
different  from  us,  certainly  from  my  gen- 
eration, in  some  very  basic  ways. 

I would  like  to  share  with  you  some  obser- 
vations about  the  difference  between  this 
generation  and,  say,  my  own  generation  who 
are  the  middle-aged  group  mostly  in  the 
power  structure  of  the  U.S.  I think  we  are 
living  right  on  the  edge  of  probably  the 
greatest  historical  era  in  the  recorded  his- 
tory of  man,  roughly  5,000  years.  And  I 
do  not  think  things  have  ever  changed  as 
rapidly  as  they  are  changing  now.  We  are 
going  to  see  things  happen  that  make  the 
Renaissance  look  very,  very  simple.  I do 
not  think  they  will  take  400  years,  for  ex- 
ample. I think  you  will  see  them  happen  in 
one  generation,  the  present  generation  that 
is  growing  up.  In  a very  real  sense,  it  seems 
to  me  that  we  are  the  last  generation  of  a 
way  of  life  which  has  been  the  same  in  very 
fundamental  respects  for  thousands  of 
years.  We  are  the  last  generation  of  a way 
of  life  which  will  be  gone  before  we  are 
gone.  Our  children,  on  the  other  hand,  are 
the  very  first  generation  of  a whole  new 
world  which  is  being  born  right  before  our 
eyes  and  will  be  here  before  we  are  gone.  I 
think  that  the  present  generation  is  dif- 
ferent quantitatively  and  qualitatively  and 
they  look  at  major  social  problems  in  quite 
a different  light  than  we  do. 

Let  me  mention  a few  of  the  quantitative 
differences  between  this  generation  and, 
let’s  say,  my  generation.  It  is  interesting 
that  right  now,  out  of  all  the  people  that 
have  lived  on  this  planet,  25%  are  alive.  I 
mentioned  some  of  the  demographic  figures 
for  the  population  of  the  U.S.  We  have  got 
about  57  million  youngsters  in  school  and  I 
mentioned  that  before  school,  under  five 
years  of  age,  there  are  almost  20  million. 
This  is  an  awful  lot  of  people  that  we  are 
facing  for  the  first  time.  The  point  is  that 
children  and  youth  are  very  numerous  and 
if  only  five  percent  have  some  kind  of  phys- 
ical or  social  problem  there  will  be  an  awful 
lot  of  work  for  the  health  professionals  to  do. 
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Politically  this  youth’s  generation  has  tre- 
mendous potential.  For  example,  between 
the  election  that  we  just  experienced  and 
the  one  that  will  come  next,  there  will  be 
121/2  million  more  young  people  who  were 
too  young  to  vote  in  the  last  election  that 
will  be  eligible  to  vote  in  the  next  one.  And 
any  politician  will  tell  you  that  that  is  one 
very,  very  large  number  of  voters.  It  cer- 
tainly implies  that  they  are  going  to  have 
the  political  strength  to  get  their  way  about 
many  things. 

Not  only  is  this  generation  huge  in  num- 
bers but  it  is  affluent.  It  is  estimated  that 
teeny-boppers  alone  spend  15  billion  dollars 
a year  and  that  they  really  do  influence  the 
producers  and  the  retailers  of  consumer 
goods.  I don’t  know  how  this  affects  some 
of  you  ladies  but  this  is  where  the  mini- 
skirts came  from.  Some  of  us  who  would 
rather  have  our  pants  not  so  tight  so  that 
we  don’t  have  to  take  our  shoes  off  to  put 
them  on  are  being  influenced  by  the  teeny- 
boppers  generation  and  their  buying  power. 
Advertising  executives  tell  me  that  they 
don’t  really  pay  much  attention  to  products 
for  anybody  over  30  years  of  age.  They  say 
it  just  isn’t  worth  it.  The  market  below  age 
30  is  so  popular,  I guess  this  explains  why 
so  many  of  us  drive  around  in  Mustangs  with 
our  feet  stuck  straight  out.  My  point  is  that 
there  are  some  maior  quantitative  differ- 
ences. Size  and  money  are  two  of  the  big 
ones. 

There  also  are  some  qualitative  differ- 
ences. Let  me  click  off  a few  of  these.  I 
think  they  are  awfully  important.  These  are 
qualitative  differences  in  this  new  genera- 
tion. Number  one,  you  can’t  starve  to  death 
in  a civilized  part  of  the  United  States  to- 
day. Somebody  will  come  and  pick  you  up 
off  the  street  and  take  you  to  a hospital  and 
somehow  or  other  see  that  you  are  fed,  even 
if  it  is  done  intravenously.  The  motivation 
to  work  and  earn  money  to  keep  from  starv- 
ing has  vanished.  I work  basically  around 
this  philosophv  and  I think  many  people  in 
the  room  do.  Many  people  in  this  new  gen- 
eration do  not  subscribe  to  this  type  of  mo- 
tivation. I think  for  the  first  time  in  the 
history  of  man  and  for  the  largest  genera- 
tion of  all  time,  we  don’t  have  to  work  to 
keep  from  starving  to  death.  All  of  us  here 
are  probably  pretty  work-oriented  and  we 
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have  been  taught  from  way  back  that  work 
is  good  and  that  through  work  man  becomes 
worthy.  Things  have  changed  in  this  par- 
ticular ballgame  and  I think  that  this  par- 
ticular generation  is  not  work-oriented.  I 
am  not  putting  a bad  or  good  value  on  this ; 
I am  just  simply  saying  that  they  are  not 
primarily  work-oriented  the  way  we  were. 
Number  two,  another  difference:  I think 
that  they  are  aware  of  the  fact  that  they 
may  not  be  able  to  work  anymore.  One  ex- 
ecutive wrote  an  article  not  long  ago  predict- 
ing that  the  20-hour  work-week  is  right 
around  the  corner.  A presidential  commis- 
sion reported  to  President  Johnson  at  the 
beginning  of  last  year,  that  one  of  the  al- 
ternatives this  country  can  take  in  20  years, 
an  alternative  to  the  social  threat  of  auto- 
mation, is  to  retire  everybody  at  38  years 
of  age.  Some  of  the  politicians  on  both  sides 
of  the  aisle  in  Washington,  DC,  are  serious- 
ly considering  guaranteed  national  minimal 
income  for  everyone,  whether  they  work  or 
not.  They  say  they  are  doing  this  because 
economy  tells  us  that  if  we  would  only  rec- 
ognize it,  about  25 /£  of  our  population  is 
economically  obsolete  right  now.  They  can’t 
do  anything  that  we  can’t  do  better  with  a 
machine  and,  furthermore,  by  current  edu- 
cational technology,  they  can’t  be  trained  to 
do  anything  that  we  cannot  do  better  with 
a machine. 

So  we  have  two  distinct  labor  markets 
developing — the  highly  skilled  market  along 
with  a chronic,  deepening  labor  shortage, 
and  then  an  unskilled  labor  market  where 
there  is  widespread  and  increasing  unem- 
ployment. 

The  third  difference,  and  this  is  a big 
one:  you  don’t  have  to  stay  on  earth  any- 
more. We  have  always  assumed  that  every- 
thing that  happens,  happens  here  on  the 
planet  and  there  was  no  place  to  go.  But 
that  isn’t  so  anvmore.  We  watched  the 
Christmas  orbit  of  the  moon  and  we  read 
of  the  very  great  progress  that  Russia  has 
made  in  going  toward  interplanetary  ex- 
plorations. For  very  young  people,  pre- 
schoolers, it  is  a part  of  their  consciousness 
that  they  are  not  earth-locked  anymore.  So 
this  is  a different  point  of  view  that  they 
grow  up  with.  I remember  talking  with  one 
rather  young  child  and  I asked  him  if  he 
believed  in  God,  and  he  answered,  “No.”  I 
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said,  “What  do  you  believe  in?”  and  he  said, 
“I  believe  in  man.”  I said,  “Do  you  believe 
in  a hereafter  or  heaven?”  and  he  said  “No.” 
1 said,  “What  do  you  believe  in?”  and  he 
said,  “I  believe  in  now.”  This  is  a change 
and  I think  it  is  partly  derived  from  this 
feeling  that  you  don’t  have  to  stay  on  the 
planet  all  of  the  time. 

Another  difference  which  is  terribly  im- 
portant is  that  you  don’t  have  to  have  chil- 
dren anymore.  In  other  words,  you  can  sep- 
arate out  procreation  of  the  race  from  the 
sex  act  itself  and  this  is  now  under  the  con- 
trol of  man  and  woman.  There  is  evidence 
already  that  this  is  having  an  effect  on  the 
structure  of  the  American  family  and  cer- 
tainly this  has  not  been  lost  on  the  children 
and  youth  that  are  growing  up  today.  So 
here  is  another  qualitative  difference. 

I think  that  the  new  generation  then  is 
growing  up  with  some  very  real  differences 
in  value.  In  a sense  they  seem  to  me  to  be 
free,  freer  than  we  were.  We  conformed 
very  precisely  to  the  acrobatics  and  the 
dance  of  adjustment  to  the  needs  of  society. 
We  were  experts  at  precision  in  a way, 
whereas  they  are  saying  that  they  place 
greater  value  than  we  did  on  the  ability 
to  be  different  so  long  as  being  different 
doesn’t  interfere  with  the  ability  of  some- 
body else  to  be  different.  I think  this  is 
where  the  shifts  are  taking  place.  They 
don’t  believe  in  conformity  because  they 
don’t  see  human  efficiency  as  a goal  for  man. 

There  are  some  aspects  of  teaching  in  our 
society  that  I just  want  to  comment  on  be- 
fore drawing  a few  conclusions.  We  do  quite 
an  effective  job  of  teaching  conformity  in 
society.  Right  from  the  time  of  birth  we 
try  to  get  the  message  across,  and  I think 
you  will  recognize  many  of  them.  We  say 
it  is  better  to  be  a teacher,  doctor,  lawyer, 
editor  than  it  is  to  be  a mechanic  or  cus- 
todian and  yet  everybody  can’t  be  a teacher, 
doctor,  lawyer  or  editor.  We  have  said  it  is 
better  if  you  are  a woman  to  be  38-24-35 
than  to  be  33-30-40  It  is  better  to  be  a 
blonde  than  a brunette.  We  said  that  if  you 
are  a man  it  is  better  to  be  six-feet-four  than 
four-feet-six,  and  it  is  much  better  to  be  an 
athlete  than  a non-athlete.  We  said  it  is 
better  to  be  a scholar  than  a non-intellectual, 
and  we  have  said  that  it  is  better  to  be  white 
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than  to  be  black  and  we  have  also  said  it  is 
better  to  be  a western  man  than  non-western. 
We  have  said  many  of  these  things,  right 
from  birth,  to  our  children.  We  even  said 
that  it  is  better  to  be  a man  than  a woman 
and  we  have  made  it  pay  off  for  those  who 
could  conform  to  these  values  or  statements 
we  make  to  our  children. 

I think  this  generation  is  seriously  ques- 
tioning our  assumptions,  many  of  them 
and  many  more  than  I mentioned  here.  I 
think  that  this  accounts  for  the  dissension 
on  the  part  of  really  the  cream  of  our  society 
which  is  the  top  group  of  this  generation 
which  is  presently  on  campus.  I think  it 
also  accounts  for  the  consternation,  fear, 
anxiety  and  frustration  of  the  middle  aged 
generation  who  can’t  understand  why  in 
heaven’s  name  this  generation  doesn’t  be- 
lieve what  they  believe,  and  they  have  great 
difficulty  talking  back  and  forth.  So  instead 
of  teaching  for  a world  in  which  everybody 
has  to  be  the  same  to  be  worthy,  I think  we 
have  to  teach  about  a world  in  which  it  is 
okay  to  be  a little  bit  different  and  it  is  okay 
to  be  what  you  are  because  you  can’t  really 
be  something  else  anyway. 

In  terms  of  public  policy  for  health  this 
year,  I have  been  fascinated  with  the  discus- 
sions and  some  of  the  formal  symposia  we 
have  had  with  students  on  our  campus.  The 
University  of  Washington  has  about  33, GOO- 
34, 000  students  and  somewhere  around 
2500-3000  faculty  members.  It  is  a very 
large  campus.  I guess  it  is  the  largest  cam- 
pus west  of  the  Mississippi.  We  have  had 
a lot  of  tensions  and  anxieties  among  stu- 
dents and  faculty  but  also  a lot  of  discussion. 
The  kinds  of  things  that  the  students  seemed 
to  be  deeply  concerned  about  are  some  of 
the  matters  I just  touched  on.  They  are 
very  much  worried  about  what  sort  of  an 
environment  their  children  are  going  to 
have.  One  of  them  put  it  to  me  this  way. 
He  said,  “What  are  the  ethics  of  allocating 
major  resources  through  bond  issues  to  build 
new  roads,  schools,  a dome  stadium,  various 
other  things  that  our  generation  is  going  to 
pay  for  and  so  are  our  children  when  these 
are  not  the  things  we  want?  These  are  the 
things  you  want  and  we  haven’t  even  been 
consulted.”  This  is  the  question  he  asked 
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me.  Boy,  that  is  a tough  one  to  answer.  How 
do  you  answer  this  question? 

In  the  health  area,  getting  away  from  en- 
vironment for  a minute,  they  are  very  much 
interested  in  the  groups  of  people  which 
health  care  does  not  reach.  Remember  I 
mentioned  the  people  who  live  in  low  eco- 
nomic situations  or  in  rural  areas  or  in  cen- 
tral city  where  services  are  not  delivered  as 
effectively  as  you  would  like  them  to  be. 
They  want  something  done  about  this.  Many 
of  the  students  who  are  in  our  freshman 
class  in  the  medical  school  at  the  Uni- 
versity of  Washington,  are  prime  social  ac- 
tivists. I would  say  35  to  40%  of  them  are 
very,  very  much  of  this  frame  of  mind  and 
they  are  not  the  least  bit  interested  in  mo- 
lecular biology.  This  is  going  to  be  an  awful 
shock  to  our  friends  in  research  laboratories 
to  find  out  that  many  students  are  not  a bit 
interested  in  this  as  a career. 

These  are  the  kinds  of  changes  that  this 
generation  is  going  to  bring  about  because 
their  value  systems  are  different.  I think 
what  we  are  seeing  happen  in  terms  of  pub- 
lic policy  for  health  is  a rapid  change  being 
brought  about  towards  delivery  of  good  serv- 
ices to  everyone,  a major  shuffle  in  the  ways 
services  are  delivered,  a change  in  emphasis 
away  from  laboratory  science  in  the  phys- 
ical sciences  or  the  biochemical  or  physio- 
logical sense  towards  the  social  sciences. 
This  very  large  and  very  potent  generation 
with  lots  of  political  power  and  lots  of  mon- 
ey is  moving  in  this  direction.  I don’t  know 
to  what  extent  you  are  seeing  this  in  your 
professional  schools  here  at  the  University 
of  Oklahoma,  but  if  you  aren’t,  this  year  or 
last  year  I expect  you  will  very  soon  because 
this  seems  to  be  a nationwide  movement. 

My  final  point  and  my  summary  conclu- 
sion that  I would  like  to  share  with  you  is 
this:  I think  that  the  time  has  come  for  all 
of  us  who  are  in  another  generation  to  rec- 
ognize that  the  principles  of  growth  and  de- 
velopment of  the  continuation  of  generation 
to  generation  is  an  exceedingly  important 
concept  to  introduce  into  all  public  policies 
and  especially  public  policies  concerning 
health.  Rather  than  be  frustrated  and  anx- 
ious about  this  new  generation,  I think  this 
is  the  time  to  open  the  doors  to  them,  to  con- 
sult with  them,  to  let  them  be  heard  before 
decisions  are  made  and,  because  of  their 
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number,  the  excellence  of  their  education  and 
their  vigor,  let  them  in  as  fast  as  possible 
because  here  is  the  manpower  we  have  all 
been  worrying  about.  Here  is  manpower 
which  is  numerous  enough  to  do  some  of  the 
jobs  in  health  service  and  who  are  asking 
to  do  it  and  are  asking  to  participate  in  the 
decisions  of  strategy  and  tactics.  My  sug- 
gestion is  rather  than  feel  worried  about 


them,  join  hands  to  a large  degree  and  bring 
them  into  our  confidence;  learn  from  them 
as  they  learn  from  us  and  get  on  with  the 
job  of  better  health  care,  not  only  for  chil- 
dren and  youth  but  our  whole  society.  Thank 
you  very  much.  □ 

Statistics  have  been  updated  based  on  more  recent  sources 
(statistical  abstract  of  the  United  States  In  1971,  U.S.  Bureau 
of  The  Census  and  the  National  Center  for  Health  Statistics). 


EDITORIAL  SERVICES  AVAILABLE 

A number  of  -physicians  have  inquired  about  manuscript  services. 
The  OSMA  could  find  only  one  person  knowledgeable  enough  on  medical 
manuscripts.  Ms.  Barbara  G.  Cox  maintains  an  office  in  the  University 
of  Oklahoma  Health  Sciences  Center  to  assist  prospective  medical  authors. 
She  is  not  employed  by  the  University. 

Consultation  Editing  of  Manuscripts 

Manuscript  Revision 

$8.00  per  hour 

Typing  Final  or  Rough  Drafts 
$3.50  per  hour 

Contact:  Ms.  Barbara  G.  Cox,  Coordinator  of  Editorial  Consultants 

Learning  Resources  Center  Office 
University  of  Oklahoma  Health  Sciences  Center 
P.O.  Box  26901 
Oklahoma  City,  Okla.  73190 
Telephone  405  271-4733 
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HUMAN  RABIES-PREVENTABLE 

Diagnosis  . . . rabies!  Prognosis  . . . 
grave!  It  has  been  twenty  years  since  phy- 
sician, public  health  official,  and  family  in 
Oklahoma  have  faced  the  brutal  reality  of 
this  uniformly  fatal  viral  encephalitis. 
Hopefully,  the  last  case  of  human  rabies  in 
this  state  occured  twenty  years  ago.  With 
today’s  materials  and  knowledge,  there  need 
not  be  another  rabies  death. 

Unfortunately,  all  is  not  well.  Such  basic 
control  measures  as  vaccination  of  all  do- 
mestic carnivorous  pets,  and  control  of  stray 
animals,  are  being  neglected.  This  neglect, 
combined  with  a sizeable  wild  animal  reser- 
voir of  rabies,  is  producing  human  exposure 
situations  at  an  alarming  rate.  This  prob- 
lem takes  on  graver  implications  consider- 
ing the  frequency  serious  errors. 

In  recent  weeks  all  of  the  following  errors 
have  been  made  by  veterinary,  medical,  and 
osteopathic  physicians. 

1.  failing  to  immediately  start  prophy- 
laxis for  bites  by  wild  carnivores,  skunks 
and  bats; 

2.  failing  to  immediately  start  prophy- 
laxis when  animals  under  quarantine  de- 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  SEPTEMBER,  1972 


Disease 

September 

1972 

September 

1971 

August 

1972 

Total  to  Date 
1972  1971 

Amebiasis 

2 

6 

1 

22 

47 

Brucellosis 

— 

1 

1 

5 

4 

Chickenpox 

1 

4 

7 

141 

191 

Encephalitis,  infect. 

1 

5 

3 

11 

29 

Gonorrhea 

833 

905 

994 

7741 

5705 

Hepatitis,  infect.  & serum 

61 

89 

63 

584 

624 

Leptospirosis 

— 

— 

— 

1 

1 

Malaria 

1 

3 

1 

5 

65 

Meningococcal  infections 

— 

— 

— 

6 

5 

Meningitis,  aseptic 

12 

35 

7 

34 

106 

Mumps 

1 

1 

3 

151 

192 

Rabies  in  animals 

10 

7 

20 

248 

251 

Rheumatic  fever 

1 

2 

— 

24 

20 

Rocky  Mt.  spotted  fever 

1 

1 

8 

29 

27 

Rubella 

3 

1 

— 

37 

64 

Rubella,  congenital  syn. 

— 

— 

— 

— 

— 

Rubeola 

— 

1 

1 

9 

791 

Salmonellosis 

20 

17 

10 

108 

147 

Shigellosis 

19 

12 

33 

112 

63 

Syphilis 

72 

103 

115 

876 

948 

Tetanus 

— 

— 

— 

1 

1 

Tuberculosis,  new  active 

20 

33 

33 

266 

258 

Tularemia 

1 

2 

— 

9 

16 

Typhoid  fever 

2 

— 

1 

4 

2 

Whooping  cough 

4 

— 

4 

26 

16 

News  From 
The  Oklahoma  State 
Department  of 
Health 

velop  CNS  symptomatology; 

3.  failing  to  administer  rabies  anti- 
serum ; 

4.  failing  to  infiltrate  rabies  antiserum 
around  wound  sites; 

5.  failing  to  administer  a sufficient  num- 
ber of  doses  of  vaccine  (21  doses,  plus  2 
boosters,  are  indicated  in  severe  exposure 
cases) ; 

6.  confusing  antiserum  with  vaccine  and 
administering  only  the  former; 

7.  confusing  “incubation  period”  with 
“pre-symptomatic  virus  excretion  period” ; 

Antirabies  prophylaxis  is  complicated,  and 
recommendations  for  use  of  available  pro- 
phylactic materials  change  as  new  research 
data  become  available.  When  in  doubt  con- 
cerning specific  exposure  situations,  call 
your  State  Epidemiologist  at  405-427-6561. 
Consultation  is  available  around  the  clock, 
seven  days  a week. 
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Abortion  Survey  Tabulation  Completed 


Nearly  1400  OSMA  members  re- 
sponded to  an  association  survey 
concerning  their  attitudes  on  abor- 
tions. The  survey  was  authorized  by 
the  OSMA  House  of  Delegates  durings 
its  May  meeting. 

The  questionnaire  was  sent  to  all 
members  of  the  association  and  ap- 
proximately 60  percent  responded. 
The  survey  was  analyzed  by  Rex 
Billington,  PhD,  a statistical  expert 
from  the  O.U.  Health  Sciences  Center. 

After  analyzing  the  survey  form 
and  the  returns  Doctor  Billington 
said,  “You  have  a clean,  neat, 
unambiguous  survey.” 

Since  there  was  not  a 100  percent 
response  to  the  survey,  it  was  ar- 
bitrarily decided  to  use  a % majority 
as  a clear  majority  response.  In  other 
words,  unless  at  least  67  percent 
of  those  responding  indicated  a par- 
ticular answer,  this  answer  was  not 
said  to  be  clearly  the  majority  opin- 
ion of  Oklahoma  physicians. 

In  his  analysis  Doctor  Billington 
stated,  “The  questionnaire  data  in- 
dicated that  physicians  in  the  state 
of  Oklahoma  approve  of  abortions: 

“ — If  the  life  of  the  mother  would 
be  endangered  by  continuation  of 
the  pregnancy  <94  percent  approval). 

“—If  the  pregnancy  results  from 
rape  (90  percent  approval.) 

“ — If  the  pregnancy  results  from 
incest  (87  percent  approval). 

“—If  there  is  a significant  risk  that 
the  baby  would  be  deformed  (86  per- 
cent approval). 

“—If  the  physical  health  of  the 
mother  would  be  significantly  im- 
paired by  the  pregnancy  (89  percent 
approval). 

“ — If  the  mental  health  of  the 
mother  would  be  injured  by  the  preg- 
nancy (79  percent  approval).” 

The  survey  results  did  not  give  a 
clear  mandate  on  any  one  course 
of  legal  action  regarding  abortion 
laws  preferred  by  physicians.  How- 
ever, there  does  appear  to  be  a 


desire  on  the  part  of  most  physicians 
that  there  be  some  legal  statement 
in  the  law  books  different  from  that 
which  now  exist. 

In  a check  on  legal  preferences 
OSMA  physicians  gave  the  following 
answers : 

36.8  percent  preferred  a repeal  of 
all  abortion  laws  with  abortion  to 
be  decided  by  physician  and  patient 
alone. 

23.4  percent  preferred  some  ex- 
tension of  Oklahoma  law  to  include 
social  reasons  for  abortion. 

14  percent  preferred  Oklahoma’s 
present  abortion  law  remain. 

11.6  percent  preferred  abortion  on 
request  during  the  first  12  weeks  of 
pregnancy. 

7 percent  preferred  abortion  on 
request  during  the  first  20  weeks  of 
pregnancy. 

2.7  percent  preferred  no  legal  abor- 
tions be  available. 

4.5  percent  said  they  didn’t  know 
what  their  preferences  were. 

In  his  analysis  Billington  stated, 
“A  further  question  relating  to  abor- 
tion law  asked  that  if  the  law  is 
changed,  should  it  provide  for  abor- 
tions only  after  consultation.  . . . 55.4 
percent  of  respondants  said  yes  . . 

It  is  also  clear  that  a majority  of 
physicians  would  require  that  ap- 
proved abortions  be  performed  only 
in  hospitals  accredited  by  the  Joint 
Commission  on  Accreditation  of 
Hospitals. 

The  following  is  a recitation  of 
each  question  showing  the  total  num- 
ber of  respondants  and  the  percent 
of  that  total  represented  by  each 
answer. 

Do  You  Approve  of  Abortion: 

1.  If  the  life  of  the  mother  would 
be  endangered  by  continuation  of  the 
pregnancy?  (1350  responding):  Yes- 

94.1  percent;  No  - 4.4  percent;  No 
opinion  - .7  percent:  Other  - .8  per- 
cent. 


2.  If  the  pregnancy  results  from 
rape?  (1305  responding):  Yes  - 89.5 
percent;  No  - 7 percent;  No  opinion  - 

1.2  percent;  Other  - 2.3  percent. 

3.  If  the  pregnancy  results  from 
incest?  (1353  responding):  Yes  - 86.5 
percent;  No  - 8.9  percent;  No  opinion  - 

2.6  percent;  Other  - 2 percent. 

4.  If  there  is  a significant  risk  that 
the  baby  would  be  deformed?  (1353 
responding):  Yes  - 86.1  percent;  No  - 

9.6  percent;  No  opinion  - 2.6  per- 
cent; Other  - 1.7  percent. 

5.  If  the  physical  health  of  the 
mother  would  be  significantly  im- 
paired by  the  pregnancy?  (1350  re- 
sponding): Yes  - 89.2  percent;  No - 

8.1  percent;  No  opinion  - 1.2  percent; 
Other  - 1.5  percent. 

6.  If  the  mental  health  of  the 
mother  would  be  injured  by  the  preg- 
nancy? (1353  responding):  Yes  - 78.9 
percent;  No  - 14.4  percent;  No  opin- 
ion - 3.8  percent;  Other  - 2.9  percent. 

7.  For  an  unwed  mother?  (1331 
responding):  Yes  - 62.2  percent;  No - 

28.1  percent;  No  opinion  - 4.0  per- 
cent; Other  - 5.7  percent. 

8.  For  social  reasons  such  as  multi- 
parity (four  or  more  living  children)? 
(1363  responding);  Yes  - 54.6  percent; 
No  - 38.4  percent;  No  opinion  - 3.7 
percent;  Other  - 3.3  percent. 

9.  For  social  reasons  such  as 
pregnancy  in  a woman  of  age  35  or 
greater?  (1358  responding):  Yes  - 49.6 
percent;  No  - 42.8  percent;  No  opin- 
ion - 4.5  percent;  Other  - 3.1  percent. 

10.  For  economic  reasons  such  as 
parents  cannot  afford  another  child? 
(1350  responding):  Yes  - 53.0  per- 
cent; No  - 39.7  percent;  No  opinion  - 

4.3  percent;  Other  - 3.0  percent. 

11.  For  birth  control  failure  such 
as  woman  pregnant  with  IUD  in 
place?  (1350  responding):  Yes  - 53.7 
percent;  No  - 37.4  percent;  No  opin- 
ion - 6.1  percent;  Other  - 2.8  percent. 

12.  Should  abortion  by  a competent 
physician  be  available  upon  her  own 
request  to  any  woman  capable  of 
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giving  legal  consent?  (1348  respond- 
ing): Yes  - 53.6  percent;  No  - 34.5 
percent;  Unable  to  give  unqualified 
yes  or  no  answer  - 11.4  percent; 
Other  - .5  percent. 

13.  Should  the  husband’s  consent 
for  an  abortion  be  required  if  the 
husband  is  available?  (1354  respond- 
ing i:  Yes  - 72.1  percent;  No  - 15.2 
percent;  Unable  to  give  an  unquali- 
fied yes  or  no  answer  - 12.6  percent; 
Other  - .1  percent. 

14.  Should  abortions  be  required  to 

be  performed:  (1254  responding): 

Only  in  hospitals  accredited  by  the 
Joint  Commission  on  Accreditation 
of  Hospitals  - 71.1  percent;  Only  in 
hospitals  licensed  by  the  State  De- 
partment of  Health  - 25.4  percent;  in 
any  hospital  with  no  accreditation, 
licensure,  or  regulation  require- 
ments - 3.4  percent;  other  - .1  per- 
cent. 

15.  Which  of  the  following  would 
you  prefer?  (1319  responding):  No 
legal  abortions  be  available  - 2.7 
percent;  Oklahoma’s  present  abortion 
law  remain  - 14.0  percent;  Some  ex- 
tension of  Oklahoma’s  law  to  include 
social  reasons  for  abortion  - 23.4  per- 
cent; abortion  on  request  during  the 
first  12  weeks  of  pregnancy  - 11.6 
percent;  abortion  on  request  during 
the  first  20  weeks  of  pregnancy  - 7.0 
percent;  repeal  of  all  abortion  laws 
with  abortion  to  be  decided  by  physi- 
cian and  patient  alone  - 36.8  per- 
cent; don’t  know  - 4.5  percent. 

16.  If  the  law  is  changed,  should 
it  provide  for  abortions  only  after 
consultation?  (1315  responding):  No - 
35.7  percent;  No  opinion  - 7.1  percent; 
If  “yes”  I recommend  concurrence 
of  at  least  additional  physi- 

cians - 39.0  percent;  If  “yes”  I 
recommend  that  an  abortion  must 
be  approved  by  a committee  of  Hos- 
pital Medical  Staff  - 16.3  percent; 
Other  - 1.8  percent. 

17.  Findings  of  this  survey  are  for 
informational  purposes.  The  results 
will  be  released  to  the  OSMA  mem- 
bership, legislature,  press  and  the 
OSMA  Board  of  Trustees.  Should  the 
OSMA  Board  of  Trustees  develop  a 


formal  position  on  the  question  of 
abortion  for  presentation  to  the  legis- 
lature based  on  the  findings  of  this 
survey?  (1341  responding):  Yes  - 77.6 
percent;  No  - 12.7  percent;  No  opin- 
ion - 6.0  percent;  Other  - 3.7  percent. 

Contraceptive  Information 
and  Methods 

18.  Should  contraceptive  informa- 
tion be  given  to  sexually  active 
minors  when  requested  without  paren- 
tal consent?  (1407  responding):  Yes - 
78.5  percent;  No  - 18.2  percent;  No 
opinion  - 2.0  percent;  Other  - 1.3  per- 
cent. 

19.  Should  contraceptives  be  given 
to  sexually  active  minors  when  re- 
quested without  parental  consent? 
(1355  responding):  Yes  - 59.4  percent; 
No  - 34.0  percent;  No  opinion  - 3.9 
percent;  Other  - 2.7  percent. 

20.  Should  the  OSMA,  based  on 
this  survey,  take  a stand  on  provid- 
ing contraceptive  information  to  sex- 
ually active  minors  when  requested 
without  parental  consent?  (1355  re- 
sponding): Yes  - 68.8  percent;  No  - 
23.3  percent;  No  opinion  - 6.1  per- 
cent; Other  - 1.8  percent. 

21.  Should  the  OSMA,  based  on  this 
survey,  take  a stand  on  providing 
contraceptives  to  sexually  active 
minors  when  requested  without 
parental  consent?  (1335  responding): 
Yes  - 58.4  percent;  No  - 31.5  percent; 
No  opinion  - 6.8  percent;  Other  - 3.3 
percent. 

OSMA  Journal  Listed  in 
Hospital  Literature  Index 

OSMA  Journal  Editor  Mark  R. 
Johnson,  MD,  has  been  notified  by 
the  American  Hospital  Association 
that  the  OSMA  Journal  is  Reg- 
ularly indexed  in  the  Hospital  Litera- 
ture Index. 

The  indexing  notice  came  from  the 
AHA’s  Director  of  Library  Services, 
Helen  Yast. 

Hospital  Literature  Index  is  de- 
scribed as  the  “most  complete  ref- 
erence guide  to  health  care  admin- 
istration material  published  each 
year.”  It  uses  an  author-subject  in- 
dex covering  approximately  500 
journals. 


Proposed  Malpractice 
Reinsurance  Legislation 
introduced 

Professional  liability  insurance  car- 
riers would  be  allowed  to  reinsure 
their  coverage  with  the  federal  gov- 
ernment under  a bill  introduced  by 
Senator  Gaylord  Nelson,  Wisconsin 
Democrat. 

A federal  medical  malpractice 
reinsurance  board  would  be  created 
to  make  reinsurance  available  to 
cover  liabilities  incurred  by  insur- 
ance companies  for  amounts  over 
$25,000,  but  not  exceedng  $1  million. 
The  bill  also  calls  for  studies  to  be 
conducted  to  extend  these  limits 
both  upwards  and  downwards. 

The  board  would  arrange  ap- 
propriate financial  participation  and 
risk  sharing  in  the  reinsurance  pro- 
gram by  insurance  companies  or 
other  insurers.  Any  loss  over  the 
$25,000  level  would  be  submitted  to 
the  board  by  the  insurance  company 
for  review  and  possible  reimburse- 
ment. 

Nelson  is  a member  of  the  Senate’s 
Labor  and  Public  Welfare  Commit- 
tee and  the  Subcommittee  on  Health. 
His  bill,  introduced  September  20, 
was  apparently  in  response  to  a re- 
cent Senate  investigation  that  re- 
vealed that  physicians  in  a number 
of  states  were  having  difficulty  pur- 
chasing professional  liability  insur- 
ance. 

Nineteen  members  appointed  by 
the  President  by  and  with  the 
advice  and  consent  of  the  Senate 
would  make  up  the  board  it- 
self. The  members  would  be  selected 
from  representatives  of  the  general 
public,  the  insurance  industry,  state 
and  local  governments  including 
state  insurance  authorities,  and  the 
federal  government.  Of  these  not 
more  than  six  would  be  regular  full- 
time employees  of  the  federal  govern- 
ment, and  not  less  than  four  would 
be  representatives  of  the  private  in- 
surance industry  and  not  less  than 
four  would  be  representatives  of 
state  insurance  authorities. 
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Drug  Price  Listing  By 
Generic  Name  Opposed 

Indications  that  the  Food  and  Drug 
Administration  was  considering  a 
plan  to  advise  physicians  on  the  re- 
lative prices  of  drugs  in  the  same 
generic  or  therapeutic  categories 
prompted  immediate  opposition  from 
the  Pharmaceutical  Manufacturers 
Association. 

PMA  President  C.  Joseph  Stetler, 
formerly  legal  counsel  for  the  AMA, 
warned  that  physicians  could  infer 
from  the  listing  that  the  FDA  had 
found  these  products  to  be  therapeu- 
tically equivalent.  He  went  on  to 
state:  “The  danger  of  such  an  in- 
ference is  obvious,  when  one  re- 
members that  virtually  all  of  the 
studies  that  have  investigated  the 
subject  of  equivalence  have,  in  fact, 
demonstrated  the  inequivalence  of 
the  drug  products  tested.  Thus,  any 
such  listing  by  the  FDA  will  neces- 
sarily result  in  assumptions  by  pre- 
scribes which  are  in  direct  conflict 
with  all  of  the  available  evidence 
collected  to  date.” 

Attorney  Stetler  went  on  to  point 
out  that  although  the  FDA  might 
not  be  legally  responsible  if  physi- 
cians relied  on  the  drug  list  “to  the 
detriment  of  their  patients”  it  would 
seem  that  the  FDA  did  have  a moral 
responsibility  for  suggesting  equival- 
ence which  was  unsupported  by 
factual  data. 

In  the  closing  portion  of  his  letter 
Stetler  pointed  out  that  the  area 
of  drug  economics  is  not  the  legal 
domain  of  the  FDA.  The  law  does 
not  authorize  the  agency’s  involve- 
ment in  the  subject  “nor  does  it 
contemplate  that  FDA  would  attempt 
to  influence  drug  prescribing  based 
upon  cost  factors,”  he  said. 

In  discussing  the  major  problem 
with  a drug  price  listing  the  PMA 
President  pointed  out  that  the  in- 
formation could  be  misleading  to  the 
physician  and  the  patient.  Because 
of  price  differences  resulting  from 
quantity  purchases  or  variations 
among  different  types  of  purchasers, 
no  accurate  generalization  could  be 
made  on  what  the  dispenser  actually 
pays  for  the  drug  product.  He  went 


on  to  state  that  any  indicator  of  the 
manufacturer’s  price  “bears  no  necs- 
sary  relationship  to  the  cost  actually 
born  by  the  customer.” 

Medicare  Hospital 
Deductible  Increased 

Under  a ruling  from  the  Price 
Commission,  a required  increase  in 
the  Medicare  hospital  deductible  was 
cut  in  half  from  $8  to  $4  according 
to  HEW  Secretary  Richardson.  Be- 
ginning January  1,  1973,  a Medicare 
beneficiary  will  be  responsible  for 
the  first  $72  of  his  hospital  bill. 

The  present  Medicare  deductible 
rate  is  $68.  Based  on  a mathematical 
formula  in  the  Medicare  law  deducti- 
bles should  have  gone  up  to  $76. 
However,  intervention  by  the  Price 
Commission  reduced  the  possible  in- 
crease. 

The  Medicare  law  requires  that  the 
Secretary  of  Health  Education  and 
Welfare  announce  an  increase  in  the 
deductible  amount  for  each  calendar 
year  based  on  the  most  recent  level 
of  Medicare  hospital  costs  for  which 
annual  data  is  available.  Presently 
annual  data  is  available  for  the  year 
1971.  The  current  increase,  there- 
fore, reflects  in  part  costs  incurred 
prior  to  the  Economic  Stabilization 
Program. 

Prior  to  the  formal  announcement 
of  the  1973  rate,  Secretary  Richardson 
had  asked  the  Cost  of  Living  Council 
to  determine  if  the  hospital  deductible 
was  subject  to  the  provisions  of  the 
Economic  Stabilization  Program. 
Reasoning  that  the  deductible  rep- 
resents a price  paid  by  Medicare 
recipients  for  hospital  services,  the 
council  ruled  that  it  is  governed  by 
Price  Commission  regulations  limit- 
ing the  increase  in  prices  which  can 
be  charged  by  institutional  providers 
of  health  services. 

Medicare  law  also  requires  that 
whenever  the  hospital  deductible 
amount  changes  comparable  changes 
must  be  made  in  the  dollar  amounts 
a Medicare  beneficiary  pays  toward 
a hospital  stay  of  more  than  60  days, 
or  a post  hospital  extended  care  stay 
of  more  than  20  days.  Presently  the 
beneficiary  is  paying  $17  per  day  for 
the  61st  through  90th  day.  Under  the 


new  change  he  will  pay  $18.  If  he 
has  a post  hospital  stay  of  over  20 
days  in  an  extended  care  facility, 
he  will  pay  $9  per  day  toward  the 
cost  of  the  21st  through  100th  day, 
up  from  the  present  $8.50  per  day. 

If  he  needs  to  draw  on  his  “life- 
time reserve”,  the  reserve  of  hos- 
pital days  a beneficiary  can  draw 
upon  if  he  ever  needs  more  than 
90  days  of  hospital  care  in  the  same 
benefit  period,  he  will  pay  $36  for 
each  day  used,  instead  of  the  present 
$34  per  day.  Q 

Sports  Medicine 
Group  Formed 

A Central  States  Chapter  of  the 
American  College  of  Sports  Medicine 
has  been  formed  to  include  the  states 
of  Arkansas,  Kansas,  Missouri,  and 
Oklahoma.  The  first  annual  meeting 
of  the  new  chapter  will  be  held  De- 
cember 16th  at  Oklahoma  State  Uni- 
versity, Stillwater. 

Each  chapter  has  as  its  primary 
purpose  the  implementation  at  the 
regional  level  the  objectives  of  the 
American  College  of  Sports  Medicine. 

All  physicians  interested  in  sports 
or  team  medicine  are  invited  to 
attend  the  meeting,  scheduled  to  be 
held  in  the  Colvin  Physical  Education 
Center  on  the  OSU  Campus.  The  first 
scientific  presentation  will  be  by 
Donald  L.  Cooper,  MD,  OSU  team 
physician  on  the  subject  of  “Effects 
of  Playing  Surfaces  on  Sports  In- 
juries.” 

Registration  is  $2.00  upon  arrival 
at  the  meeting.  Additional  informa- 
tion about  membership,  or  a copy  of 
the  program  for  the  December  meet- 
ing, can  be  obtained  from  the  Sec- 
retary/Treasurer: Ben  R.  Londeree, 
36  Roth  well  Gym,  University  of  Mis- 
souri, Columbia,  Missouri  65201. 

Other  presentations  during  the 
meeting  will  include  “Functional 
Anatomy  of  the  Knee  Joint”, 
“Women,  Sports  and  Medicine”,  and 
“Diagnosis  and  Treatment  of  Knee 
Injuries.” 

The  afternoon  sessions  will  start 
with  a short,  30  minute,  business 
meeting  then  will  be  followed  by 
workshops  and  discussion  groups.  Q 
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nevus 


John  M.  Moore,  MD,  left,  Pauls  Valley,  takes  the  gavel  of  the  Alumni 
Association  of  the  University  of  Oklahoma  College  of  Medicine  from  out- 
going president  Robert  E.  Engles,  MD,  Durant,  at  the  annual  banquet  in 
Oklahoma  City.  Seated  are  Paul  Sharp,  PhD,  OU  president,  and  Mrs.  Sharp. 


Alumni  Honors 
OSMA  Presidents 

It  was  Oklahoma  State  Medical 
Association  night  October  22  at  the 
annual  banquet  and  dance  of  the 
Alumni  Association  of  the  University 
of  Oklahoma  College  of  Medicine  in 
Oklahoma  City. 

Seven  OSMA  past  presidents  who 
are  OU  medical  alumni  and  another 
graduate,  C.  Riley  Strong,  MD, 
OSMA  president-elect  from  El  Reno, 
were  honored  and  presented  plaques 
recognizing  their  contributions  to 
the  medical  profession. 

The  seven  honorees:  Ralph  A.  Mc- 
Gill, MD,  Tulsa,  1950-51  OSMA  pres- 
ident, cited  posthumously;  Joe  L. 
Duer,  MD,  Woodward,  1963-64;  Rex 
E.  Kenyon,  MD,  Oklahoma  City, 

1965- 66;  Ennis  M.  Gullatt,  MD,  Ada, 

1966- 67;  Scott  Hendren.  MD,  Okla- 
homa City,  1968-69;  Hillard  E. 
Denyer,  MD,  Bartlesville,  1969-70; 
and  Eld  L.  Calhoon,  MD,  Beaver, 
1970-71. 

The  Presidents’  Dinner  featuring 


favorite  recipes  of  US  presidents 
was  planned  by  Lawrence  Rember, 
as  his  farewell  activity  as  alumni 


executive  secretary.  He  retired 
October  23  after  13  years  in  that 
post.  He  was  the  first  full-time 
alumni  executive. 

John  M.  Moore,  MD,  Pauls  Valley, 
took  office  as  alumni  president, 
succeeding  Robert  Engles,  MD,  Du- 
rant. 

Other  officers  elected  at  the  an- 
nual meeting  were  Donald  L.  Braw- 
ner,  MD,  Tulsa,  vice  president;  Earl 
M.  Bricker,  MD,  Oklahoma  City, 
secretary;  and  Curtis  Cunningham, 
MD,  Clinton,  treasurer. 

Following  Rember’s  retirement,  H. 
Leon  Snow,  former  executive  director 
of  the  Southern  California  Dental  As- 
sociation, Los  Angeles,  assumed  the 
new  position  of  director  of  the  OU 
Health  Sciences  Center  Alumni  Of- 
fice. 

Snow  is  in  charge  of  alumni  de- 
velopment in  all  six  of  the  Health 
Sciences  Center  colleges,  not  just 
the  medical  college. 

Rember,  in  addition  to  his  medical 
alumni  work,  was  involved  in  govern- 
mental relations. 


OSMA  past  presidents  who  are  OU  College  of  Medicine  graduates  were 
honored  at  the  annual  Alumni  Association  banquet  October  22.  From  left 
are:  Ennis  M.  Gullatt,  MD.  Ada;  Ed  L.  Calhoon,  MD,  Beaver;  Joe  L.  Duer, 
MD,  Woodward;  Hillard  E.  Denyer,  MD,  Bartlesville:  Rex  E.  Kenyon,  MD, 
and  Scott  Hendren,  MD,  both  of  Oklahoma  City.  Ralph  A.  McGill,  MD,  Tulsa, 
was  cited  posthumously. 
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The  Oklahoma  University  Medical  Class  of  1927  held 
its  45th  reunion,  October  22  in  Oklahoma  City’s  Skirvin 
Hotel.  Those  in  attendance  are  pictured  above.  (Top 
row-left  to  right)  Hervey  Foerster,  MD,  Dan  Stough, 
MD,  John  Miles,  MD,  Wesley  Mote,  MD,  Clifford  Moore, 
MD,  Gilbert  Hyroop,  MD.  (bottom  row  - left  to  right) 


Leroy  Goodman,  MD,  Harry  Wilkins,  MD,  Marvin 
Saddoris,  MD,  A.M.  Brewer,  MD,  Leslie  LeHew,  MD. 

The  class  honored  Harry  Wilkins,  MD  by  awarding 
him  an  engraved  plaque  as  the  outstanding  member 
of  the  class  and  for  pioneering  neurosurgery  in  Okla- 
homa City. 


Sixteen  Continuing  Education  Courses  Ready  for  Physicians 


Latest  calendar  of  courses  being 
offered  by  the  Office  of  Continuing 
Medical  Education  for  the  Oklahoma 
Health  Sciences  Center  lists  16  op- 
portunities for  physicians  during  the 
next  six  months.  All  of  the  medical 
education  programs  for  physicians 
have  been  granted  full  approval  by 
the  American  Medical  Association’s 
Council  on  Medical  Education. 

The  1972-73  calendar  is  as  follows: 
Nov.  29  — Benign  Esophageal  Disease 
Nov.  30,  Dec.  1-2  — Surgical  Aspects 
of  Gynecology  and  Obstetrics 
Dec.  13  — Voice  and  Language  Dis- 
orders 


Feb.  22-23  — Hearing  Disorders  in 
Children 

Mar.  5-9  — Electrocardiography — Its 
Clinical  Application 
Mar.  9 — Medical  Challenges  Shared 
by  the  Cardiologist,  Nephrologist 
and  Urologist 

Mar.  15-16  — Symposia  in  Ophthal- 
mology and  Otolaryngology 
Mar.  18-23  — Oklahoma  Physicians 
Spring  Retreat  and  Continuing 
Medical  Education  Course  (South 
Padre  Island,  Texas) 

Apr.  2-6  — Clinical  Anesthesiology 
for  General  Practitioners 
Apr.  10-11  — Diagnostic  Ultrasound 


Apr.  11  — Short  Course  (Subject  to 
be  announced) 

May  9 — Recent  Advances  in  Car- 
diology 

May  11  — Association  of  House  Staff 
Physicians — Annual  Meeting 
May  18-19  — Eighth  Oklahoma  Col- 
loquy on  Advances  in  Medicine — 
Medical  Therapeutics 
Physicians  interested  in  attending 
any  of  the  courses  offered  by  the 
Health  Sciences  Center  should  con- 
tact the  Office  of  Continuing  Medical 
Education  for  Physicians,  University 
of  Oklahoma  Health  Sciences  Center, 
P.O.  Box  26901,  Oklahoma  City,  Okla- 
homa 73190.  □ 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLIHIC 


PSYCHIATRY 

INPATIENT  - OUTPATIENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

A Private  1 15  bed  psychiatric  hospital  located  in  Oak  Cliff  on  18  acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual  and 
Group  Therapy,  Transactional  Analysis,  Gestalt,  and  Behavior  Modification.  Complete  facilities 
for  OT-RT  under  the  division  of  trained  personnel.  An  individually  directed  program  based  on 
full  diagnostic  evaluation  and  actual  performance  administered  by  a staff  skilled  in  special 
education  and  problems  of  the  adolescent  and  young  adult. 


PSYCHIATRY 

Joseph  L.  Knapp,  M.D.  Fred  H.  Jordan,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Glenn  A.  Bacon,  M.D. 


PSYCHOLOGY 

Donald  L.  Whaley,  Ph.D.  Mark  Wall,  M.S. 

Clinical  Psychologist  Associate  Psychologist 


EDUCATION  DIRECTOR 


DIRECTOR  OF  NURSES 

Rosella  Sharp,  R.N. 

O.T.  AND  R.T.  DIRECTOR 

Wanda  Flynn,  B.S. 


William  E.  Nix,  A.M. 


COURTESY  STAFF 


1353  North  Westmoreland  Avenue,  DALLAS,  TEXAS  75211  214  331-8331 
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Congress  Passes  Omnibus 
Social  Security  Bill 

On  October  17  the  Congress  of  the 
United  States  passed  a legislative  act 
referred  to  as  H.R.  -1  and  known  as 
the  Social  Security  Amendments  of 
1972.  This  omnibus  bill  makes  ex- 
tensive changes  in  the  Social  Secur- 
ity programs,  as  well  as  in  Medi- 
care, Medicaid,  maternal  and  child 
health  programs. 

An  indication  of  how  large  the  bill 
actually  was  can  be  found  in  the 
fact  there  were  583  Senate  proposed 
amendments  to  the  bill  as  it  was 
passed  by  the  House  of  Representa- 
tives. Over  100  changes  in  the  Medi- 
care, Medicaid,  and  maternal  and 
child  health  programs  were  adopted. 

Tax  increases  to  finance  the  mul- 
tiple benefits  were  included  in  the 
bill,  these  increases  now  supersede 
tax  increases  enacted  in  June  when 
Congress  voted  a 20%  raise  in  re- 
tirement benefits  which  has  now 
taken  affect.  Next  year’s  Social 
Security  tax  will  rise  to  a total  of 
5.85  percent  of  an  individual’s  first 
$10,800  income.  The  wage  base  would 
be  increased  again  in  1974  to  $12,000. 
Likewise,  the  rate  will  raise  to  6 
percent  in  1978. 

The  following,  in  capsule  form, 
are  significant  provisions  of  the  bill 
which  might  be  of  interest  to  physi- 
cians: 

—Disability  beneficiaries:  Exten- 
sion of  Medicare  to  provide  benefits 
for  disabled  persons  receiving  month- 
ly cash  benefits  for  at  least  24 
months  under  Social  Security  or  Rail- 
road Retirement  programs.  Those 
covered  include  disabled  workers, 
disabled  widows  and  widowers  be- 
tween age  50  and  65,  disabled  persons 
18  and  older  receiving  Social  Secu- 
rity benefits  for  disabilities  occurring 
before  age  22. 

— Part  B Premium:  Medicare  Part 
B premium  was  fixed  at  $5.80  per 
month  through  fiscal  1973.  Part  B 
deductible  was  increased  from  $50 
to  $60. 


— Payments  to  health  maintenance 
organizations:  Authorization  for  re- 
imbursement, through  a single  capita- 
tion payment,  to  qualified  HMOs 
making  available  Medicare  covered 
services.  A qualified  organization 
will  have  at  least  25,000  members,  of 
which  not  more  than  half  are  65 
or  older,  and  will  have  been  in  op- 
eration at  least  two  years  ...  or, 
in  a small  or  sparsely  settled  com- 
munity, will  have  at  least  5,000  mem- 
bers and  will  be  in  operation  at  least 
three  years.  As  incentives,  the  or- 
ganization will  be  entitled  to  half 
of  the  savings  represented  by  the 
difference  between  its  cost  and  aver- 
age per  capita  costs  in  the  area  for 
beneficiaries  not  enrolled  in  the  or- 
ganization. A limit  is  placed  on  the 
amount  of  entitlement,  however. 

—Teaching  physicans:  Reimburse- 
ment for  services  of  teaching  physi- 
cians to  non  private  Medicare  pa- 
tients are  to  be  made  under  Part  A 
on  a actual  cost  or  “equivalent  cost” 
basis.  Exceptions  under  which  fee- 
for-service  may  continue,  would  in- 
clude payments  for  Medicare  bene- 
ficiaries who  are  bonifide  “private 
patients.” 

— Termination  of  payments:  HEW 
Secretary  has  given  authorization  to 
terminate  Medicare,  Medicaid,  and 
maternal  and  child  health  payments 
to  providers  of  health  or  medical 
services  found  guilty  of  fraudulent 
representation,  excessive  charges  or 
furnishing  services  in  excess  of  need 
or  of  grossly  inferior  quality.  The 
Secretary  is  to  establish  program 
review  teams,  in  each  state,  com- 
posed of  physicians,  other  profes- 
sional personnel,  and  consumer  rep- 
resentatives. 

— Unnecessary  admissions:  Utiliza- 
tion Review  Committees  authorized 
to  notify  the  physician,  patient, 
and  hospital  that  payment  for 
services  bv  Medicare  will  cease 
in  three  days  in  not  only  those 
cases  where  the  committee  finds  the 
hospital  or  extended  care  stay  is  no 
longer  necessary,  but  also  in  cases 
where  admission  was  not  necessary. 


—Professional  Standards  Review: 
Authorize  creation  of  Professional 
Standards  Review  Organizations 
(PSRO),  organization  representing  at 
least  50%  of  practicing  physicians 
would  assume  responsibility  in  local 
areas,  designated  by  the  Secretary 
of  HEW  by  January  1,  1974,  for 
comprehensive  and  ongoing  review 
of  services  covered  under  Medicare 
and  Medicaid.  Review  would  be 
made  to  determine  whether  services 
provided  were  medically  necessary, 
met  appropriate  professional  stand- 
ards, and  in  the  case  of  proposed 
inpatient  services,  could  be  provided 
on  an  outpatient  basis  or  more 
economically  in  a facility  of  a dif- 
ferent type.  Only  organizations  rep- 
resenting a substantial  proportion  of 
physicians  would  be  allowed  to 
establish  PSROs  until  1976.  After  1975 
HEW  Secretary  could  contract  with 
other  groups  for  the  performance  of 
the  review  function,  but  he  could 
enter  such  contracts  only  after  find- 
ing that  local  professional  groups 
were  unable  or  unwilling  to  perform 
the  review  function.  PSROs  would 
initially  be  limited  to  the  review  of 
health  care  provided  by  or  in  in- 
stitutions, and  could  assume  review 
of  other  services  only  with  the  ap- 
proval of  the  Secretary. 

— Physical  Therapy:  Authorizes 

payment  for  physical  therapy  serv- 
ices performed  in  the  therapists  of- 
fice. 

— Colostomy  supplies:  Coverage  of 
certain  supplies  related  to  colo- 
stomies allowed  under  Medicare. 

—Waiver  of  registered  nurse  re- 
quirement: Authorization  to  HEW 
Secretary  to  waive,  under  certain 
conditions,  the  requirement  that  a 
skilled  nursing  facility  in  a rural 
area  must  engage  the  services  of  a 
registered  professional  nurse  for 
more  than  40  hours  a week. 

—Chiropractic  services  under  Medi- 
care: Extension  of  Medicare  to  in- 
clude chiropractic  services.  Includes 
as  a “physician”  a chiropractor  who 
is  licensed  as  a chiropractor  in  his 
state  and  meets  federal  standards. 
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but  is  included  only  for  covered  serv- 
ices limited  to  treatment  by  manual 
manipulation  of  the  spine  “to  correct 
a subluxation  demonstrated  by  xray 
to  exist”. 

— Chiropractic  Services  Under 
Medicaid:  Payment  of  Chiropractors 
under  Medicaid  allowed  when  then- 
services  are  included  in  the  state 
plan  (not  presently  included  in  Okla- 
homa'. Covered  services  consist  of 
treatment  by  a means  of  manual 
manipulation  of  the  spine. 

— Recovery  of  incorrect  payments: 
A legal  presumption  will  be  made 
that  any  overpayment  discovered 
after  the  expiration  of  three  years 
will  have  been  made  without  fault 
on  the  part  of  the  provider  and  no 
collection  will  be  made.  Additionally, 
the  Secretary  would  be  authorized  to 
deny  claims  for  reimbursement  made 
after  the  lapse  of  a reasonable  period 
of  time  of  not  less  than  one  nor  more 
than  three  years. 


—Family  Planning  Services  Man- 
datory Under  Medicaid:  Federal 

funding  of  family  planning  services 
for  present  and  former  Welfare  re- 
cipients of  child  bearing  age  and 
also  for  those  persons  likely  to  be- 
come welfare  recipients  in  the  ab- 
sence of  such  services  would  be 
increased  by  authorizing  90  percent 
federal  funding  for  state  family  plan- 
ning programs.  Programs  would  in- 
clude both  counseling  and  the  pro- 
vision of  medical  and  social  services. 
A penalty  of  loss  of  1 percent  of 
AFDC  matching  funds  will  result 
where  states  fail  to  conform  or 
supply  recipients  with  requested 
family  planning  service. 

— Laboratory  Billing  of  Patients: 
Authorization  to  Secretary  to  nego- 
tiate a payment  rate  acceptable  to 
laboratories  for  diagnostic  tests, 
which  payment  will  be  considered 
as  full  charge  for  such  tests.  The 
negotiated  rate  would  be  limited  to 
an  amount  not  to  exceed  the  total 
payment  which  would  have  been 
made  in  the  absence  of  such  rate.  0 


Photo  Contest  Set 
For  Annual  Meeting 

A physician’s  photography  contest 
has  been  announced  for  the  OSMA 
1973  Annual  Meeting  in  Tulsa. 
Stephen  J.  Adelson,  MD,  General 
Chairman  of  the  meeting  made  the 
announcement. 

Set  for  April  26-28,  the  OSMA  An- 
nual Meeting  will  be  held  in  the 
Fairmont-Mayo  Hotel  and  the  Tulsa 
Assembly  Center.  All  photos  entered 
in  the  contest  will  be  displayed  in 
the  meeting’s  exhibit  area  in  the 
Assembly  Center. 

Merchandise  certificates  will  be 
awarded  as  prizes  for  first,  second, 
and  third  place  winners  in  two 
categories.  . . color  and  black  and 
white. 

Mr.  Lewis  W.  Jarrett,  longtime 
chief  photographer  for  the  Tulsa  Tri- 
bune will  judge  the  contest. 

Complete  rules  for  the  photo  con- 
test will  be  announced  in  the  near 
future. 


J -'A-, 

■V. 


DON'T  PAY  MORE  FOR  YOUR  MEDICAL  BUILDING-LET  US  SAVE  YOU  MONEY 


We  provide  total  services  at  a minimum  cost: 

Purchase  of  Land  Consultation 

Legal  and  accounting  services  Financing— Usually  Can  Be  100%  Financed 

Architect  services  Construction 

Business  Management  after  completion,  if  desired 

Ten  years  experience  and  operation  within  Oklahoma 

—We  invite  you  to  contact  doctors  for  whom  we  have  constructed  buildings 
—Banking  and  financial  references  furnished 
—No  building  too  large  or  too  small 

FOR  MORE  INFORMATION  - WRITE  OR  CALL 

G.  B.  Pharmakon,  Inc. 

Telephone  405-848-2330  Glenn  Ball,  President 

904  W.  Britton  Road  Oklahoma  City,  Okla.  73114 
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Two  Tulsa  Doctors 
Receive  Recognition 

Two  long-time  Tulsa  physicians 
have  received  appropriate  recogni- 
tion from  the  Oklahoma  State  Medical 
Association.  Maurice  J.  Searle,  MD, 
and  Leo  Lowbeer,  MD,  were  honored 
at  the  October  9th  meeting  of  the 
Tulsa  County  Medical  Society. 

OSMA  President  Stanley  R.  Mc- 
Campbell  presented  a gold  pin  to 
Doctor  Searle  in  recognition  of  his 
completion  of  50  years  in  the  prac- 
tice of  medicine.  The  doctor  had 
practiced  in  Tulsa  from  1923  until  his 
retirement  last  year,  specializing  in 
pediatrics. 

Doctor  Searle  is  a diplomat  of  the 
American  Board  of  Pediatrics,  and 
a member  of  the  American  Academy 
of  Pediatrics  and  numerous  other 
professional  organizations.  He  has 
served  as  President  of  the  Tulsa 
County  Medical  Society  in  1938,  and 
as  a member  of  its  Board  of  Trustees 
for  18  years.  He  was  a longtime 
Tulsa  delegate  to  the  Oklahoma  State 
Medical  Association,  and  served  in 
many  other  capacities. 

The  pediatrician  graduated  from 
Jefferson  Medical  College  of  Phil- 
adelphia in  1920,  received  his  hos- 
pital training  at  St.  Joseph’s  Hospital 
of  Pittsburg  and  then  entered  active 
practice  in  Tulsa. 

Leo  Lowbeer,  Tulsa  pathologist, 
received  an  OSMA  Certificate  of  Life 
Membership.  He  was  a 1927  graduate 
of  the  University  of  Vienna  School 
of  Medicine,  Vienna,  Austria.  He 
received  his  specialty  training  in 
Vienna  Municipal  Hospital. 

Doctor  Lowbeer  came  to  the  United 
States  in  1937,  and  was  Chief  Path- 
ologist at  Hillcrest  Medical  Center 
from  1939  until  1967.  Since  that  time 
he  has  served  as  Consulting  Path- 
ologist at  the  hospital.  His  expertise 
in  forensic  medicine  is  widely  known 
and  he  is  the  author  of  numerous 
publications  of  original  research  and 
clinical  study  in  many  areas  of 
modern  medicine. 

A Diplomat  of  the  American  Board 
of  Pathology,  Doctor  Lowbeer  is  a 
member  of  many  other  professional 
organizations. 


OSMA  President  Stanley  R.  McCampbell,  MD,  presents  a gold  pin  to 
Maurice  J.  Searle,  MD,  (center),  retired  Tulsa  pediatrician  in  recognition 
of  his  completion  of  50  years  in  the  practice  of  medicine.  Leo  Lowbeer, 
MD,  Tulsa  pathologist,  looks  on  after  receiving  his  OSMA  certificate  of 
life  membership.  Presentation  was  made  at  the  October  9 meeting  of  the 
Tulsa  County  Medical  Society. 


Physician's  Award  Honors  Kieffer  Davis,  MD 


Kieffer  Davis,  MD,  (right  above)  Chief  Medical  Director  of  Phillips 
Petroleum  Company,  Bartlesville  received  the  Physician’s  Award  of  the 
President’s  Committee  on  Employment  of  the  Handicapped.  Signed  by 
President  Richard  M.  Nixon,  the  award  was  presented  by  Harold  Russell, 
Chairman  of  the  President’s  Committee.  The  award  stated,  “The  President 
of  the  United  States  takes  pleasure  in  citing  Kieffer  Davis,  MD,  for  an  out 
standing  contribution  to  the  welfare  and  employment  of  the  nation’s  handi- 
capped men  and  women.” 
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DOES  THE  VERY  FINEST  ALWAYS  COST  MORE? 

Ninety-nine  times  out  of  a hundred,  you  do  pay 
more  for  the  finest  thing  in  its  field. 

But  there's  one  big  exception  . . . 

LIFE  INSURANCE  and  the  planning  it  takes. 

You  can  have  the  very  finest  agent  analyze  your 
needs  and  tailor  your  life  insurance  program— and 
it  won't  cost  you  one  penny  more. 

You  can,  in  fact,  have  the  man  from  Mass  Mutual. 


Supplement  your  OSMA  Group  Insurance  with  this  valuable  additional  coverage. 


WILSON  & WILSON,  Inc. 

General  Agent 

1470  First  Nat'l  Bldg.  - Tel.  CE  6-4681 
Oklahoma  City 


JMINGfllL*.  UASEACHUSCTTS  • ORGANIZES  1151 
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DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Terry  Banker  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

4010  North  Youngs  P.  O.  Box  12446 

OKLAHOMA  CITY,  OKLAHOMA  73112 
Telephone  JA  8-7755 
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James  A.  Webb,  MD,  (right)  Trustee  for  District  II  of  the  OSMA  presents 
Dewey  L.  Mathews,  MD,  Tonkawa  general  practitioner,  with  his  OSMA  Life 
Membership  Certificate. 


Program  For  Physicians 
Assistants  Approved 

The  first  17  educational  programs 
preparing  assistants  for  primary 
care  physicians  have  been  formally 
accredited  by  the  American  Medical 
Association's  Council  on  Medical  Ed- 
ucation. 

The  action  was  taken  in  collabora- 
tion with  the  American  Academy  of 
Family  Physicians,  the  American 
Academy  of  Pediatrics,  the  Amer- 
ican College  of  Physicians  and  the 
American  Society  of  Internal  Medi- 
cine. 

These  programs  meet  or  exceed 
the  Essentials  of  an  Approved  Educa- 
tional Program  for  the  Assistant  to 
the  Primary  Care  Physician  which 
were  established  by  the  parent  or- 
ganizations and  approved  by  the 
AMA  House  of  Delegates  last  Dec. 

Programs  receiving  Approval  are 
Alderson-Broaddus  College,  Phillippi, 
West  Va.,  Bowman  Gray  School  of 
Medicine,  Wake  Forest  University, 
Winston-Salem;  The  Brooklyn  Hos- 
pital, Brooklyn,  New  York;  and  the 
Duke  University  School  of  Medicine, 
Durham,  NC. 

Preliminary  Approval  was  awarded 
to  the  Charles  R.  Drew  Postgraduate 
Medical  School  and  University  of 
California,  Los  Angeles  School  of 
Medicine,  Los  Angeles;  the  Emory 
University  School  of  Medicine,  At- 
lanta, Ga.;  the  Hahnemann  Medical 
College  and  Hospital,  Philadelphia; 
Northeastern  University,  Boston; 
Phoenix  Indian  Medical  Center, 
Phoenix;  School  of  Health  Care 
Sciences,  USAF,  Sheppard  Air  Force 
Base,  Texas;  School  of  Allied  Health 
Professions,  State  University  of  New 
York  at  Stony  Brook;  University  of 
Alabama  School  of  Medicine,  Birm- 
ingham; and  the  University  of  Okla- 
homa Health  Sciences  Center,  Okla- 
homa City. 

Provisional  Approval  - New  Pro- 
gram was  awarded  to  the  Essex 
Community  College,  Baltimore  Coun- 
ty, Md.;  Mercy  College  of  Detroit, 
Detroit;  University  of  Mississippi 
Medical  Center,  Jackson;  and  West- 
ern Michigan  University,  Kalamazoo. 

Approval  is  awarded  to  operational 


programs  that  have  graduated  stu- 
dents. Preliminary  Approval  is 
awarded  to  those  programs  meeting 
the  Essential  requirements  and  which 
are  operational  but  have  not  as  yet 
graduated  a class  of  students. 

Provisional  Approval  - New  Pro- 
gram is  awarded  to  those  programs 
that  are  not  yet  operational  but  which 
have  progressed  in  their  planning  to 
the  point  where  there  is  reasonable 
assurance  that  the  Essential  require- 
ments will  be  fulfilled. 

Fifteen  additional  applications  for 
program  accreditation  are  in  varying 
stages  of  evaluation  and  will  be 
acted  upon  by  the  Council  during  its 
November  meeting.  Reportedly  there 
are  approximately  45  educational  pro- 
grams that  are  operational  or  in 
various  planning  stages  which  pur- 
port to  prepare  assistants  to  primary 
care  physicians.  Some  of  these  have 
not  yet  sought  formal  accredita- 
tion. Qj 


Information  Sought 
On  Phony  Nurse 

Information  on  the  activities  and 
recent  employment  of  a phony  nurse 
is  being  sought  by  the  Oklahoma 
Board  of  Nurse  Registration.  The 
woman  was  recently  found  guilty  of 
practicing  nursing  in  Oklahoma  with- 
out a license. 

Using  the  transcript  of  a registered 
nurse  from  Texas,  the  woman  has 
operated  under  several  different 
aliases,  given  four  different  birth 
dates,  and  three  different  social 
security  numbers. 

Anyone  having  information  about 
the  woman  should  contact  the  Board 
of  Nurse  Registration  at  Area  Code 
405,  521-2363.  They  would  like  to 
know  if  she  seeks  employment  in 
Oklahoma  again,  or  if  anyone  has 
any  information  about  her  previously 
seeking  employment  or  being  em- 
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WALLACE  R.  COYNER,  MD 
1905-1972 

Wallace  R.  Coyner,  MD.  Edmond,  died  October  22,  1972  at  an 
Edmond  Hospital.  Doctor  Coyner  was  graduated  from  the  Uni- 
versity of  Oklahoma  in  1947.  He  was  made  a life  member  of  the 
OSMA  in  1970. 

RAY  L.  HALL,  MD 
1890-1972 

Long-time  Oklahoma  physician  Ray  L.  Hall,  MD,  Enid  died 
September  11,  1972.  Doctor  Hall  practiced  in  Waynoka  for  more 
than  20  years  before  going  to  Enid.  He  retired  from  the  practice 
of  medicine  in  1962. 

John  e.  McDonald,  md 

1903-1972 

John  E.  McDonald,  MD,  Tulsa,  died  September  28,  1972. 
Doctor  McDonald  was  graduated  from  the  University  of  St.  Louis 
in  1926.  He  was  a member  of  the  Southwest  Surgical  Congress, 
American  Academy  of  Orthopedic  Surgeons  and  the  US  chapter  of 
International  College  of  Surgeons.  Doctor  McDonald  was  president 
of  the  Tulsa  County  Medical  Society  in  1949. 

RAYMOND  L.  MURDOCH,  MD 
1893-1972 

Raymond  L.  Murdoch,  MD,  Oklahoma  City  proctologist,  died 
October  16,  1972.  A native  of  Omaha,  Nebraska,  Doctor  Murdoch 
was  graduated  from  Washington  University  in  St.  Louis  in  1919. 
He  was  a member  of  the  American  College  of  Surgeons  and  a 
senior  fellow  of  the  American  Proctological  Society. 

ORION  C.  STANDIFER,  MD 
1896-1972 

Retired  Elk  City  physician,  Orion  C.  Standifer,  MD,  died 
September  20,  1972,  following  an  extended  illness.  Doctor  Standifer 
was  a member  of  the  Southern  Surgical  Association  and  was 
past  president  of  the  Beckham  County  Medical  Society  and  a 
life  member  of  the  OSMA.  He  was  graduated  from  the  University 
of  Oklahoma  Medical  School  in  1924.  Q 


ployed  in  Oklahoma. 

She  was  arrested  in  Seminole 
County  under  the  name  “Mildred 
Edith  Folsom  Fleming  Barrett”. 
Other  names  she  has  known  to  use 
include  Dee  Barrett,  Ruth  Dorothy 
McCleery,  Lee  or  Dee  McCleery, 
Ruth  Edith  Mildred  Barrett,  Dee 
Ruth  Mildred  Edith  Folsum,  Mildred 
Barrett,  Ruth  Dorothy  Dixson  Barrett 
McCleery,  Dee  Ruth  McCleery,  and 
Dorothy  Barrett  McCleery. 

She  has  given  four  different  birth 
dates:  May  5,  1932;  May  12,  1925; 
June  4,  1926;  and  June  4,  1932.  Her 
birth  place  is  usually  listed  as 
Carnegie,  Oklahoma.  Three  different 
Social  Security  Numbers  have  been 
used:  446-16-1102,  451-28-4112,  and 

644-10-7922. 

The  woman  is  5'8"  or  5'9"  in 
height,  145-150  pounds,  Caucasian, 
brown  eyes  and  brown  hair. 

She  has  in  her  possession  a tran- 
script from  Wilson  N.  Jones  Hospital 
School  of  Nursing,  Sherman,  Texas 
for  Mildred  Edith  Folsum.  Q 

Standard  Claim  Form 
Recommended  By  OSMA 

During  its  May  meeting  the  OSMA 
House  of  Delegates  unanimously 
adopted  the  report  of  the  associa- 
tion’s Council  on  Insurance  endors- 
ing the  Health  Insurance  Council’s 
standard  claim  form  for  physicians. 

The  HIC  form  had  been  previously 
approved  by  the  AMA’s  Council  on 
Medical  Sendees.  It  is  officially  de- 
signated as  the  “Attending  Physi- 
cian’s Statement”. 

Previously  the  OSMA  had  its  own 
form  that  had  been  in  use  for  a num- 
ber of  years.  Endorsement  of  the 
HIC  form  was  an  attempt  at  stand- 
ardization to  help  physician’s  offices. 

The  Health  Insurance  Council  is 
composed  of  eight  associations  whose 
member  companies  issue  more  than 
90  percent  of  the  health  insurance 
policies  written  by  the  insurance 
companies  in  the  United  States.  This 
means  that  almost  all  insurance 
companies  will  accept,  without  ques- 
tion, the  HIC  form. 


In  many  cases  the  physicians  sim- 
ply use  the  HIC  form,  even  if  the 
insurance  company  involved  has  its 
own  form.  They  attach  the  HIC 
form  to  the  insurance  company’s 
form  and  return  it  as  directed. 

The  form  is  available  in  pads 
from  a number  of  different  printing 
houses.  Physicians  are  advised  to 
check  with  their  local  printers  first. 
The  form  is  available,  however,  from 
the  J & K Letter  Shop,  P.O.  Box 
1097,  Shawnee,  Oklahoma  74801.  Q 

Nation  Record  Set 
For  Medical  School 
Enrollment 

Latest  figures  indicate  there  are 
over  44,000  students  enrolled  in  the 


nation’s  112  medical  schools  this  fall. 
Oklahoma  University  Medical  Col- 
lege currently  has  an  enrollment  of 
536. 

Nationwide  there  were  over  13,000 
openings  in  the  first  year  class. 

Estimates  by  the  Association  of 
American  Medical  College  indicate 
that  37  percent  of  all  medical  school 
applicants  will  be  accepted  in  a 
first  year  program  somewhere.  Or- 
ganized medicine’s  goal  is  a 50  per- 
ent  acceptance  rate. 

The  number  of  first  year  medical 
school  slots  available  is  nearly  1,000 
over  the  number  available  in  1971. 

In  mid-September  the  University 
of  Oklahoma  College  of  Medicine  had 
a total  enrollment  of  147  Freshmen, 
138  Sophomores,  136  Juniors,  and 
115  Seniors. 


476 


Okl\homa  State  Medical  Association 


Book  Reviews 

THE  KAISER-PERMANENTE  MED 
ICAL  CARE  PROGRAM.  A Sym- 
posium. Anne  R.  Somers,  editor. 
The  Commonwealth  Fund,  New 
York,  New  York,  1971.  238  pages. 

Recently,  a great  deal  of  interest 
in  prepaid  group  practice  and  the 
so-called  health  maintenance  organi- 
zation (HMO)  has  developed.  The 
report  of  the  proceedings  of  the 
symposium  on  the  Kaiser  Per- 
manente  System  is  thus  particularly 
timely.  It  is  a comprehensively  writ- 
ten analysis  regarding  the  concept  of 
prepaid  group  practice. 

The  discussion  ranges  from  basic 
philosophy  and  organization  of  the 
Kaiser  system  to  analysis  of  new 
approaches  to  new  developments  in 
this  field.  Since  all  of  the  speakers 
were  members  of  the  Kaiser  sys- 
tem, the  overlapping  usually  found 
in  symposia  when  a variety  of  in- 
dividuals discuss  a common  topic  is, 
in  general,  not  present  in  this  report. 
The  major  weakness  is  the  lack  of 
depth  in  the  treatment  of  the  various 
topics. 

With  the  Federal  government’s 
stated  intent  to  multiply  substantial- 
ly the  number  of  prepaid  group 
practices,  perhaps  the  most  revelant 
section  is  that  entitled  “New  Ap- 
proaches to  New  Areas.” 

Harris  D.  Riley,  Jr.,  MD 

QUESTIONS  PARENT  ASK  ABOUT 
THEIR  CHILDREN.  By  Robert  F. 
Polley.  Seattle:  Parents  Handbooks. 
164  pages.  $3.00 

This  small  paperbook  is  written 
by  a practicing  pediatrician  in 
Seattle.  It  is  written  in  a “question 
and  answer”  type  of  presentation, 
“so  that  parents  can  browse  through 
the  book  and  learn  in  a few  minutes 
what  it  has  to  offer  on  a particular 
topic.”  It  makes  a point  of  not  being 
as  permissive  as  the  well  known  book 
by  Spock.  In  general,  the  market  for 
such  a book  is  new  parents  who  want 
to  know  all  about  their  children, 
their  growth  progress  both  normal 
and  abnormal,  and  what  to  do  in 


everyday  stress  situations.  This 
book  skips  from  subject  to  subject 
with  such  frequency  that  it  tends  to 
be  confusing.  This  book  contains 
certain  useful  information,  but  be- 
cause of  the  above  and  its  high  cost, 
it  is  not  likely  to  be  a “best  seller.” 
Harris  D.  Riley,  Jr.,  MD 

INTRODUCTION  TO  NEUROSCI- 
ENCE, Edited  by  Jeff  Minckler, 
MD,  PhD,  420  pp  with  illus.,  $22.50. 
St.  Louis,  The  C.V.  Mosby  Com- 
pany., 1972. 

This  relatively  small  volume  is  a 


good  up-to-date  resume  of  macro- 
scopic and  microscopic  anatomy, 
embryology,  physiology,  and  bio- 
chemistry of  the  central  and  periph- 
eral nervous  systems.  The  book  is 
divided  in  five  parts:  gross  anatomy, 
microanatomy,  functional  neuro- 
science, neural  pathways,  and  inte- 
grated functions.  Within  this  frame 
the  book  is  organized  along  some- 
what non-traditional  lines.  For  ex- 
ample, the  second  part  (micro- 
anatomy) begins  with  a chapter  on 
electronmicroscopy  and  is  followed 
by  a discussion  of  developmental 
biology  (embryogenesis  and  cy- 
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news 

togenesis)  and  tissue  culture.  This 
type  of  approach  in  which  morphol- 
ogy is  to  a great  extent  blended 
with  dynamic  considerations  should 
be  of  great  value  to  medical  students 
as  well  as  to  a large  number  of 
students  in  other  disciplines  who  need 
a certain  minimum  of  information 
about  the  nervous  system.  The  text 
material  is  concise  but  quite  com- 
prehensive. The  numerous  diagrams 
and  photographs  are  clear  and  ad- 
equate to  illustrate  the  text. 

Introduction  to  Neuroscience  is 
certainly  a welcome  addition  to  the 
library  of  those  interested  in  obtain- 


ing an  integrated  view  of  the  struc- 
ture and  functioning  of  the  nervous 
system. 

J.  C.  Logos , MD 

TEXTBOOK  FOR  LABORATORY 
ASSISTANTS.  Irwin  A.  Oppenheim. 
Paperback.  149  pages  and  79  il- 
lustrations, C.  V.  Mosby,  St.  Louis, 
Mo.  1972.  Price  $4.90. 

The  author  states  he  wrote  this 
text  to  provide  those  studying  to  be 
Certified  Laboratory  Assistants  a 
beginning  text  which  is  not  beyond 
their  level  of  comprehension.  The 
contents  are  divided  into  “conven- 
tional” chapters  such  as  urinalysis, 


microbiology,  serology,  hematology, 
etc.  The  author  intended  that  the 
text  would  not  supplant  other  sources 
for  descriptions  of  methodology  or 
to  provide  an  indepth  discussion  of 
tests  or  diseases.  He  seems  to  have 
accomplished  his  goal. 

The  book  is  printed  on  good  paper 
and  the  type  is  easily  read.  It  is  a 
paperback  edition,  and  the  price, 
therefore,  is  modest  enough  to  be 
well  within  reach  of  these  students. 

Recognizing  the  objectives  of  the 
book,  it  is  recommended  as  a good 
source  for  beginning  information  for 
CLA  and  perhaps  for  Medical  Tech- 
nology students. 

A.  William  Shafer,  MD  Q 


Miscellaneous  Advertisements 


LIKE  NEW  EQUIPMENT  FOR 
SALE.  Electrocardiograph  — Mar- 
quette 12  channel,  direct  writing, 
series  2,000,  automatic  electrocardio- 
graph (model  C-207)  with  extra 
length  patient  cable.  Complete  with 
all  accessories,  EKG  bags  and  paper, 
electrode  paste,  instruction  manuals, 
etc.  Telecommunication  compatible 
with  basic  circuitry  already  installed. 
Tonometer  — Automatic  applanation 
tonometer  ( Berkeley  Tonometer  Com- 
pany— Mackay-Marg  Recorder  Amp- 
lifier). Precision  tonometry  without 
need  for  corneal  anesthesia.  Com- 
plete with  all  accessories  and  sup- 
plies. Portable.  Vision  Tester— Tit- 
mus  Model  OV-7M  with  industrial 
targets  (interchangeable).  Complete 
with  manuals  and  supplies.  Portable. 
Audiometer— EB  Model  350  MB.  All 
transistor.  Portable.  Complete  with 
earphones,  special  sight  shield,  man- 
ual and  supplies.  Other— Healthom- 
eter  Scales  by  Continental  (includes 
patient  support  and  height  scales). 
Tycos  Syphgmomanometer.  Littmann 
Stethoscope.  Located  in  Oklahoma 
City.  Contact  Key  A,  The  Journal, 
Oklahoma  State  Medical  Association, 
601  N.W.  Expressway,  Oklahoma 
City  73118. 

LEASED  HUNTING  IN  THE  AR- 
BUCKLES.  Quail  and/or  deer.  Also 
goose  blinds  next  to  Tishomingo 
game  refuge.  Call  405  223-9773  or 
contact  P.O.  Box  1425,  Ardmore. 


EXCELLENT  GENERAL  PRAC- 
TICE OPPORTUNITY  in  commun- 
ity of  6,000  population  needs  several 
additional  physicians  (only  two  MD’s 
in  city).  Physician  owner  retired. 
Nearly  new  clinic  for  sale,  trade,  or 
lease;  includes  laboratory,  x-ray, 
physio-therapy,  pharmacy,  and  nec- 
essary space  to  accommodate  two 
physicians.  Contact  Russell  W.  Lew- 
is, MD,  1901  West  Broadway,  Sul- 
phur, Oklahoma  73086. 


EXCELLENT  OPPORTUNITY  for 
General  Practice  or  General  Medi- 
cine in  fastest  growing  community 
in  Southwest.  Privileges  in  modern 
new  fifty-bed  hospital.  Other  hos- 
pitals close  by  are  Norman  Munici- 
pal and  South  Community.  Space 
is  available  in  clinic  opened  early  in 
1972  with  reasonable  lease.  Can  ex- 
pect full-time  practice  within  a few 
months,  along  with  off  time  cover- 
age. Located  in  community  of  20,000 
with  only  four  GP’s.  Ideally  located 
between  University  of  Oklahoma 
campus  and  municipal  Oklahoma 
City.  The  ideal  small  town  practice 
with  the  large  town  advantages.  If 
you  want  a family  type  practice 
with  time  off,  please  call  C.  J.  Shaw, 
MD,  400  N.  Eastern,  Moore,  Okla- 
homa, phone  1-405-794-5533  collect,  or 
Edwin  G.  Horne,  Jr.,  MD,  phone 
1-405-794-7768  collect. 


AN  UNUSUAL  OPPORTUNITY 
for  general  practitioner  or  internist 
who  is  interested  in  allergy.  Associ- 
ate desired  by  allergist  with  a thriv- 
ing and  growing  practice  who  is  near- 
ing retirement  age.  Young  allergist 
would  also  be  considered.  Large  of- 
fice with  well-trained  staff.  Salary 
negotiable  with  expectancy  of  incor- 
porating and  privilege  of  selecting  a 
second  physician  to  be  associated 
with  him.  Will  pay  for  periodic  post- 
graduate courses.  Location  — South 
Central  U.S.  Send  resume  to  Key  L, 
The  Journal,  Oklahoma  State  Medi- 
cal Association,  601  N.W.  Express- 
way, Oklahoma  City  73118. 


COMPLETE  200  MA.  X-Ray  facility 
including  dark  room,  cassettes,  lead- 
ed shield  and  dryer  $3,000.00  Firm. 
Contact  R.  W.  Dowdell,  MD  405  781- 
3915  or  946-6960.  Also  complete  coda- 
phone  system  with  remote  trans- 
mitter $495.00. 


PHYSICIANS  WANTED.  Planning 
to  build  multi-suite  Professional 
Mall  in  Weatherford,  Oklahoma,  a 
friendly  fast  growing  college  city; 
will  build  to  suit.  Need  Two  MDs. 
Write  T.  J.  Toma,  DDS,  Box  310, 
Weatherford  73096. 
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NOVEMBER 
MEDICAL  TV  SERIES 

1972-1973 

ALWAYS  ON  TUESDAY 

Channels  11  and  13  7:00  A.M.  and  9:30  P.M. 

Productions  of  the  National  Medical  Audiovisual 
Center  in  cooperation  with  the 
Bingham  Associates  Fund 

Nov.  21  Management  of  Hemostatic  Problems, 
Part  I (45  Min.) 

Nov.  28  Management  of  Hemostatic  Problems, 
Part  II  (45  Min.) 

SPONSORS 


“Sorry,  Sire,  but 
‘Dicarbosil’  hasn't 
been  invented  yet  ” 


Office  of  Continuing  Medical  Education 
for  Physicians 

University  of  Oklahoma  Health  Sciences  Center 
Oklahoma  State  Medical  Association 

Oklahoma  Educational  Television  Authority 


Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT 
PSYCHIATRY 

DEPARTMENT  OF  ADOLESCENT 
PSYCHIATRY 

Narcotic  Cases  Not  Admitted 

LAWN 

PSYCHIATRIC  HOSPITAL 


Marilyn  L.  Spillers,  M.D.  Donald  H.  Cawley,  M.S.S.W. 


Senior  Consultant 

Perry  C.  Talkington,  M.D. 

Psychiatrist-in-Chief 

Howard  M.  Burkett,  M.D. 

Medical  Director 

Jerry  M.  Lewis,  M.D. 
James  K.  Peden,  M.D. 

Director  of  Professional 
Education 

Associate  Psychiatrists 

Claude  L.  Jackson,  M.D. 


Dode  Mae  Hanke,  M.D. 
Doyle  I.  Carson,  M.D. 
Maurice  S.  Green,  M.D. 
Stanley  L.  Seaton,  M.D. 
Thomas  H.  Allison,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  F.  Tripp,  M.D. 

Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 
James  W.  Black,  Jr.,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 

John  T.  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph  D. 

Robert  W.  Hagebak,  Ph.D 

Social  Work 

Sally  Stansfield,  M.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Robert  P.  Stewart,  M.S.S.W. 
Cecilia  Coffelt,  M.S.S.W. 
Lionel  C.  Landry,  M.S.W. 


Occupational  Tnerapy 

Geraldine  Skinner,  B.S. 

O.T.R.  Director 

Recreational  Therapy 

Lois  Timmins,  Ed.D.,  Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Administrator 

Ralph  M.  Barnette,  Jr. 


381-7181 


Dallas,  Texas  75223 


P.O.  Box  11288 
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DIRECTORY  OF  CLINICS,  HOSPITALS,  LABORATORIES 


& 

-V 


Coyne  Campbell  Hospital  2601  Spencer  Road 
Ph.  405-427-2441  Spencer,  Oklahoma  73084 

Special  Services 


Psychotherapy— Individual  & Group 

Chemotherapy 

Recreational  Therapy 

Occupational  Therapy 

Adolescent  Education 

Medical  Consultation 

Electro  Shock  Therapy 

Psychological  Testing 

X-Ray 

Clinical  Laboratory 

Electrocardiograph 

Electroencephalograph 


Acute  Care 

Inpatient 

Outpatient 

Partial  Hospitalization 


Long-Term 

12-Bed  Geriatric  Cottage 


CHARLES  E.  BECK,  MD,  Chief  of  Staff  DOLORES  WIGGINS,  Administrator 

Serving  Oklahomans  with  Private  Psychiatric  Care  — Since  1939 
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THE 

DUNN-REYNOLDS 
UROLOGY  CENTER 

3113  Northwest  Expressway 
OKLAHOMA  CITY,  OKLAHOMA 

Telephone  843-5761 


Charles  L.  Reynolds,  Jr.,  MD,  FACS 
Clinical  Director 

Diplomate  of  rhe  American  Board  of  Urology 


SENIOR  UROLOGISTS 

J.  Hartwell  Dunn,  MD,  FACS 
Meredith  M.  Appleton,  MD,  FICS 
Harry  C.  Miller,  Jr.,  MD,  FACS 
Associate  Urologist 

Diplomates  of  the  American  Board  of  Urology 


PERSONNEL  DIRECTOR 
Fran  Womastek 


General  Urology 
Pediatric  Urology 
Neoplastic  Surgery,  Urinary  Tract 
Renal  Vascular  Surgery 

Plastic  and  Reconstructive  Surgery,  Urinary  Tract 
Fertility  Problems 

Complete  Clinical  Laboratories 
Tissue  Pathology 
Radioactive  Isotopes 
Renal  Function  Studies 


GOLDFAIN  RHEUMATISM-ARTHRITIS 

LABORATORY 

228  NORTHWEST  13th  STREET 

OKLAHOMA  CITY,  OKLAHOMA 

DEVOTED  TO  THE  DIAGNOSIS  AND  TREATMENT  OF  RHEUMATIC  DISEASES 

<§> 

X-RAY  AND  CLINICAL  LABORATORY  SURVEY  OF  EACH  PATIENT 

«$>■ 

E.  GOLDFAIN,  MD,  Director 
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McALESTER  CLINIC 

Third  and  Seminole 
McAlester,  Oklahoma 

Complete  Clinic  Facilities 

Surgery 

’George  M.  Brown,  Jr.,  MD,  FACS 
E.  H.  Shuller,  MD 
•William  G.  Blanchard,  MD 

internal  Medicine 

*S.  L.  Norman,  MD 
•C.  K.  Holland,  Jr.,  MD 
Leroy  M.  Milton,  MD 

Obstetrics  - Gynecology 

*W.  Riley  Murphy,  Jr.,  MD 
*D.  Ross  Rumph,  MD 
•Paul  P.  Saneman,  MD 

Ophthalmology 

•Fred  D.  Switzer,  MD 

Pediatrics 

•Thurman  Shuller,  MD 
D.  W.  Bridges,  Jr.,  MD 

Radiology 

•Bruce  H.  Brown,  MD 
•Donald  H.  Shuller,  MD 

Anesthesiology 

H.  C.  Wheeler,  MD 

Otolaryngology 

Samuel  E.  Dakil,  MD 

’Certified  by  Specialty  Board 

Jewell  M.  Green,  Jr. 
Business  Manager 

Family  Medicine 

Charlees  S.  Cunningham,  MD 
Lloyd  T.  Anderson,  MD 
John  B.  Cotton,  MD 

George  S.  Bozalis,  MD  Robert  S.  Ellis,  MD 

Vernon  D.  Cushing,  MD  Lyle  W.  Burroughs,  MD 

George  L.  Winn,  MD  Charles  D.  Haunschild,  MD 

James  H.  Wells,  MD 

Administration 
Dwight  Mitchell,  Jr. 

Oklahoma  Allergy  Clinic 

Specializing  in  the  diagnosis  and 
treatment  of  allergic  diseases 

Office  Address:  Mail  Address: 

711  N.W.  10th  Street  Post  Office  Box  26827 

Telephone  405  239-6221  Oklahoma  City,  Oklahoma  73126 

By  Appointment  Only 
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OKLAHOMA  CITY 


301  Northwest  12th  Street 


INTERNAL  MEDICINE 

W.  W.  Rucks,  Jr.,  MD 
Medicine 

Robert  C.  Lawson,  MD 

Medicine,  Metabolic  Diseases 
James  J.  Gable,  Jr.,  MD 
Medicine,  Cardiology 
William  S.  Pugsley,  MD 
Medicine,  Arthritis 
Charles  W.  Cathey,  MD 
Medicine,  Cardiology 
Charles  W.  Robinson,  Jr.,  MD 
Medicine,  Cardiology 
Donald  G.  Preuss,  MD 
Medicine 

James  L.  Males,  MD 

Medicine,  Endocrinology 
Alexander  Poston,  MD 
Medicine,  Cardiology 
William  P.  Munsell,  MD 
Medicine,  Gastroenterology 
Thomas  R.  Russell,  MD 
Medicine,  Cardiology 
Paul  C.  Houk,  MD 
Medicine,  Cardiology 

NEUROLOGY 

Charles  G.  Reul,  MD 


Oklahoma  City,  Oklahoma 


GENERAL  SURGERY 

Edward  R.  Munnell,  MD 
General  Vascular 
Frank  G.  Gatchell,  MD 
General,  Head  and  Neck 
H.  Jack  Brown,  MD 
General 

THORACIC  SURGERY 

Edward  R.  Munnell,  MD 

OBSTETRICS-GYNECOLOGY 

John  W.  Records,  MD 
Schales  L.  Atkinson,  MD 
Roger  D.  Quinn,  MD 

ORTHOPEDIC  SURGERY 

Robert  P.  Holt,  MD 
Edwin  R.  Maier,  MD 
Wayne  B.  Lockwood,  MD 

OTOLOGIC,  RHINOLOGIC,  AND 
LARYNGEAL  SURGERY 

Bronchoesophagology 

Head  and  Neck  Surgery 

L.  Chester  McHenry,  MD 
Ethan  A.  Walker,  Jr.,  MD 
Charles  J.  Wine,  MD 


CLINIC 

236-0641 


CLINICAL  PSYCHOLOGY 

R.  Vernon  Enlow,  PhD 

PEDIATRICS 

James  E.  Mays,  Jr.,  MD 

Pediatrics,  Endocrine  Disorders 
Armond  H.  Start,  MD 
Pediatrics 

Jerry  R.  Nida,  MD 
Pediatrics 
R.  Lee  Austin,  MD 
Pediatrics 

RADIOLOGY 

Diagnostic  and  Therapeutic 
Edmond  H.  Kalmon,  Jr.,  MD 
Melvin  C.  Hicks,  MD 
William  A.  Vint,  MD 

UROLOGY 

Donald  D.  Albers,  MD 

ACUTE  MEDICINE 

Elton  W.  LeHew,  MD 
David  P.  West,  MD 


Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

600  N.W.  11th  Street  / Oklahoma  City,  Oklahoma 


DEPARTMENT  OF  ORTHOPEDICS 

Office  Number  232-0341 

Appointments  236-4376,  236-4364 

•Marvin  K.  Margo,  MD,  FACS 
•James  P.  Bell,  MD,  FACS 
•Stephen  Tkach,  MD,  FACS 
•Joseph  F.  Messenbaugh  III,  MD 
#J.  Patrick  Evans,  MD 
•Edwin  E.  Rice,  MD 


CONSULTANT  EMERITUS 


DEPARTMENT  OF  ARTHRITIS 

Office  Number  232-0341 
Appointments  236-1601 

•William  K.  Ishmael,  MD,  FACP 
John  A.  Blaschke,  MD 
•Phillip  J.  Wright,  MD 
Mary  L.  Duffy  Honick,  MD 
Claude  M.  Bloss,  Jr.,  MD 
•Richard  J.  Hess,  MD 

DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
DIRECTOR  OF  LABORATORIES 
*J.  N.  Owens,  Jr.,  MD,  FCAP,  FACP 


•Earl  D.  McBride,  MD,  FACS 

•Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
J.  Lamont  Baxter,  MA,  JD,  CPA,  Administrator 
James  A.  Hyde,  CPA  and  Controller 
Mary  Magruder,  Personnel  Director 
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TISSUE  EXAMINATIONS 


THE 

SUGG 

CLINIC 

Incorporated 

Complete  Clinical  and  Laboratory  Facilities 

RADIUM  AND  X-RAY  THERAPY 


Surgery 

E.  M.  Gullatt,  MD 

Richard  M.  Taliaferro,  MD,  FACS 

Obstetrics  and  Gynecology 
J.  B.  Wallace,  MD 
E.  F.  Deese,  MD 

Orthopedic  Surgery 

David  C.  Ramsay,  MD,  FACS 

Pediatrics 

George  K.  Stephens,  MD,  FAAP 

Pathology 

Larry  W.  Cartmell,  MD,  FCAP 
Bruce  VanHom,  MD 
Consulting  Pathologists 


100-04  E.  13th  Street 
ADA,  OKLAHOMA 
Telephone  332-5252 


Internal  Medicine 
Frank  J.  Martin,  MD,  FACP 
James  F.  Hohl,  MD 
John  E.  Roberts,  MD 
Joe  L.  Troska,  MD 

General  Medicine 
Carl  D.  Wiseman,  MD 

Otolaryngology  and  Ophthalmology 
Wm.  G.  Peterson,  MD,  FICS 

Radiology 
H.  B.  Yagol,  MD 

Business  Manager 
John  A.  Barringer 


THE  OKLAHOMA  PLASTIC  SURGERY  CENTER,  INC. 

3141  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 

Plastic  and  Reconstructive  Surgery 
Cosmetic,  Maxillo-Facial  and  Hand  Surgery 

GILBERT  L.  HYROOP,  MD,  FACS  DAVID  WILLIAM  FOERSTER,  MD 

848-3341  848-3459 


Dr.  Hyroop  and  Dr.  Foerster  are  Board  Certified  in  Plastic  Surgery 


MID-WEST 

SURGICAL  SUPPLY 

CO.,  INC. 

OF  OKLAHOMA 

3 East  8th  Street 

Phone  239-7341 

Oklahoma  City,  Okla.  73104 

COME  SEE  US  AT  OUR  NEW  ADDRESS 
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Oklahoma  State  Medical  Association 


ALLERGY 


W.  T.  McCOLLUM,  MD 


RAYMOND  L.  ROSE,  MD 


BLUE  ALLERGY  GROUP 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Lister  Medical  Building  430  Northweset  12th  405  236-1446 
Oklahoma  City,  Oklahoma  '3103 

Johnny  A.  Blue,  BA,  MD  James  M.  Nelson,  MD 

Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergy 
Dlplomate  American  Assoc  Clinical  Allergy  and  Immunology 


FANNIE  LOJ  LENEY,  MD 
Fellow  American  College  of  Allergists 
Fellow  American  Academy  of  Allergy 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Telephone  843-6611  Office 
Resident  843-3541 

3141  N.W.  Expressway,  Room  501  Oklahoma  City,  Okla. 


ARTHRITIS 


THE  ARTHRITIS  CLINIC 

Arthritis,  Rheumatism  and  Related  Diseases 

Lyman  C.  Veazey,  MD  Lloyd  G.  McArthur,  PhD,  MD 
Edward  E.  Velayos,  MD  Winfred  L.  Medcalf,  MD 

Robert  C.  Troop,  PhD,  MD 

207  C Street  NW  Ardmore,  Okla.  73401 

Phone  223-5180  If  no  answer:  223-4895 


CARDIOLOGY 


STANLEY  R.  McCAMPBELL,  MD 


437  N.W.  12th  St.  Oklahoma  City,  Okla. 

235-6461 

CONSULTANTS  IN  CARDIOVASCULAR  DISEASES 
(Including  Cardiac  Catheterizations  and  Angiography) 

Diplomates,  American  Board  of  Internal  Medicine 
in  Cardiovascular  Diseases  and  Internal  Medicine 
Fellows,  Council  of  Clinical  Cardiology 
American  Heart  Association 
Fellows,  American  College  of  Cardiology 
Fellows,  American  College  of  Physicians 


CLINICS 


MIAMI  CLINIC 

Miami  Clinic  Bldg. — 30  B,  S.W.  Miami,  Oklahoma 

Rex  M.  Graham,  MD  . Obstetrics  8.  Gynecology 

H.  W.  Wendelken,  MD  _ Internal  Medicine  8.  Cardiology 

J.  E.  Highland,  MD General  Practice 

Harry  C.  Ford,  MD  Eye,  Ear,  Nose  8.  Throat 

Glenn  W.  Cosby,  MD  Obstetrics  8,  Gynecology 

Ralph  H.  Cully,  DDS  Dental  Surgery 


DERMATOLOGY 


WILLIAM  E.  EASTLAND,  MD,  FACR 
Dermatology  and  Malignancies  of  the  Skin 
Grenz  Ray  X-Ray  Radium  Therapy 

1211  North  Shartel  Physicians  8.  Surgeons  Building 
Oklahoma  City,  Oklahoma  Phone  235-1446 

HERVEY  A.  FOERSTER,  MD 
Practice  Limited  to  Diseases  of  the  Skin 
X-Ray  and  Radium  Therapy 

1212  N.  Walker  Oklahoma  City 


RONALD  W.  GILCHRIST,  JR.,  MD 
Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

4200  South  Douglas  Avenue  632-4200 

South  Community  Medical  Center  Oklahoma  City,  Oklahoma 


Cardiology  and  Electrocardiography 


1211  North  Shartel 


236-1295 


DONALD  E.  JOHNSON,  MD 
Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

330  South  Fifth  234-5121 

Enid,  Oklahoma 


Oklahoma  City,  Oklahoma 


JAMES  S.  WILLIAMS,  MD,  Inc. 

Board  Certified  in  Cardiovascular  Disease 
Cardiology  and  Electrocardiography 
Price  Tower  Bartlesville,  Oklahoma  336-6450 


W.  A.  SHOWMAN,  MD 

Practice  Limited  to  Diseases  and  Malignancies  of  the  Skin 
X-Ray — Grenz  Ray  and  Radium  Therapy 
850  Utica  Square  Tulsa,  Okla. 

Medical  Center  747-7521 


SKIN  8,  SKIN  CANCER  CENTER 


CARDIOVASCULAR 


CARDIOVASCULAR  CLINIC 

Wm.  Best  Thompson,  MD  Galen  P.  Robbins,  MD 

William  S.  Myers,  MD  William  R.  Bullock,  MD 

Lawrence  M.  Higgs,  MD  Ronald  H.  White,  MD 

William  J.  Fors,  MD 

ADULT  AND  PEDIATRIC  CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  arteriography 
Radioisotope  studies  and  telephone  electrocardiography 
Lipoprotein  electrophoresis  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 
3300  Northwest  56th  Telephone  947-3341 

Oklahoma  City,  Okla.  73112 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catherization,  Aortography  and  Selective  Coronary 
Arteriography 

Telephone  Electrocardiography  (24  hr.  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 
*J.  J.  Donnell,  MD  947-2556  *J.  L.  Bressie,  MD  946-0568 

♦G.  L.  Honick,  MD  943-8428  A.  F.  Elliott,  MD  943-8421 

A.  S.  Dahr,  MD  947-2321 

•Certified  by  the  American  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 
8th  Floor  5700  N.W.  Grand  Blvd. 

Oklahoma  City,  Oklahoma  73112 


TULSA  CARDIOVASCULAR  ASSOCIATES,  Inc. 

R.  Wayne  Neal,  MD  Robert  P.  Zoller,  MD 

Charles  L.  Cooper,  MD 

Adult  and  Pediatric  Cardiovascular  Consultation 
Diagnostic  Cardiac  Catheterization  and  Coronary  Arteriography 
Routine,  Telephone  Transmitted  and  Treadmill  Electrocardiography 
St.  John's  Doctors  Building,  Suite  711 
1705  East  Nineteenth  Street  Telephone  747-1335 

Tulsa,  Oklahoma 


C.  Jack  Young,  MD 

Radium  Therapy  X-Ray  Therapy 

Surgical  Planing  of  Acne  Scars  8.  Tattoos 
Hemangiomas 

CLINIC  BUILDING  3434  N.W.  56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 


DIAGNOSIS 


HUGH  JETER,  MD,  FACP,  ASCP 
American  Board  of  Internal  Medicine 
Diagnosis  and  Internal  Medicine  Clinical  Pathology 

Osier  Building  Oklahoma  City  Phone  232-8274 


EYE,  EAR,  NOSE  AND  THROAT 


GERALD  R.  DIXON,  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Phone  843-9337  3141  N.W.  Expressway 

Oklahoma  City 


JOHN  W.  HUNEKE,  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  322-1880  1201-G  East  5th 

Ada,  Oklahoma 


WILLIAM  D.  HEATH,  MD,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  232-1508 
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JAMES  B.  MILLS,  MD 
JAY  C.  JOHNSTON,  MD 
Surgery  and  Diseases  of  ttie  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  232-4222  Oklahoma  City  73103 


Surgery  and  Diseases  of  the  Eye 
W.  S.  MUENZLER,  MD 

430  N.W.  12th  Street  Phone 

Lister  Building  232-6361 

Oklahoma  City 


DISEASES  AND  SURGERY  OF  THE  EYE 

TOM  LAMAR  JOHNSON,  MD 
Certified  by  the  American  Board  of  Ophthalmology 

Medical  Tower 
3141  N.W.  Expressway 
Suite  301  848-2893 
Oklahoma  City 


GASTROENTEROLOGY 


DOCTORS  MATTHEWS  AND  COLVERT 
Sanford  Matthews,  MD 
J.  R.  Col  vert,  MD,  FACP 

Certified  American  Board  of  Internal  Medicine  and 
Gastroenterology 

Complete  X-ray  and  Laboratory  Facilities 
1319  Classen  Drive  232-2033  Oklahoma  City,  Okla. 


GASTROENTEROLOGY 
J.  William  Hood,  MD 

Fiberoptic  esophagogastroscopy,  duodenoscopy 
and  colonoscopy  with  polypectomy 

1220  North  Walker  236-4436 

Oklahoma  City,  Oklahoma 


HAROLD  G.  SLEEPER,  MD,  FAPA 

Diplomats  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

Practice  Limited  to 
Psychiatry  — Electroencephalography 

235-6454  430  N.W.  12th  Street  Res.  525-6846 

Oklahoma  City 


OBSTETRICS  AND  GYNECOLOGY 


GERALD  ROGERS,  MD,  FACS 
JAMES  C.  BEAVERS,  MD,  FACOG 
Certified  American  Board  of  Obstetrics  and  Gynecology 
Pasteur  Building,  1111  N.  Lee  Phone  232-8722 

Oklahoma  City,  Oklahoma 


JOE  BILLS  REYNOLDS,  MD 
Obstetrics  and  Gynecology 

5514  S.  Western  632-6691 

Oklahoma  City,  Oklahoma  73109 

OBSTETRICS  AND  GYNECOLOGY 
E.  MALCOLM  STOKES,  MD,  FACS 
Certified  American  Board  of  Obstetrics  and  Gynecology 

610  Doctor's  Building  2021  S.  Lewis 
Tulsa,  Oklahoma  Phone  743-6496 


WENDELL  R.  SYLVESTER,  MD 
FACOG,  FACS 

5211  South  Pennsylvania 
Oklahoma  City,  Oklahoma  73119 
Telephone  405  682-1405 

Practice  limited  to  the  specialty  of  Obstetrics  and  Gynecology 
By  Appointment  Only 


INTERNAL  MEDICINE 


E.  GOLDFAIN,  MD 

Diagnosis  and  Treatment  of  Rheumatic  and  Arthritic  Diseases 
228  N.W.  13th  St.  Oklahoma  City 

Off.  Phone  235-9832  Res.  Phone  524-1102 


NEUROPSYCHIATRY 


BILL  J.  BIRD,  MD 
Child,  Adolescent  8.  Adult  Psychiatry 
Certified  by  the  American  Association  of 
Psychiatric  Clinics  for  Children 
Dynamically  Oriented  Individual,  Family  & 

Group  Therapy 
SUITE  523 

Warren  Professional  Building  6455  South  Yale 

Tulsa,  Oklahoma  622-8020 


SAM  COLLINS,  JR.,  MD 
Board  Qualified 
Psychiatry  and  Neurology 

Suite  503  3141  N.W.  Expressway 

Medical  Tower  Phone  843-5577 

Oklahoma  City,  Oklahoma 


A.  A.  HELLAMS,  BS,  MD,  FAPA 
Dlplomate  of  American  Board  of  Psychiatry 
and  Neurology  In  Psychiatry 

209  Wildwood  Plaza 

Oklahoma  City,  Oklahoma 

842-1131 

NEUROPSYCHIATRY 
CHARLES  E.  SMITH,  MD,  FAPA,  FACP 
ROBERT  J OUTLAW,  MD,  FAPA 
Dlplomates  of  American  Board  of  Psychiatry 
and  Neurology  In  Psychiatry 
S.  DAVID  GLASS,  MD,  MAPA 

THURMAN  E.  COBURN,  PhD,  Licensed  Clinical  Psychologist 
KENNETH  LEVEQUE,  PhD,  Licensed  Clinical  Psychologist 
DAVID  SCHWARTZ,  ACSW,  Clinical  Psychiatric  Social  Worker 
Suite  300 

Physicians  8.  Surgeons  Building  1211  North  Shartel  235-8525 

MOORMAN  P.  PROSSER,  MD,  FACP,  FAPA 

Dlplomate  American  Board  of  Psychiatry  and  Neurology 


in  Psychiatry 


ORTHOPEDICS 


WILLIAM  S.  DANDRIDGE 
BA,  MD,  MS  (Orthopedic  Surgery),  FACS,  FICS 
Orthopedic  Surgery 

Diseases,  Injuries,  Deformities  of  Spine  and  Extremities 
Parkview  Medical  Building 

330  South  5th  Street  Enid,  Oklahoma  73701 

Phone  233-5656 

THE  MUSKOGEE  ORTHOPEDIC  CLINIC 
Port  Johnson,  MD 
Richard  L.  Pentecost,  MD 
John  L.  Branscum,  MD 

Dlplomates  American  Board  of  Orthopedic  Surgery 
211  South  36th  Street 

Zip  Code  74401  Phone  682-7717 

Muskogee,  Oklahoma 


JOHN  RAYMOND  STACY,  MD,  FACS 
Dlplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N.W.  12th  St.  235-6315 

Oklahoma  City,  Oklahoma 


PEDIATRICS 


General  Pediatrics 
G.  EDWARD  SHISSLER,  MD 

821  South  Pine  Phone  372-9577 

Stillwater,  Oklahoma 


RADIOLOGY 


RADIOLOGY  ASSOCIATES 

JAMES  T.  BOGGS,  MD  WAYNE  H.  SCHULTZ,  MD 

ROBERT  SUKMAN,  MD  LINDBERG  J.  RAHHAL,  MD 

RICHARD  B.  PRICE,  MD  ROBERT  W.  GEYER,  Jr.,  MD 

GEORGE  BEN  CARTER,  MD  JOHN  R.  OWEN,  MO 

DAN  MITCHELL,  Jr.,  MD 
Diplomates  American  Board  of  Radiology 


JOSEPH  A.  RIEGER,  MD  HUGH  M.  CONNER,  MD 

and 

RICHARD  B.  LINCOLN,  MD 
Neurology,  Electroencephalography  and  the  Epilepsies 
In  the  practice  of  Psychiatry  and  Neurology 

427  Pasteur  Building  Phone  232-9895 

Oklahoma  City,  Oklahoma 


X-Ray  — Diagnosis  Including  Angiography  and  Lymphangiography 
— Radiation  Therapy  — Isotopes  — Cobalt  Therapy 
Deep  and  Interstitial  Therapy 


204  Medical  Tower  Bldg. 
848-3711 

Baptist  Memorial  Hospital 


Doctors  Medical  Building 
946-9923 

Physicians  and  Surgeons  Bldg. 


946-6411 


Suite  705 
Deaconess  General  Hospital 


235-2583 


946-5581 
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Oklahoma  State  Medical  Association 


TULSA  RADIOLOGY  ASSOCIATES,  INC. 
Dlplomates  of  American  Board  of  Radiology 
X-ray,  Diagnosis,  Radiation  Therapy  and  Isotopes 


St.  John's  Hospital 
1923  S.  Utica 
743-331 1 

Lucien  M.  Pascuccl,  MD,  FACR 
Ernest  S.  Kerekes,  MD,  FACR 
Donald  F.  Maurltson,  MD,  FACR 
Richard  F.  Barbee,  MD 
Norman  L.  Bartlett,  MD 
Zia  O.  Vargha,  MD 


St.  Francis  Hospital 
6161  S.  Yale 
627-1200 

John  E.  Kauth,  MD 
George  H.  Kamp,  MD 
Thomas  S.  Llewellyn,  MD 
Theodore  J.  Brlckner,  Jr.,  MD 
Tim  S.  Caldwell,  MD 
David  V.  Eakin,  MD 


RADIOLOGICAL  PHYSICS 


DAVID  S.  GOODEN,  PhD 
1249  East  26th  Street 
Tulsa,  Oklahoma  74114 
Phone  918  742-8108 
PHYSICS  CONSULTATION  IN' 

Diagnostic  x-ray  • Radiation  Therapy  • Nuclear  Medicine 
Radiography  • Instrumentation  • Dosimetry  • Leak  Testing 
Shielding  Design  . Radiation  Safety  • Personnel  Monitoring 
AEC  License  Applications  • State  and  Federal  Compliance 


SURGERY 


WILLIAM  0.  COLEMAN,  MD,  FACS 


Certified  American  Board  of  Surgery 
General  Surgery 

Suite  603  Baptist  Hospital  Complex 

5700  N.W.  Grand  Blvd. 

Telephone:  1 405  946-0727 


WARREN  L.  FELTON  II,  MD 
Dlplomate  American  Board  of  Surgery 
Dlplomate  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Oklahoma  City,  Okla. 

208  Doctors  Medical  Building 

5700  N.W.  Grand  Blvd.  947-5573 


WILLIAM  J.  FORREST,  MD 


HERBERT  M.  KRAVITZ,  MD,  FACS 
Dlplomate  American  Board  of  Plastic  Surgery 

Reconstructive,  Cosmetic,  and  Hand  Surgery 

Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 

F.  M.  LINGENFELTER,  MD,  FACS 
Surgery  and  Surgical  Diseases  of  the 
Thyroid  Gland 

216  Osier  Building,  Oklahoma  City,  Okla. 


FRED  R.  MARTIN,  MD 
Diplomate  American  Board  of  Plastic  Surgery 


601  St.  John's  Doctors  Bldg. 


742-4851 


1705  East  19th  Street 


Tulsa,  Oklahoma  74104 


CHARLES  A.  TOLLETT,  BS,  MD,  DSc 
Certified  American  Board  Surgery 
General  Surgery 

Dowell  Building  235-7750 

405  N.  Durland  Street  Oklahoma  City,  Oklahoma 


UROLOGY 


Suite  606 


A.  De  QUEVEDO,  MD,  Inc. 

A.  de  Quevedo,  MD 

Dlplomate  of  the  American  Board  of  Urology 

232-1333  1211  N.  Shartel 

Oklahoma  City,  Oklahoma  73103 


MEREDITH  APPLETON,  J.  HARTWELL  DUNN, 

MD,  FICS  MD,  FACS 

CHARLES  L.  REYNOLDS,  Jr.,  MD,  FACS 
HARRY  C.  MILLER,  Jr.,  MD,  FACS 
Diplomates  of  the  American  Board  of  Urology 


Plastic  and  Reconstruction  Surgery 
Surgery  of  the  Hand 

1211  North  Shartel  235-3361 

Oklahoma  City 


ALLEN  E.  GREER,  MD 
JOHN  M.  CAREY,  MD 
NAZIH  ZUHDI,  MD 
WILLIAM  D.  HAWLEY,  MD 
Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 
Practice  Limited  to  Cardiovascular  and  Thoracic  Surgery 
(Open  Heart,  Vascular,  Pulmonary,  Esophageal) 
Bronchoscopy  Esophagoscopy 

1211  North  Shartel,  Suite  900  Oklahoma  City,  Okla.  73103 

235-3377 


ROBERT  B.  HOWARD,  MD,  FACS 
Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and 
Diseases  of  the  Thyroid  Gland 

544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 


3113  Northwest  Expressway  Oklahoma  City,  Oklahoma 

843-5761 

JOHN  T.  BOAZ,  III,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
Physicians  and  Surgeons  Building — 1211  North  Shartel 
Office  235-9401  Home  751-2633 

Oklahoma  City 


PHILIP  D.  DIGGDON,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
Suite  312  Tulsa,  Oklahoma  74136 

Warren  Professional  Bldg.  Tel.:  622-6322 

6465  South  Yale 


BARNEY  J.  LIMES,  MD 
Diplomate  of  the  American  Board  of  Urology 
Practice  Limited  to  Urology 

Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  2355494 


JOE  E.  COLLINS,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 

Suite  1106  2353524  1211  North  Shartel 

Oklahoma  City,  Oklahoma 


GILBERT  !..  HYROOP,  MD,  FACS,  FICS 

Certified  by  the  American  Board  of  Plastic  Surgery 
Practice  Limited  to  Plastic  & Reconstructive  Surgery  and 
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Oklahoma  State  Medical  Association 


Why  send  him 
to  the  islets 
of  Langerhans? 


Since  sulfonylureas  promote  the  release  of 
insulin  which  is  lipogenic  and  helps  transport 
glucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
have  normal  or  high  levels  of  endogenous  insulin, 
why  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . 

DBI-TD"  Geigy 

phenformin  HCI 

lowers  blood  sugar  without  raising  blood  insulin. 


DBI'  phenformin  HCI 
Tablets  of  25  mg. 

DBI-TD'  phenformin  HCI 
Timed-Disintegration 
Capsules  of  50  and  100  mg. 
Indications:  Stable  adult  diabetes 
mellitus;  sulfonylurea  failures, 
primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus 
that  can  be  regulated  by  diet  alone; 
juvenile  diabetes  mellitus  that  is 
uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of 
diabetes  mellitus  (metabolic  acidosis, 
coma,  infection,  gangrene);  during 
or  immediately  after  surgery  where 
insulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock);  after  disease  states 
associated  with  hypoxemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)  98-146-103-D  (6/72) 

For  complete  details,  including 
dosage,  please  see  full  prescribing 
information. 


GEIGY  Pharmaceuticals 
Division  of 

C1BA-GEIGY  Corporation 
Ardsley,  New  York  10502 


He  won't  resist 


eeling  better  with 


Mylanta 


Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


LIQUID 


MYLANTA 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 
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STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


Iron  therapy  for  anemia 
is  almost  as  old  as  history  itself 


Celsus's  empirical  use  of  iron 

Aulus  Cornelius  Celsus  recommended  an  unusual  form  of  iron  ther- 
apy for  the  treatment  of  enlarged  spleens — the  oral  administration 
of  water  that  blacksmiths  had  used  for  dousing  white-hot  iron. 

For  more  modem  anemia  therapy 

rp  • • ® 

1 nnsicon 

Hematinic  Concentrate 
with  Intrinsic  Factor 


(See  reverse  side  for  prescribing  information.) 


np  • • ® 

1 nnsicon 

Hematinic  Concentrate 
with  Intrinsic  Factor 


Description:  Each  Pulvule'1'’  contains— 

Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor)  240  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  B12  activity  in  the  Special  Liver-Stomach  Concen- 
trate, Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is  15  micrograms.) 


Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 0.5  mg. 


Indications:  Trinsicon  is  a multifactor  preparation  effective  in  the  treatment  of 
anemias  that  respond  to  oral  hematinics,  including  pernicious  anemia  and  other 
megaloblastic  anemias  and  also  iron-deficiency  anemia.  Therapeutic  quantities  of 
hematopoietic  factors  that  are  known  to  be  important  are  present  in  the  recom- 
mended daily  dose. 

Vitamin  S,2  with  Intrinsic  Factor— When  secretion  of  intrinsic  factor  in 
gastric  juice  is  inadequate  or  absent  (e.g.,  in  Addisonian  pernicious  anemia  or  after 
gastrectomy),  vitamin  B,2  in  physiological  doses  is  absorbed  poorly,  if  at  all.  The 
resulting  deficiency  of  vitamin  B,2  leads  to  the  clinical  manifestations  of  pernicious 
anemia.  Similar  megaloblastic  anemias  may  develop  in  fish  tapeworm  ( Diphyllo - 
bothrium  latum ) infection  or  after  a surgically  created  small-bowel  blind  loop; 
in  these  situations,  treatment  requires  freeing  the  host  of  the  parasites  or  bacteria 
which  appear  to  compete  for  the  available  vitamin  B12.  Strict  vegetarianism  and 
malabsorption  syndromes  may  also  lead  to  vitamin  B12  deficiency.  In  the  latter  case, 
parenteral  therapy,  or  oral  therapy  with  so-called  massive  doses  of  vitamin  Bl2,  may 
be  necessary  for  adequate  treatment  of  the  patient. 

Potency  of  intrinsic  factor  concentrates  is  determined  physiologically,  i.e.,  by  their 
use  in  patients  with  pernicious  anemia.  The  liver-stomach  concentrate  with  intrinsic 
factor  and  the  vitamin  B,2  contained  in  two  Pulvules  Trinsicon  provide  V/i  times  the 
minimum  amount  of  therapeutic  agent  which,  when  given  daily  in  an  uncomplicated 
case  of  pernicious  anemia,  will  produce  a satisfactory  reticulocyte  response  and 
relief  of  anemia  and  symptoms. 

Concentrates  of  intrinsic  factor  derived  from  hog  gastric,  pyloric,  and  duodenal 
mucosa  have  been  used  successfully  in  patients  who  lack  intrinsic  factor.  For  ex- 
ample, Fouts  et  al.  maintained  patients  with  pernicious  anemia  in  clinical  remission 
with  oral  therapy  (liver  extracts  or  intrinsic  factor  concentrate  with  vitamin  B12) 
for  as  long  as  twenty-nine  years. 

After  total  gastrectomy,  Ficarra  found  multifactor  preparations  taken  orally  to 
be  “just  as  effective  in  maintaining  blood  levels  as  any  medication  that  has  to  be 
administered  parenterally."  His  study  was  based  on  twenty-four  patients  who  had 
survived  for  five  years  after  total  gastrectomy  for  cancer  and  who  had  been  taking 
two  Pulvules  Trinsicon  daily. 

Folic  Acid—  Folic  acid  deficiency  is  the  immediate  cause  of  most,  if  not  all, 
cases  of  nutritional  megaloblastic  anemia  and  of  the  megaloblastic  anemias  of 
pregnancy  and  infancy;  usually,  it  is  also  at  least  partially  responsible  for  the 
megaloblastic  anemias  of  malabsorption  syndromes,  e.g.,  tropical  and  nontropical 

sprue. 

It  is  apparent  that  in  vitamin  B12  deficiency  (e.g.,  pernicious  anemia),  lack  of 
this  vitamin  results  in  impaired  utilization  of  folic  acid.  There  are  other  evidences 
of  the  close  folic  acid-vitamin  B,2  interrelationship:  (1)  B12  influences  the  storage, 
absorption,  and  utilization  of  folic  acid,  and  (2),  as  a deficiency  of  B,2  progresses, 
the  requirement  for  folic  acid  increases.  However,  folic  acid  does  not  change  the 
requirement  for  vitamin  Bl2. 

Iron— A very  common  anemia  is  that  due  to  iron  deficiency.  In  most  cases,  the 
response  to  iron  salts  is  prompt,  safe,  and  predictable.  Within  limits,  the  response 
is  quicker  and  more  certain  to  large  doses  of  iron  than  to  small  doses. 

Each  Pulvule  Trinsicon  furnishes  110  mg.  of  elemental  iron  (as  ferrous  fumarate) 
to  provide  a maximum  response. 


Ascorbic  Acid— Vitamin  C plays  a role  in  anemia  therapy.  It  augments  the 
conversion  of  folic  acid  to  its  active  form,  folinic  acid.  In  addition,  ascorbic  acid 
promotes  the  reduction  of  ferric  iron  in  food  to  the  more  readily  absorbed  ferrous 
form.  Severe  and  prolonged  vitamin  C deficiency  is  associated  with  an  anemia  whicl 
is  usually  hypochromic  but  occasionally  megaloblastic  in  type. 


Contraindications  and  Precautions:  Anemia  is  a manifestation  that  reqi 
appropriate  investigation  to  determine  its  cause  or  causes. 

Folic  acid  alone  is  unwarranted  in  the  treatment  of  pure  vitamin-B,2-deficiency 
states,  such  as  pernicious  anemia.  Indeed,  the  use  of  folic  acid  in  large  doses  in 
pernicious  anemia  without  adequate  vitamin  B,2  may  result  in  hematologic  re- 
mission but  neurological  progression. 

As  with  all  preparations  containing  intrinsic  factor,  resistance  may  develop  in 
some  cases  of  pernicious  anemia  to  the  potentiation  of  absorption  of  physiological 
doses  of  vitamin  B12.  If  resistance  occurs,  parenteral  therapy,  or  oral  therapy  with 
so-called  massive  doses  of  vitamin  B12,  may  be  necessary  for  adequate  treatment 
of  the  patient.  No  single  regimen  fits  all  cases,  and  the  status  of  the  patient  ob- 
served in  follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic  clinical 
and  laboratory  studies  are  considered  essential  and  are  recommended. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has  been  noted  follow- 
ing the  oral  administration  of  liver-stomach  material.  Allergic  sensitization  has  been 
reported  following  both  oral  and  parenteral  administration  of  folic  acid. 

Hemochromatosis  and  hemosiderosis  are  contraindications  to  iron  therapy. 
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Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses  produces  gastro- 
intestinal reactions,  such  as  diarrhea  or  constipation.  Reducing  the  dose  and  ad- 
ministering it  with  meals  will  minimize  these  effects  in  the  iron-sensitive  patient. 


Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a standard  response 
in  the  average  uncomplicated  case  of  pernicious  anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with  intrinsic  factor, 
Lilly),  in  bottles  of  60  and  500  and  in  Identi-Dose®  (unit  dose  medication,  Lilly) 
in  boxes  of  100. 
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Hematinic  Concentrate  with  Intrinsic  Factor 

A Comprehensive  Hematinic 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Nose  clear  all  knight 

For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  justone  Extentab  every  12  hours.  For  most  patients 

drowsiness  or  overstimulation  is  unlikely.  UHilieidiie'C'  \UI  UIII^I  ICI II  i di  IIII  ic  maicaic;,  I c.  my  . ^ncnji- 

ephrine  HCI.  15  mg  , phenylpropanolamine  HCI.  15  mg 


Dimetapp 

Extentabs 


INDICATIONS:  Dimetapp  Extentabs  are 
Indicated  for  symptomatic  relief  of  al- 
lergic manifestations  of  upper  respira- 
tory illnesses,  such  as  the  common 
cold,  seasonal  allergies,  sinusitis,  rhi- 
nitis, conjunctivitis  and  otitis.  In  these 
cases  it  quickly  reduces  inflammatory 
edema,  nasal  congestion  and  excessive 
upper  respiratory  secretions,  thereby 
affording  relief  from  nasal  stuffiness 
and  postnasal  drip. 

CONTRAINDICATIONS:  Hypersensitiv- 
ity to  antihistamines  of  the  same  chem- 
ical class.  Dimetapp  Extentabs  are 
contraindicated  during  pregnancy  and 
in  children  under  12  years  of  age.  Be- 
cause of  its  drying  and  thickening 
effect  on  the  lower  respiratory  secre- 
tions, Dimetapp  is  not  recommended  in 
the  treatment  of  bronchial  asthma. 


Also,  Dimetapp  Extentabs  are  contrain- 
dicated in  concurrent  MAO  inhibitor 
therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convul- 
sions and  death. 

PRECAUTIONS:  Administer  with  care 
to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension.  Un- 
til the  patient’s  response  has  been  de- 
termined, he  should  be  cautioned 
against  engaging  in  operations  requir- 
ing alertness  such  as  driving  an  auto- 
mobile, operating  machinery,  etc.  Pa- 
tients receiving  antihistamines  should 
be  warned  against  possible  additive  ef- 
fects with  CNS  depressants  such  as 
alcohol,  hypnotics,  sedatives,  tranquil- 
izers, etc. 


ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  in- 
clude hypersensitivity  reactions  such  as 
rash,  urticaria,  leukopenia,  agranulo- 
cytosis and  thrombocytopenia:  drowsi- 
ness, lassitude,  giddiness,  dryness  of 
the  mucous  membranes,  tightness  of 
the  chest,  thickening  of  bronchial  se- 
cretions, urinary  frequency  and  dysuria, 
palpitation,  hypotens  ion /hypertension, 
headache,  faintness,  dizziness,  tinnitus, 
incoordination,  visual  disturbances,  my- 
driasis, CNS-depressant  and  (less  of- 
ten) stimulant  effect,  anorexia,  nausea, 
vomiting,  diarrhea,  constipation,  and 
epigastric  distress. 


HOW  SUPPLIED: 
Light  blue  Exten- 
tabs in  bottles  of 
100  and  500. 
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today’s 

pain... 


memory  of 
yesterday's 
pain... 


apprehension  over 

tomorrow’s 

pain- 
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For  the  patient  with  a terminal  ill- 
ness, PAIN  past,  present,  and  fu- 
ture can  dominate  his  thoughts 
until  it  becomes  almost  an  obses- 
sion. The  more  he  is  aware  of  the 
pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  mem- 
ory of  yesterday’s  pain,  and  to  allay 
his  fearful  anticipation  of  tomor- 
row’s pain.  Surely  the  last  thing  this 
patient  needs  is  an  analgesic  con- 
taining caffeine  to  stimulate  the 
senses  and  heighten  pain  aware- 
ness. A far  more  logical  choice  is 
Phenaphen  with  Codeine.  The  sen- 
sible formula  provides  Va  grain  of 
phenobarbital  to  take  the  nervous 
“edge”  off,  so  the  rest  of  the  for- 
mula can  help  control  the  pain 
more  effectively.  Don’t  you  agree, 
Doctor,  that  psychic  distress  is  an 
important  factor  in  most  of  your 
terminal  and  long-term  convales- 
cent patients? 


the  analgesic  formula  that  calms 
instead  of  caffeinates 


Phenaphen 

with 

Codeine 


Phenaphen  with  Codeine  No.  2,  3,  or  4 con- 
tains: Phenobarbital  (V*  gr.),  16.2  mg.  (warn- 
ing: may  be  habit  forming);  Aspirin  [2Vz  gr.), 
162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Codeine  phosphate,  V*  gr.  (No.  2),  V2  gr.  (No.  3) 
or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades 
of  pain,  on  low  codeine  dosage,  with  minimal 
possibility  of  side  effects.  Its  use  frequently 
makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity 
to  any  of  the  components.  Precautions:  As 
with  all  phenacetin-containing  products,  ex- 
cessive or  prolonged  use  should  be  avoided. 
Side  effects:  Side  effects  are  uncommon  al- 
though nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and 
No.  3 — 1 or  2 capsules  every  3 to  4 hours  as 
needed;  Phenaphen  No.  4—1  capsule  every  3 
to  4 hours  as  needed.  For  further  details  see 
product  literature. 

/J  Phenaphen  with  Codeine  is  now  classi- 
vJ!!  tied  in  Schedule  III,  Controlled  Sub- 
stances Act  of  1970.  Available  on  written  or 
oral  prescription  and  may  be  refilled  5 times 
within  6 months,  unless  restricted  by  state  law. 


DYNAMICS 

of 

VIOLENCE 

Brief,  brilliant  studies  drawn 
from  a close,  often  painful 
scrutiny  of  human  violence 


Jan  Fawcett’s  superbly  edited 
book  takes  you  on  an  explora- 
tion into  this  age  of  violence. 
Nightmarish  cases  from  con- 
temporary history. . .war,  bomb- 
ings, assassination,  mass  murder, 
rape,  arson,  riots. . .are  the  back- 
drops against  which  eminent  psy- 
chiatrists discuss  violence  and 
aggression. 

Immensely  revealing  and  read- 
able, Dynamics  of  Violence  ex- 
amines violent  aggression  in 
terms  of  historical  and  social 
dimensions  in  our  national  his- 
tory, clinical  case  studies  of 
violent  individuals,  and  clinical 
research  investigations. 


Order  your  copy  today!  Send 
your  remittance  to  the  American 
Medical  Association,  535  N. 
Dearborn  St.,  Chicago,  III.  60610. 
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Send  me copy(s)  of  Dynamics  of 

Violence  priced  at  $3.95.  (OP-240.)  My 
payment  of  $ is  enclosed. 


Name  _ 
Address 


A.  H.  Robins  Company,  Richmond,  Virginia 


City/State/Zip 


When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1.2  to  1.8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5 % glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 

I*  , exceeding  4 grams  may  result  in 

IpTypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

> Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin' 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


Well  tolerated  at  infusion  site:  Lincocin 
intravenous  infusions  have  not 
produced  local  irritation  or  phlebitis, 
when  given  as  recommended.  Lincocin 
is  usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
cautiously  in  patients  with  asthma  or 
significant  allergies. 


In  patients  with  impaired  renal  function, 
the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
the  dose  for  patients  with  normal 
kidney  function.  Its  safety  in 
pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
not  been  established. 

Lincocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
is  stable  over  a wide  pH  range,  it  is 
suitable  for  incorporation  in 
intravenous  infusions;  it  also  may  be 
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(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

^Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


'"Contains  also:  Benzyl  Alcohol  9 mg:  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in'infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASION  ALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranes— Skin  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported.  Liver—  Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  IV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  senses— Tinnitus  and  vertigo  have 
been  reported  occasionally.  Local  reactions 
—Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocin 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  mg 
Capsules— bottles  of  24  and  100.  Sterile 
Solution,  300  mg  per  ml— 2 and  10  ml  vials 
and  2 ml  syringe.  Syrup,  250  mg  per  5 ml 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consult 
the  package  insert  or  see  your  Upjohn 
representative. 
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The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Upjohn 


The  science 
of  treating 

gas  pain 

J #When  gas  is  entrapped  \ n the  G.  I.  tract,  it  can 
cause  pain  severe  enough  to  mimic  that  of  peptic  ulcer,  angina  pectoris,  or 
myocardial  infarction. 2#Most  of  the  gas  symptoms  brought  to  your  attention 
will  be  due  to  gas  trapped  in  the  intestines,  not  the  stomach.^  The  source  of 
most  G.l.  gas  is  air-swallowing,  often  an  anxiety  response  of  which  the  patient 


is  unaware. 


new 


. MASK  treats 

gas  pain  scientifically 

J#Phasil  is  the  only  single-entity  simethicone  tablet  with  measured  medi- 
cation for  both  stomach  and  intestine.  Phasil’s  protected  inner  core  releases 
40  mg.  of  specially-activated  simethicone  in  the  intestines,  the  most  common 
site  of  gas  entrapment.2#Phasil  also  releases  20  mg.  of  specially-activated 
simethicone  while  in  transit  through  the  stomach,  for  immediate  dispersion  of 
any  gas  accumulated  there.^J^hasil is  safe:  no  systemic 
effects,  no  untoward  reactions,  no  contraindications. 

Sig.:  One  Phasil  tablet  before  meals  and  at  bedtime  pro- 
vides reliable  relief  of  gas  pain,  bloating  and  distention. 

Available  in  bottles  of  1 00  tablets. 

References:  1.  Roth,  J L Ann.  NY.  Acad  Sci.  150  109,  Feb,  26,  1968  2.  Reich,  N.  E..  and 
Fremont,  R E (eds.)  Chest  Pam,  The  Macmillan  Company,  New  York,  1961,  p.  348. 
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Antivert 


- (meclizine  HC1) 

for  vertigo 


.♦♦and  then  on  to\mice 


■ Indicated  in  the  management  of  nausea, 
vomiting  and  dizziness  associated  with  mo- 
tion sickness. 

■ Found  useful  in  the  management  of  verti- 
go associated  with  diseases  affecting  the  ves- 
tibular system. 

■ Available  as  Antivert5  (12.5  mg.  meclizine 
HC1)  blue  and  white  scored  tablets  and  also 
as  Antivert'9/25  (25  mg.  meclizine  HC1)  yel- 
low and  white  scored  tablets. 


INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences-National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  asso- 
ciated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica- 
tions requires  further  investigation. 
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CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12thT5th  day  of  gestation  has  produced  cleft  palate  in 
the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg. /day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys 
did  not  show  cleft  palate.  Congeners  of  meclizine  have 
caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 
ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 

ROeRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 
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HEALTH  EDUCATION 

THE  KEY  TO  IMPROVING  THE  QUALITY  OF  LIFE 


JOURNAL  / auxiliary 


Health  and  the  search  therefor  is  the  guid- 
ing force  in  the  lives  of  the  doctors  of  Okla- 
homa. Are  we,  wives  of  these  men,  involved 
in  the  responsibility  of  improving  the  health 
in  our  community? 

The  Health  Education  Conference  spon- 
sored by  the  AMA  and  the  auxiliary  made 
the  first  step  in  defining  our  role  in  Health 
Education  as  the  key  to  improving  the  qual- 
ity of  life  for  everyone. 

Mrs.  Wendell  T.  Roller,  Chairman,  point- 
ed out  that  the  scope  of  health  education 
goes  far  beyond  knowledge  of  health  prac- 
tices to  include  larger  issues  of  human  atti- 
tudes. Ecology  has  been  forced  into  the 
back  seat  by  the  administration  according 
to  Martin  Lagronsky,  speaker.  Others  from 
the  ghetto  told  of  their  health  needs,  child 
care,  family  planning  and  mobile  health  units 
in  the  inner  city.  George  Reeves  speaking 
for  the  aged,  spoke  of  their  needs  in  chang- 
ing concepts  of  how  to  cope  with  each  day. 

Eric  Schaps,  professor  of  Child  Psychol- 
ogy and  Director  of  Alternatives,  Inc.,  an  al- 
ternate to  drug  abuse,  led  a panel  discussion 
in  which  reasons  for  the  failure  of  many 
traditional  drug  education  programs  came 
to  light.  Surveys  show  that  the  students 
know  more  about  drugs  than  their  teachers ; 
only  “good”  is  pointed  out  on  the  street  in 
contrast  to  “bad”  in  drug  education;  “Pro- 
fessionals” have  an  aura  of  mysticism  and 
truth  which  one  finds  hard  to  reject.  The 
PhD  or  someone  heavy  with  credentials  is 
likely  to  turn  off  his  young  audience.  We 
must  make  our  information  realistic  and  hu- 


manistic so  youth  will  relate  with  it  and 
use  it. 

These  are  the  challenges  of  Health  Edu- 
cation. 

Where  are  you  needed  in  your  community? 
An  excellent  way  to  define  this  is  The  Sur- 
vey of  Community  Health  Resources,  avail- 
able from  your  local  or  state  Community 
Health  Chairman.  This  concise  survey  will 
give  you  and  your  auxiliary  a picture  of  your 
health  community.  You  may  discover  some 
overlapping  and  many  unmet  needs.  You 
will  know  exactly  in  which  direction  to  move 
to  improve  things  locally. 

The  fine  Package  Programs  available 
from  the  AMA  can  get  you  moving.  Consid- 
eration might  be  given  to  a program  on  Teen- 
age Nutrition.  Pamphlets  are  available  and 
a workshop  in  your  high  school  can  bring 
interest  and  publicity  to  this  neglected  area. 

The  aim  in  building  sound  attitudes  about 
health  is  to  educate  people  away  from  ig- 
norance and  neglect  but  at  the  same  time 
try  to  avoid  turning  them  into  worriers,  hy- 
pochondriacs and  neurotics.  Sound  educa- 
tional programs  by  your  auxiliary  can  ac- 
complish this  aim.  Give  of  yourself  intelli- 
gently in  time,  talent,  resources  and  trans- 
portation. Improve  the  quality  of  your  own 
life. — Mrs.  Harvey  Randall,  State  Chair- 
man n 

:gc  % ♦ 

The  Auxiliary  page  which  appeared  in  the 
October,  1972  issue  was  ivritten  by  Mrs. 
Scott  Hendrev,  Legislative  chairman. 
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Medicare  now  requires  MDs  to  personally 
document  hospital  calls.  A hospital  rule  that 
physicians  are  to  visit  their  patients  daily 
will  not  be  considered  sufficient  evidence  of 
visits  made.  Acceptable  evidence  is  the  physi- 
cian’s progress  notes  on  the  hospital  record 
for  the  day  of  the  visit,  or  a nurse’s  note 
indicating  that  he  visited  the  patient  on  that 
day.  If  such  documentary  evidence  is  lack- 
ing, either  the  physician  or  the  patient  may, 
at  some  future  date,  be  forced  to  refund 
Medicare  payments  already  made. 

Michigan  Medical  Society  came  up  with  some 
interesting  figures.  In  1971  private  practi- 
tioners had  1.5  billion  patient  contacts,  a 
record  number  and  a 2 percent  increase  from 
1970.  Hospital  contacts  increased  5 percent, 
with  office  visits  declining  approximately  the 
same  amount.  Family  practitioners  saw  an 
average  of  21.8  patients  per  day  in  1970,  as 
compared  to  17.6  contacts  for  all  doctors. 
Pediatricians  registered  the  largest  number 
of  daily  contacts  as  24.3,  with  half  of  these 
under  the  age  of  2.  The  average  doctor  saw 
more  infective  and  parasitic  disorders  . . . 
up  13  percent,  disorders  of  bones  and  organs 
of  movement  ...  up  8 percent,  mental  dis- 
orders ...  up  5 percent,  and  neoplasms  . . . 
up  5 percent  than  ever  before. 

Federal  Employees  Health  Benefits  Pro- 
gram, administered  nationally  by  Blue  Cross- 
Blue  Shield,  will  see  a premium  rate  reduc- 
tion between  10  and  15  percent  next  year. 
Information  on  the  planned  reduction  fol- 
lowed news  that  the  program  expects  to  have 
a $64  million  surplus  in  1972.  Interestingly 
enough  Blue  Cross  and  Blue  Shield  had  asked 
for  a 34  percent  premium  rate  increase  last 
December.  The  Price  Commission  rolled  that 
request  back  to  22  percent  before  granting 
it. 

The  unfortunate  inclusion  of  chiropractors 
under  Medicare  when  Congress  passed  HR 
1 may  have  one  beneficial  effect.  For  many 
years  the  medical  profession  has  been  won- 
dering just  exactly  what  a “subluxation” 
really  was.  In  order  for  a chiropractor  to 
collect  Medicare  payments  he  must  limit  his 
therapy  to  manual  manipulation  of  the  spine 
in  order  to  correct  a “subluxation  demon- 
strated by  xray  to  exist”.  On  several  oc- 
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casions  chiropractors  have  been  asked  to 
view  the  same  xray  and  to  point  out  the 
subluxation,  if  there  was  one  on  it.  Seldom 
did  two  of  them  point  out  the  same  area. 

Hinting  that  national  health  insurance  may 
become  an  early  and  big  issue  in  the  93rd 
Congress,  Senator  Russell  B.  Long  (D-La.), 
Chairman  of  the  Senate  Finance  Committee, 
sharply  criticized  the  Kennedy-Labor  bill  on 
two  separate  occasions.  He  pointed  out  that 
if  such  a sweeping  bill  were  adopted,  it 
might  be  necessary  to  increase  income  taxes 
by  as  much  as  50  percent.  Long  said  that  any 
new  government  program  should  concentrate 
on  helping  people  who  can’t  help  themselves 
and  those  involved  in  catastrophic  situations. 
He  said  “There  simply  is  no  reason  to  fund 
federal  health  insurance  for  those  people  who 
can  afford  to  pay  their  own  way.” 

Oregon  physicians  will  elect  their  three  de- 
legates to  the  AMA  by  popular  ballot  start- 
ing next  fall.  OMA  members  have  chosen 
their  general  officers  by  mail  ballot  for  the 
past  two  years  and  is  the  second  state  society 
to  opt  for  direct  election  of  AMA  delegates. 
California  Medical  Association  was  the  first. 

A not  so  helpful  program  designed  to  cut 
Medicaid  abuse  has  actually  increased  hos- 
pitals’ costs  in  Illinois.  The  Illinois  Hospital 
Association  reports  that  a Hospital  Admis- 
sions and  Surveillance  Program  (HASP) 
was  instituted  to  reduce  costs  for  Medicaid 
patients  by  uncovering  unnecessary  admis- 
sions and  excessive  lengths  of  stay.  So  far 
this  program  is  costing  Cook  County  Hospital 
$4  in  administrative  costs  for  each  $1  saved. 
Other  Illinois  hospitals  report  similar  ex- 
periences. The  Illinois  Foundation  for  Medi- 
cal Care,  the  arm  of  the  Illinois  State  Medical 
Society  that  runs  HASP,  disputes  the  Hos- 
pital Association’s  finding.  □ 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 

When  it’s  mandatory  to  keep  the  post- 
coronary patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.  i.  d.  to  q.  i.  d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  ffttichinery. 

c5cV2\?fl2  Valium  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively.in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  child  bearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  10  mg  b.i.d.  to  q.i.d. 

Geriatric  or  debilitated  patients-.  2 to 
2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  2Vi  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  TOO  and  500.  All  strengths  also 
available  in  Tel-E-Dose®  packages 
of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Volume  65 — Number  1 2— December  1972 


+ 


J N jb 


IKLAHOMA  STATE  MEDICAL  ASSOCIATION 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive 


psychic  tension  and 


need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
atients  receiving  Valium  should 
e cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  anil  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children : 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Valium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


What  Oklahoma 

doctors  need, 

Malpractice 
Liability  Carrier 

that  won’t  fade 
when  troubl 
comes. 


This  means  the  up-to-date  carrier.  The  one  that’s  replete  with 
innovatians  and  new  developments  in  this  clouded,  sensitive  area  of 
liability  protection.  And  the  one  that  doesn’t  talk  malpractice  coverage 
just  to  get  a foot  in  the  door  for  every  other  kind  of  insurance. 

What  Oklahoma  doctors  need,  is  Casualty  Indemnity  Exchange, 
the  carrier  that  pioneered  the  modern  approach  to  malpractice  cover- 
and  the  carrier  geared  to  STAY  in  the  market. 


SECURITY  SINCE  1312 


CASUALTY  INDEMNITY  EXCHANGE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 


Contact  your  local  agent,  or 
L.  E.  Stoner,  Jr. 

4501  East  31st  Street  • Tulsa,  Okla.  74135 
(918)  747-8631  or 
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Diagnosis: 
Problem  Drinking 
R:  La  Hacienda 


The  staff  of  La  Hacienda,  in  Hunt, 
Texas,  has  a very  practical  defini- 
tion of  the  problem  drinker.  To 
them,  a person  is  having  difficulties 
when  he  (or  she)  discovers  that 
alcohol  interferes  with  his  (or  her) 
private  or  professional  life.  For 
such  people,  La  Hacienda  offers  a 
much-needed  private  treatment 
facility  for  alcoholism. 

La  Hacienda: 

Broad  Spectrum  Treatment 

Until  La  Hacienda,  those  willing 
and  able  to  pay  for  private  treat- 
ment of  drinking  problems  have 
had  few  places  to  go. 

La  Hacienda  of  fers  a broad-spec- 
trum program  designed  to  change 
the  life  style  of  the  problem  drink- 
er. Only  by  re-structuring  his  life  is 
any  long-term  recovery  possible. 

La  Hacienda: 

Residential  Treatment  Program 

Patients  check  into  La  Hacienda  for 
an  individually  determined  length 
of  time,  normally  four  weeks.  Dur- 


I^H/CI€N[X 

Hunt, Texas  78024 


ing  this  period,  they  will  re-learn  a 
more  healthful  life  style,  through 
habit,  attitude  and  goal  training. 
Techniques  for  this  period  of  re- 
flection include  individual,  group 
and  family  psychiatric  and  psycho- 
logical therapy,  as  well  as  complete 
medical  services. 

The  program  is  administered  by 


an  experienced  full-time  medical 
and  psychological  staff. 


La  Hacienda: 

PlaceTo  Relax  And  Re-Learn 

While  involved  in  therapy,  the 
patient  can  enjoy  the  complete 
recreational  facilities  of  the  treat- 
ment center.  These  include  swim- 


ming pool,  golf  course,  tennis  and 
riding  facilities  plus  outdoor  sports 
on  the  Guadalupe  River. 

Facilities  for  husband  and  wife  are 
available  and  each  patient  is  housed 
in  a motel-style  room. 

Comfortable  dining  facilities  and 
exceptional  cuisine  are  featured. 
Social  and  religious  activities  are 
regularly  scheduled. 

Thus,  the  patient  has  an  opportu- 
nity to  relax  within  a pleasant  en- 
vironment while  seeking  a solution 
to  his  problem. 

La  Hacienda:  A Shared  Concern 

Consultations  between  the  resident 
physician  and  the  referral  source 
are  an  integral  part  of  the  program. 
Clients  are  returned  to  their  com- 
munity with  appropriate  follow-up 
information  and  recommendations. 

La  Hacienda:  What  To  Do 

Please  use  the  coupon  below  to 
obtain  more  information  on  the 
detailed  program. 


La  Hacienda  Hunt,  Texas  78024 

Telephone  512-238-4222 

Please  send  me  more  information  on  the  facilities,  pro- 
grams of  treatment,  and  cost  at  La  Hacienda.  I under- 
stand there  is  no  obligation. 

Name 


Address, 
City 


State 


. Zip, 


co 

O 
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if  skin  is  infected, 
or  open  to  infection  ••• 

choose  the  topical  # 
that  gives  your  patient- 


abroad  antibacterial  activity  against 
susceptible  skin  invaders 
*«  lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

?SC(  )Sp(  )nil  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 


NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  aftercare,  and  pyogenic  dermatoses. 


Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  This  product  is  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  its  components. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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KilMESED®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED® 

antispasmodic/sedative/antiflatulent 

Each  cheicable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Saurnmalus  olxsus): 

'I’liis  southwestern  desert  lizard  seeks 
shelter  in  crevices  ol  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  liis  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size... 
thus  wedging  himself  tightly 
in  place  and  pres  eilting  capture. 
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Your  continuing  cooperation  with  the  American  Association 
of  Medical  Assistants  has  been  generous.  With  your 
support  our  organization  has  achieved  a membership  of 
14,000  medical  assistants  in  more  than  400  chapters  in 
45  states,  District  of  Columbia  and  Puerto  Rico. 

Since  our  first  organizational  meeting  15  years  ago,  we 
have  worked  toward  the  primary  goal  of  providing  educa- 
tional opportunities  to  the  medical  assistant  in  the 
doctor’s  office.  In  a short  decade  and  a half  the 
association  has: 

• Established  and  conducted  a certification  program  as  an  incen- 
tive to  self-education. 

• Developed  curricula  for  medical  assisting  programs  in 
hundreds  of  junior  and  community  colleges. 

• Carried  on  a continuing  education  program  for  medical  assistants 
through  seminars,  workshops  and  a professional  bi-monthly 
journal. 

• Published  career  materials  and  established  a scholarship  loan 
fund  to  help  recruit  future  medical  assistants. 

• Cooperated  with  AMA  in  public  relations  efforts  beneficial  to  the 
medical  profession  as  a whole. 

But  our  work  cannot  stop  here.  As  the  only  national 
association  for  medical  assistants,  AAMA  is  eager  to 
contribute  to  advancement  of  this  allied  health  field.  We 
would  like  to  share  our  educational  programs  with  all  of  the 
medical  assistants  across  the  nation.  But  to  do  this  we 
need  the  co-operation  of  many  more  physicians. 

If  your  medical  assistant  is  not  a member  of  AAMA,  please 
fill  out  this  coupon  today.  Her  greater  knowledge  of  medical 
assisting  will  be  your  reward. 

American  Association  of  Medical  Assistants 


I wish  to  inquire  about  membership  for  my  medical  assistant  in  the  Ameri- 
can Association  of  Medical  Assistants,  Inc.  Please  have  someone  send 
more  information  to: 

Name  — 

Business  Address  Phone 

(Street) 

City State Zip 

Member  of  county  medical  society:  Yes No 

County 

Name  of  Assistants:  Address: 


P.S.  AAMA  bylaws  provide  that  the 
association,  “is  not,  nor  shall  it  ever  be- 
come a trade  union  or  collective  bargain- 
ing agency." 


Clip  and  mail  to: 

American  Association  of  Medical  Assistants 

One  East  Wacker  Drive 
Chicago,  Illinois  60601 
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Oklahoma  State  Medical  Association 


Advertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 


Are  combination  drug  products 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs; 


Opinion 
Dialogu 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal" patients. 

There  is  no  doubt  that 
many  “atypical”  patients 
are  to  he  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihypertensives. al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know' 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. Flis  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  owm. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today's  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  de 
of  money.  I wish  we  coul 
agree  on  a “grandfath; 
clause-'  approach  to  prep; 
rations  that  have  been  in  u>- 
for  a number  of  years  an 
that  have  an  apparentl 
satisfactory  track  record. 

For  example,  I thin 
some  of  the  antibiotic  con 
binations  that  were  take 
off  the  market  by  the  FD 
performed  quite  well.  I ai 
thinking  particularly  c 
penicillin  - streptomvci 
combinations  that  patient 
— especially  surgical  p 
tients  — were  given  in  on 
injection.  This  made  fc 
less  discomfort  for  the  p; 
tient,  less  demand  o 
nurses’  time,  and  fewe 
opportunities  for  dosag 
errors.  To  take  such 
preparation  off  the  marke 
doesn't  seem  to  be  goo 
medicine,  unless  actual  u: 
age  showed  a great  deal  ( 
harm  from  the  injection 
(rather  than  the  prope 
use)  of  the  combination. 

The  point  that  should  b 
emphasized  is  that  ther 
are  both  rational  and  irra 
tional  combinations.  Th 
real  question  is,  who  shoul 
determine  which  is  which 
Obviously,  the  FDA  mus 
play  a major  role  in  mak 
ing  this  determination.  I 
fact,  I don't  think  it  ca 
avoid  taking  the  ultimat 
responsibility,  but  it  shouk 
enlist  the  help  of  outsid 
physicians  and  experts  ii 
assessing  the  evidence  an> 
in  making  the  ultimate  de 
cision. 


Oneol  a series 


Maker  of  Medicine 


W.  Clarke  Wescoe,  M.D. 
{’resident 


If  two  medications  are 
used  effectively  to  treat  a 
certain  condition,  and  it  is 
known  that  they  are  com- 
patible, it  clearly  is  useful 
and  convenient  to  provide 
them  in  one  dosage  form. 
It  would  make  no  sense,  in 
fact  it  would  be  pedantic, 
to  insist  they  always  be 
prescribed  separately.  To 
avoid  the  appearance  of 
pedantry,  the  “expert"  de- 
cries the  combination  be- 
cause it  is  a fixed  dosage 
form.  When  the  “expert" 
invokes  the  concept  of  fixed 
dosage  form  he  obscures 
the  fact  that  single-ingre- 
dient pharmaceutical  prep- 
arations are  also  fixed 
dosage  forms.  By  a singular 
semantic  exercise  he  im- 
plies a pejorative  meaning 
to  the  term  “fixed  dose" 
only  when  he  uses  it  with 
respect  to  combinations. 
What  is  ignored  is  the  sim- 
ple fact  that  only  in  the 
rarest  of  circumstances 
does  any  physician  attempt 
to  titrate  an  exact  thera- 
peutic response  in  his  pa- 
tient. It  is  quite  possible 
that  some  aches  and  pains 
will  respond  to  500  mg.  of 
aspirin  yet  that  fact  does 
not  militate  against  the  us- 
ual dose  being  650  mg. 

The  other  semantic  ploy 
often  called  into  play  is  to 
describe  a combination 
product  as  rational  or  irra- 
tional. 

Take  antibiotic  mixtures, 
the  source  of  much  of  the 
criticism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
he  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argumenf  for 
combinations  appears  to  be 
irrefutable.  In  1971.  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  onanafional 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product's  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold"  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Not  too  little,  not  too  much, 
but  just  right! 


"Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolale 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 


Additional  information  available 
to  the  prolession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Adolescence 

0 Adolescence,  0 adolescence, 

1 wince  before  thine  incandescence. 

Thy  constitution  young  and  hearty 
Is  too  much  for  this  aged  party. 

Thou  standest  with  loafer-flattened  feet 
Where  bras  and  funny  papers  meet. 

When  anxious  elders  swarm  about 
Crying  “Where  are  you  going?”  thou  an- 

swerest  “Out,”  . . . 

. . . Ah,  well,  I must  not  carp  and  cavil. 

I’ll  chew  the  spinach,  spit  out  the  gravel, 
Remembering  how  my  heart  has  leapt 
At  times  when  me  thou  didst  accept. 

Still,  I’d  like  to  be  present,  I must  confess, 
When  thine  own  adolescents  adolesce. 

— Ogden  Nash 

“No  longer  children  and  not  yet  adults,” 
adolescents  are  a group  which  has  often 
been  neglected  medically.  Although  it  is  true 
that  certain  medical  conditions  occur  fre- 
quently during  the  adolescent  years,  this  is 
not  the  reason  why  the  pediatrician,  general 
practitioner  and  the  internist  should  seek 
to  learn  more  about  and  develop  more  in- 
terests in  adolescence.  The  chief  reason  is 
that  adolescents  differ  physiologically,  de- 
velopmentally  and  psychologically  from 
children  and  adults.  These  differences  should 
be  understood  and  remembered.  Physicians 
have  been  taught  less  about  adolescence  than 
about  any  other  age  group.  Less  research 
has  been  devoted  to  their  disorders,  and  little 
special  consideration  has  been  given  them 
in  regard  to  health  care,  facilities  or  social 
and  mental  development.1 

For  the  above  reasons,  an  Adolescent  Unit, 
the  first  of  its  type  in  the  state,  was  estab- 
lished in  1969  at  the  Children’s  Memorial 
Hospital,  University  of  Oklahoma  Health 
Sciences  Center.  This  clinic  provides  com- 
prehensive evaluation  for  adolescents  by 
utilizing  the  talents  of  staff  members  from 
various  departments  of  the  Health  Sciences 
Center. 

In  this  issue,  Doctor  Harriet  Coussons, 
Director  of  the  Adolescent  Unit  at  the  Chil- 
dren’s Memorial  Hospital,  discusses  certain 
clinically  important  aspects  of  adolescent  de- 
velopment as  observed  in  the  Adolescent 
Clinic.  As  she  points  out,  adolescence  is  a 
process — a series  of  varied,  rapid  and  ex- 
tensive changes — as  well  as  a period  of  life. 
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Adolescence  is  characterized  by  a series  of 
biochemical,  anatomical  and  mental  changes 
that  are  not  found  in  members  of  other  age- 
groups.  It  encompasses  the  age  range  of 
about  10  to  20  years.  At  some  time  between 
ten  and  14  years,  individual  girls  and  boys, 
each  according  to  his  own  growth  pattern, 
begin  to  develop  evidence  of  adulthood.  At 
some  point  between  16  and  20  years,  each 
one’s  rate  of  maturation  will  have  markedly 
decelerated.  In  the  intervening  years,  an 
adolescent  may  experience  various  transient 
difficulties,  which,  while  hardly  to  be  con- 
sidered abnormal,  may  nevertheless  affect 
his  health,  behavior  and  efficiency.  It  is  these 
rapid,  extensive  changes  that  differentiate 
adolescents  from  children  and  from  adults 
and  that  must  be  taken  into  account  when 
adolescents  and  their  health  problems  are 
being  given  attention.  Social  factors,  too, 
since  many  of  the  changes  are  closely  re- 
lated to  them,  need  careful  consideration.2 

Adolescence,  as  a state  in  the  physiological 
and  psychological  development  of  the  indi- 
vidual, is  a well-recognized  entity  in  medical, 
legal  and  educational  contexts.  On  the  other 
hand,  adolescence  has  achieved  the  status  of 
a subculture  in  United  States  society  only 
since  about  1950.  Its  origins,  however,  date 
back  at  least  as  far  as  the  1920’s,  the  period 
of  “flaming  youth,”  but  probably  no  fur- 
ther back  than  World  War  I.  Webster’s  Dic- 
tionary, first  edition,  1901,  does  not  include 
the  term  “teen-age.”  The  revised  second 
edition,  1947,  contains  the  adjective  “teen- 
age” but  not  the  noun  “teen-ager.”  Thus 
the  teenage  culture  as  a unique,  definable 
phenomenon,  although  its  roots  go  deep  into 
United  States  soil,  is  a product  of  the  special 
forces  and  influences  of  the  mid-20th  cen- 
tury.3 

There  are  several  misunderstood  features 
about  adolescence.  Adolescence  and  puberty 
are  not  the  same.  By  actual  definition,  ado- 
lescence is  a time  of  physiologic  growth,  a 
period  which  comprises  nearly  half  of  the 
growing  time  in  humans.  Puberty  desig- 
nates an  arbitrary  point  in  adolescence  in 
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the  continuum  of  maturation,  the  menarche 
in  girls,  and  a somewhat  less  clearly  defined 
event  occurring  approximately  two  years 
later  in  boys.  Adolescence  has  it  beginnings 
about  the  age  of  ten  years  in  girls  and 
twelve  years  in  boys.  The  end  of  adolescence 
is  not  clearly  delineated  and  varies  with  the 
physical,  emotional,  mental,  social  or  cul- 
tural criteria  which  define  the  adult.  Pu- 
bescence, which  is  the  time  during  which 
secondary  changes  such  as  pubic  hair  appear, 
is  not  clearly  demarcated  as  to  length,  but  it 
seems  to  run  about  two  to  three  years.  Pre- 
pubescent  changes  precede  the  first  secon- 
dary sex  changes  of  adolescence  and  are  in- 
tegral parts  of  maturation,  not  simply  pre- 
paratory ones. 

During  early  adolescence,  the  levels  of 
various  hormones  increase  rapidly  from 
their  childhood  levels,  growth  is  accelerated 
and  secondary  sexual  characteristics  develop. 
These  changes  mark  the  onset  of  puberty 
and  usher  in  the  post-pubertal  period  of  ma- 
turation. The  sequence  in  which  they  occur 
varies  little  from  one  adolescent  to  another, 
but  the  age  at  which  they  begin,  the  age  at 
which  the  adolescent  reaches  an  adult  state, 
and  the  rate  and  extent  of  growth  all  vary 
considerably.  This  is  true  not  only  between 
the  sexes  and  between  persons  of  differing 
ethnic  groups  and  cultures,  but  also  between 
normal  persons  of  the  same  sex  and  similar 
backgrounds  and  opportunities.  Girls  us- 
ually begin  to  mature,  and  also  achieve  ma- 
turity about  two  years  earlier  than  boys, 
while,  on  the  average,  the  physical  growth  of 
boys  is  greater  than  that  of  girls. 

“At  first  the  little  boy  was  short  and 
fat  and  the  little  girl  was  long  and  thin, 
then  the  little  girl  became  round  and 
chubby  while  the  little  boy  grew  lanky 
and  wiry.  This  was  because  the  little 
girl  used  to  sit  very  quiet  and  be  good 
and  the  little  boy  used  not.” 

James  Stephen’s  description  of  these  two 
young  adolescents  emphasizes  the  fact  that 
adolescence  is  not  a static  but  an  ever-chang- 
ing process.4  The  reasons  he  assigns  for 
the  difference  between  the  boy  and  girl  may 
not  be  the  true  ones,  but  we  should  remem- 
ber that  growth  and  development  in  ado- 
lescence must  be  considered  separately  for 
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boys  and  girls.  Some  parameters  of  growth 
differ  in  boys  and  girls  from  early  infancy. 
Boys  on  the  average  are  larger  than  girls 
from  birth  to  the  prepubescent  period,  and 
their  deciduous  teeth  erupt  somewhat  earlier. 
They  have  slightly  less  subcutaneous  fat 
during  the  middle  years  of  childhood  and  a 
slightly  higher  basal  metabolic  rate  when 
referred  to  body  surface.  Boys  and  girls 
have  much  the  same  degree  of  motor  activ- 
ity and  coordination  until  the  age  of  seven 
or  eight  years,  but  by  nine  years,  while  still 
preadolescent,  boys  move  ahead  of  girls  in 
some  motor  skills.  By  contrast,  the  acqui- 
sition of  permanent  dentition,  another  pre- 
adolescent growth  feature,  is  earlier  in  girls 
than  in  boys.5 

Physicians  as  a whole  have  not  given  ado- 
lescents the  care  that  they  have  given  to 
children  and  adults.  Yet  the  future  effec- 
tiveness of  these  young  people  depends  in 
no  small  part  on  the  care  given  them  during 
the  formative  years  of  adolescence. 

Although  the  numerical  size  of  the  ado- 
lescent group  is  in  itself  no  more  than  a 
minor  reason  for  increasing  the  attention 
given  to  the  group,  it  is  worthy  of  mention 
that,  in  the  age-group  15  to  19  years  alone, 
there  are  already  some  300  million  ado- 
lescents in  the  world,  and  it  has  been  pre- 
dicted that  these  numbers  will  increase  rap- 
idly during  the  next  few  years.2 

One  reason  for  the  comparative  neglect 
of  adolescents  is  that  they  are  generally  re- 
garded as  being  healthy.  It  is  true  that  their 
morbidity  and  mortality  rates  are  low  and 
that  adolescence  can  claim  comparatively 
few  medical  disorders  as  exclusively  its  own. 
However,  certain  medical  problems  in  the 
endocrine,  nutritional,  and  dermatologic 
spheres  are  peculiar  to  this  long  interval  of 
physiologic  stress  and  psychologic  change. 
However,  improvement  of  the  health  of  ado- 
lescents and  of  the  social  conditions  that  af- 
fect them  adversely  should  be  a matter  of 
general  concern.  Moreover,  many  of  the  dis- 
orders peculiar  to  them,  such  as  acne,  gyne- 
comastia, menstrual  disturbances,  slipped 
femoral  epiphysis  and  certain  emotional  dif- 
ficulties, are  far  from  insignificant,  and  the 
rates  of  sickness,  injury  and  death  among 
adolescents  are  still  considerable. 

However,  it  is  not  only  because  of  these 
considerations  that  adolescents  should  be 
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given  an  increased  amount  of  attention  and 
that  physicians  and  all  health  personnel 
should  be  trained  to  understand  them  more 
fully.  The  compelling  reason  is  that  ado- 
lescents differ  physiologically  and  psycho- 
logically from  children  and  adults.  The  ma- 
jority of  the  medical  problems  of  the  ado- 
lescent stems  fundamentally  from  the  devel- 
opmental process.  It  is  only  when  the  phy- 
sician considers  the  adolescent  in  this  con- 
text will  it  be  possible  to  take  adequate  ac- 
count of  such  factors  as  the  rapid  growth 
of  adolescents,  their  high  degree  of  activity, 
the  interrelationship  of  their  growth  and 
their  endocrine  systems,  and  their  require- 
ments for  a healthy  personality  develop- 
ment. Recognition  of  the  wide  range  of  nor- 
mal variation  in  developmental  patterns  and 
appreciation  of  the  adolescent’s  reactions 
contribute  much  to  the  solution  of  these 
problems.  It  is  essential  also  to  bear  in  mind 
the  great  influence  of  the  adolescent’s  child- 
hood environment  on  his  health  and  person- 
ality and  the  effect  of  any  remedial  meas- 
ures on  his  future  as  an  adult.2 

The  vast  majority  of  adolescent  units  are 
under  the  direction  of  departments  of  pedi- 
atrics.6 This  is  no  surprise  since  the  prob- 
lems of  adolescence  are  in  the  main  related 
to  problems  of  development,  the  most  im- 
portant influence  during  a person’s  life- 


time and  one  with  which  the  pediatrician  is 
intimately  concerned.  The  care  of  adolescents 
has  important  advantages  for  the  pediatri- 
cian. It  extends  the  study  of  the  natural 
history  of  many  disorders  by  increasing  the 
length  of  time  they  can  be  observed.  A great- 
er understanding  and  a truer  picture  of  re- 
tarded growth,  epiphyseal  injury,  eczema, 
epilepsy,  learning  disabilities,  diabetes,  val- 
vular heart  disease  and  a host  of  other  con- 
ditions can  be  achieved  if  one  has  the  oppor- 
tunity of  observing  their  course  to  adult- 
hood. Attention  to  adolescence  can  result  in 
personal  gratification  to  physicians  in  other 
disciplines.  Harris  D.  Riley,  Jr.,  MD  □ 


Appreciation  is  expressed  to  Cindy  Gah- 
ring  and  Voni  Sharp  for  preparation  of 
manuscript. 
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PHYSICIANS7  PHOTOGRAPHY  CONTEST 

Rules  are  now  being  completed  for  a Physicians’  Photography  Con- 
test to  be  held  during  the  1973  OSMA  Annual  Meeting  to  be  held  in  Tulsa, 
April  26th-28th. 

All  OSMA  photographers  are  urged  to  begin  planning  now  to  enter 
this  competition.  Merchandise  certificates  will  be  awarded  as  prizes 
for  first,  second  and  third  place  winners  in  two  categories — color  and 
black  and  white. 

Details  will  be  announced  in  the  near  future.  □ 
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Almost  everyone  who 
has  taken  pen  in  hand  in 
the  last  month  has  tried 
to  explain  or  to  explain 
away  the  overwhelming 
landslide  victory  of  Rich- 
ard Nixon.  I am  pre- 
pared to  offer  my  opin- 
ion, my  only  qualifica- 
tion being  that  I am  one 
of  45  million  Americans  who  concur  on  this 
issue. 

I think  we  all  agree  that  the  American 
Dream  has  been  betrayed.  The  American 
Dream,  simply  stated,  is  that  those  who  are 
willing  to  work  should  have  more  of  the  good 
things  of  life  than  those  who  don’t.  Also, 
that  we  are  each  responsible  for  our  own 
acts  and  should  reap  the  good  or  evil  there- 
of. And,  that  equality  as  guaranteed  under 
the  Constitution  means  only  equality  of  op- 
portunity, not  equal  distribution  of  the  gross 
national  product.  And,  that  our  great  na- 
tion was  built  on  the  above  concepts.  Above 
all,  that  this  great  nation  does  not  belong  to 
us  to  give  away  to  our  enemies  within  or 
without.  It  was  handed  down  to  us  and  it 
represents  the  blood  and  guts  of  our  fore- 
fathers and  in  turn  the  blood  and  guts  of 
most  of  us. 

The  American  people  realized  that  the 
greatest  opportunity  to  recapture  the  Ameri- 
can Dream  was  to  give  Richard  Nixon  a 
mandate  to  return  to  the  fundamentals  of 
U.  S.  democracy  and  to  sink  forevermore 
the  scandals  of  big  government  that  have 
been  foisted  upon  us  by  the  likes  of  Mc- 
Govern. 

A BIG  JOB  IS  AHEAD  FOR  NIXON: 

a.  To  reverse  the  trend  of  the  U.  S.  Su- 
preme Court  by  appointing  justices  who  un- 
derstand the  American  Dream,  and  who  can 
avoid  the  pitfalls  of  the  Cadillac  Liberals, 
who  seem  to  believe  that  it  is  more  impor- 
tant to  be  of  some  specific  race  or  creed 
than  it  is  to  be  an  American. 

b.  To  reinstitute  the  death  penalty  for 
crimes  which  deserve  it.  I cannot  think  of  any 
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more  deserving  than  Speck,  who  brutally 
murdered  seven  student  nurses  in  Chicago 
and  was  reprieved  by  Supreme  Court  decree. 
These  girls  before  being  put  to  death  were 
not  advised  of  their  constitutional  privileges 
nor  were  they  given  a chance  to  appeal  to 
a higher  court,  although  Speck  was  accorded 
these  chances. 

c.  To  completely  revise  the  justice  sys- 
tem which  has  consistently  relied  on  nit- 
picking for  30  years  so  that  no  justice  is 
likely  to  emerge  from  the  American  judicial 
system. 

d.  To  advise  all  minority  groups  that 
they  are  no  longer  minority  groups.  They 
are  part  of  us,  and  they  are  either  for  us  or 
against  us.  If  these  minority  groups  want 
something  they  will  have  to  work  for  it  like 
the  rest  of  us  do. 

e.  To  reverse  the  gestapo  tactics  and  in- 
timidations of  the  Internal  Revenue  Service, 
whose  basic  premise  refutes  every  value  of 
the  Constitution.  Internal  Revenue  Service 
exists  on  the  basis  that  every  man  is  guilty 
until  proven  innocent. 

f.  To  abolish  big  government  spending 
through  a re-evaluation  of  every  federal 
program.  To  abolish  the  idea  that  the  gov- 
ernment knows  better  how  to  spend  a work- 
ing man’s  income  than  the  man  who  earns 
it.  Why  should  one  man  slave  to  rent  an 
apartment  and  be  taxed  to  help  pay  the  rent 
of  a drone  next  door? 

g.  To  stop  penalizing  success  by  taxation 
at  every  turn  of  the  road,  ad  valorum,  in- 
come, auto,  etc.  The  penalties  for  success 
are  the  opposite  of  the  American  Dream. 

h.  To  focus  attention  on  the  lessons  of 
Korea  (30,000  Americans  dead)  and  Viet- 
nam (50,000  American  dead).  To  notify  the 
world,  friends  and  foes  alike,  that  the  United 
States  will  never  enter  another  war  with  a 
no-win  policy.  If  we  are  going  to  make  an 
omelette,  we  wall  have  to  break  some  eggs, 
whose  eggs  depends  on  who  shares  our  in- 
terest in  freedom  for  Americans  and  all  the 
peoples  of  the  world. 

i.  To  notify  all  draft  dodgers,  who  re- 
nounced American  citizenship  by  leaving 
for  Canada  when  our  country  was  at  war, 
that  they  can  keep  on  going.  Who  needs 
them?  We  certainly  do  not. 

j.  To  inform  the  5%  unemployed  that  if 

(Continued  on  Page  494) 
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Clinically  Important  Aspects  of 
Adolescent  Development:  A Brief  Review 


HARRIET  W.  COUSSONS,  MD 

The  adolescent  patient  may  come  to 
his  physician  with  questions  reflecting 
deep  concern  with  the  processes  of 
development.  This  review  presents 
a few  answers  to  those  questions. 

The  BITTERSWEET  experience  of  grow- 
ing up  is  perhaps  a greater  challenge  today 
than  at  any  time  in  history.  Much  has  been 
written  about  the  adolescent  and  his  prob- 
lems, old  and  new.  Physiologic  development 
is  only  part  of  the  process  of  maturation 
but  a very  important  one,  particularly  to 
the  adolescent  who  compares  himself  to  his 
peers  and  wonders:  “Am  I normal?” 

The  physician  who  cares  for  adolescent 
patients  is  in  a unique  position  to  practice 
the  art  of  medicine.  It  is,  perhaps,  more 
important  with  this  age  group  than  with 
any  other  to  take  time  to  listen,  examine,  and 
counsel  the  individual.  Here  is  an  excellent 
opportunity  to  practice  preventive  medicine. 
In  order  to  adequately  answer  the  adoles- 
cent’s question,  “Am  I normal?”  it  is  im- 
portant that  the  physician  keep  in  mind 
clinically  significant  features  of  develop- 

From  the  Department  of  Pediatrics  and  the  Adolescent  Unit, 
Children's  Memorial  Hospital,  University  of  Oklahoma  Health 
Sciences  Center.  Oklahoma  City,  Oklahoma. 
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ment.  The  purpose  of  this  paper  is  to  pro- 
vide a brief  review  of  these  aspects. 

ONSET  OF  ADOLESCENCE 

Many  gaps  exist  in  our  knowledge  of  the 
initiation  of  hormonal  events  leading  to  the 
adolescent  growth  spurt.  Much  research  has 
been  done  in  this  area  but  what  sets  off  the 
hypothalamic  “alarm  clock”  and  stimulates 
the  release  of  gonadotropins  from  the  pitui- 
tary (or  releases  inhibition  on  them)  re- 
mains unknown.  Recently  techniques  to 
identify  gonadotropins  (luteinizing  hormone 
and  follicle  stimulating  hormone)  have  been 
improved  and  levels  have  been  detected  in 
prepubertal  children  which  increase  two  to 
three  times  with  adolescent  development. 
The  gonadotropins  stimulate  the  develop- 
ment of  the  gonads  and  their  hormones  which 
are  principally  responsible  for  the  adoles- 
cent growth  spurt  as  well  as  the  development 
of  secondary  sex  characteristics.  Growth 
hormone,  insulin,  adrenocorticosteroids,  and 
thyroid  are  also  important  in  the  growth 
process  but  little  is  known  of  their  function- 
al inter-relationships.1 

THE  SECULAR  TREND 

There  is  good  evidence  that  the  onset  of 
puberty  is  occurring  earlier  with  each  gen- 
eration, a phenomenon  referred  to  by  some 
authors  as  the  “secular  trend.”  Young  peo- 
ple are  maturing  faster  physically  and  are 
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taller  and  heavier  than  their  mothers  and 
fathers.  It  is  estimated  that  the  average 
boy  will  be  as  much  as  one  inch  taller  and 
ten  pounds  heavier  than  his  father  and  the 
average  girl  may  begin  menses  ten  months 
earlier  than  her  mother.  Several  authors 
have  postulated  that  human  heterozygosity 
resulting  from  the  mixing  of  isolated  popu- 
lations with  the  coming  of  the  industrial 
revolution  is  responsible  for  the  trend  to- 
ward earlier  maturation.2  Many  factors  in- 
fluence growth  and  development  including 
health,  nutrition,  and  living  conditions.  With 
many  environmental  problems  under  con- 
trol, genetic  differences  become  more  evi- 
dent and  are  felt  to  be  the  main  determin- 
ants of  timing,  rate,  and  appearance  of  de- 
velopmental characteristics. 

EVALUATING  THE  ADOLESCENT  PATIENT 

In  assessing  adolescent  development  the 
clinician  has  at  least  two  aids.  The  bone  age, 
based  on  the  appearance  of  calcifying  cen- 
ters and  degrees  of  fusion  of  the  epiphyses, 
gives  an  indication  of  true  physiologic  age 
which  reflects  the  patient’s  stage  of  develop- 
ment more  accurately  than  the  chronologic 
age.3  Standards  have  been  established  by 
which  an  individual’s  future  height  may  be 
predicted  using  the  bone  age  and  height.4 
Rating  scales  based  on  the  appearance  of  the 
external  genitalia  have  been  devised  for  both 
girls  and  boys.  Such  aids  are  particularly 
useful  in  evaluation  of  the  male,  since  there 
is  no  handy  marker  of  full  sexual  maturity 
comparable  to  the  menarche  in  the  female.5 

FEMALE  DEVELOPMENT 

Girls  usually  are  two  years  ahead  of  boys 
in  development.  The  adolescent  growth  spurt 
starts  at  seven  to  eight  years  in  girls  and  is 
characterized  by  increased  deposition  of 
subcutaneous  fat  and  more  rapid  enlarge- 
ment of  the  skeleton.  The  pelvis  widens 
and  becomes  gynecoid  in  shape  in  response 
to  estrogenic  stimulation.  Development  of 
the  breasts  begins  at  age  eight-ten  years 
with  projection  of  the  nipple  which  is  soon 
followed  by  a button  of  gland  tissue  pal- 
pable under  the  areola.  There  is  consider- 
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able  variation  in  breast  development  but  the 
adult  form  is  attained  by  most  girls  by  onset 
of  menses. 

Pubic  hair  generally  appears  at  the  time 
of  breast  development  but  may  precede  or 
follow  it.  Hair  first  appears  on  the  mons 
veneris;  the  female  escutcheon  is  generally 
present  by  menarche  but  hair  growth  may 
continue  for  several  years. 

Sexual  maturity  is  heralded  by  the 
menarche  which  is  now  occurring  between 
the  ages  of  121/2  to  13  years  in  the  USA. 
This  event  is  primarily  regulated  by  genetic 
factors  and  may  normally  occur  as  early  as 
eight  years  or  be  delayed  until  18  years. 
Several  authors  believe  that  the  girl  of  16 
years  with  primary  amenorrhea  deserves 
clinical  investigation  because  of  the  “secu- 
lar trend.”6 

Following  menarche,  menses  are  general- 
ly anovulatory  for  the  first  year  and  may 
occur  irregularly.  However  ovulation  may 
occur  anytime  following  menarche  or  even 
before  menarche.  Several  cases  of  preg- 
nancy occurring  before  the  first  menstrual 
period  have  been  reported.6 

Androgens  are  felt  to  be  the  primary 
stimulus  for  somatic  growth  in  the  pubertal 
girl  while  estrogens  are  responsible  for  the 
development  of  secondary  sex  characteris- 
tics and  maturation  of  the  skeleton.  The 
peak  growth  period  for  girls  occurs  about 
one  year  preceding  menarche  (approximate- 
ly age  12-13  years)  during  which  a girl  may 
grow  from  three  to  five  inches  in  a year. 
Following  menarche  the  rate  of  growth 
slows  and  a girl  may  or  may  not  grow  two 
to  three  inches  before  epiphyses  fuse  by  age 
17  years. 

The  appearances  of  other  characteristics, 
such  as  axillary  hair,  vary  a good  deal.  The 
appearance  of  axillary  hair  may  precede  or 
follow  menarche  by  several  months.  Andro- 
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gens  produce  deepening  of  the  voice  during 
female  pubertal  development,  but  the  change 
is  less  marked  and  more  gradual  than  in 
boys.  Androgens  are  also  responsible  for 
acne  and  apocrine  secretions  which  occur 
during  a girl’s  pubertal  development. 

Besides  irregular  menses,  other  variations 
may  occur  in  the  course  of  normal  develop- 
ment which  may  cause  a great  deal  of  con- 
cern to  the  young  girl.  Occasionally  breast 
development  is  asymmetrical.  A padded  bra 
and  reassurance  that  breast  development 
does  continue  throughout  adolescence  in  re- 
sponse to  estrogen  and  progesterone  are 
helpful.  In  some  individuals,  hair  appears 
on  the  breasts,  abdomen,  upper  thighs  or 
face.  Generally  such  patterns  of  hair  growth 
are  familial,  but  if  masculinization  occurs, 
such  as  enlargement  of  the  clitoris,  endo- 
crine studies  are  indicated. 

MALE  DEVELOPMENT 

As  with  girls,  there  is  a fairly  wide  range 
of  normal  in  timing  of  onset  of  adolescent 
development  in  boys.  The  process  of  de- 
velopment is  clinically  manifested  by  tes- 
ticular enlargement  at  age  10  to  13V2  years. 
This  is  followed  by  the  appearance  of  pubic 
hair  about  the  base  of  the  penis.  During 
this  time  boys,  as  well  as  girls,  have  increased 
subcutaneous  fat  which  in  boys  is  generally 
lost  with  the  growth  spurt.  Approximately 
a year  following  initial  testicular  growth, 
penile  and  skeletal  growth  accelerate.  Height 
may  increase  three  to  six  inches  per  year 
during  the  peak  growth  period  at  the  aver- 
age ages  of  14  to  15  years.  Following  this 
peak,  growth  slows  but  continues  until  17 
to  18  years.  Some  individuals  may  continue 
to  grow  into  their  early  twenties.  Full  de- 
velopment of  muscle  mass  and  strength  oc- 
curs approximately  two  years  following 
maximal  skeletal  growth. 

With  the  maturation  of  the  testes  and  de- 
velopment of  the  seminal  vesicles,  prostate, 
and  bulbo-urethral  glands,  ejaculation  and 
nocturnal  emissions  occur  at  the  average  age 
of  14  years.  Production  of  viable  sperm  oc- 
curs at  the  average  age  of  15  to  16  years.5 

Secondary  sex  characteristics  continue  to 
develop  as  the  individual  matures.  Axillary 
hair  appears  approximately  two  years  after 
initial  pubic  hair  and  is  soon  followed  by 
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facial  and  body  hair.  The  voice  break  usual- 
ly occurs  fairly  late  in  development  and  is 
correlated  with  peak  skeletal  and  penile 
growth.  It  is  related  to  rapid  growth  of  the 
cricoid  and  arytenoid  cartilages  under  the 
influence  of  testosterone.  This  hormone  also 
specifically  influences  cartilage  which  re- 
sults in  increased  width  of  the  shoulders. 

It  should  be  kept  in  mind  that  there  is  a 
wide  range  of  normal,  particularly  in  the 
timing  of  developmental  onset.  The  growth 
spurt  may  begin  between  IOV2  and  16  years 
and  end  between  13  and  17  V2  years.  Thus, 
at  certain  points  in  time,  particularly  at  ages 
13,  14  and  15  years,  boys  of  the  same  chron- 
ologic age  may  be  at  different  stages  of  de- 
velopment with  some  ending  and  others  only 
beginning  the  process  of  sexual  maturation. 
Similar  variations  occur  in  girls.  This  is  of 
concern  to  individuals  of  both  sexes  but 
may  be  more  psychologically  damaging  to  a 
young  man. 

Another  aspect  of  normal  development 
which  may  concern  the  male  is  physiologic 
gynecomastia  which  occurs  during  the  peak 
growth  period.  Firm,  slightly  tender  nodules 
may  be  palpable  under  one  or  both  nipples 
in  at  least  a third  of  normal  adolescent  males. 
This  is  a transient  phenomenon  probably 
related  to  estrogen  output  from  the  testis 
and  disappears  within  12  to  18  months.  If 
the  patient  is  obese  or  has  fatty  deposits 
with  the  gland  enlargement,  breast  config- 
uration may  be  psychologically  damaging 
and  surgical  removal  should  be  considered. 
Other  causes  of  gynecomastia  should  be 
ruled  out. 

The  following  case  history  presents  such 
a case  in  more  detail : A 13-year-old  white 
male  came  to  the  Adolescent  Clinic  at  the 
Children’s  Memorial  Hospital  for  a “check- 
up.” He  was  slightly  obese,  had  begun  de- 
velopment approximately  one  year  prior  to 
his  clinic  visit,  and  was  greatly  concerned 
that  he  was  developing  breasts  and  “turning 
into  a girl.”  He  was  a good  student.  He  was 
relatively  inactive  and  did  not  participate 
in  sports  but  preferred  reading  and  other 
sedentary  tasks  as  well  as  cooking  and  house- 
work. Past  medical  history  and  review  of 
systems  were  unremarkable.  On  physical 
examination  he  appeared  as  a slightly  obese, 
well-developed,  adolescent  male.  No  abnor- 
malities of  the  head,  eyes,  ears,  nose  and 
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throat  were  noted.  Cardiovascular  and  ab- 
dominal findings  were  within  normal  lim- 
its. Breast  development  consisted  of  2.0  cm 
and  2.5  cm  firm,  slightly  tender,  well-circum- 
scribed plaques  under  the  nipple  on  the  left 
and  right  respectively  with  a small  amount 
of  fat  base.  Examination  of  the  genitalia 
revealed  normal  penis  and  testes  approxi- 
mately one-half  adult  size,  with  a moderate 
amount  of  pubic  hair.  A buccal  smear  was 
negative.  It  was  felt  that  the  patient  had 
physiologic  gynecomastia  with  anxiety  ac- 
centuated by  his  rather  feminine  behavior 
patterns  and  lack  of  male  identification.  He 
was  reassured  of  his  physical  normality  and 
encouraged  to  restrict  his  eating  and  par- 
ticipate actively  in  more  sports.  It  was 
also  suggested  that  loose  fitting  shirts  rath- 
er than  tee  shirts  would  make  the  “breasts” 
less  obvious.  A year  following  the  initial 
visit  the  patient  had  grown  five  inches  and 
appeared  more  muscular.  “Breasts”  had 
disappeared,  obesity  was  no  longer  a prob- 
lem, and  the  patient  found  himself  enjoying 
basketball  and  other  masculine  pursuits. 

Many  adolescents  are  unaware  of  this 
transient  breast  enlargement  but  may  have 
it  called  to  their  attention  after  some  trauma. 
Pathological  entities  should  be  ruled  out. 
Biopsy  is  not  indicated  in  the  usual  case. 
Reassurance  of  normalcy  is  important  to  the 
patient,  and  in  this  case,  knowledge  of  the 
patient’s  behavior  was  helpful  in  under- 
standing and  advising  him. 

The  second  case  history  illustrates  how 
aspects  of  development  may  interact  with 
long  standing  attitudes  and  produce  psycho- 
logical symptoms.  A 14-year-old  Caucasian 
girl  came  to  Adolescent  Clinic  with  com- 
plaints of  painful  menstrual  periods.  Me- 
narche  had  occurred  at  12  years,  menses 
were  regular,  occurred  every  28  days  and 
lasted  five  days.  Initially  there  was  mild 
cramping  for  the  first  two  or  three  days; 
by  six  months  before  being  seen  in  clinic, 
the  pain  had  become  so  severe  that  the  pa- 
tient missed  two  to  three  days  of  school 
monthly.  The  patient  had  very  little  diffi- 
culty during  summer  vacation.  A general 
review  of  systems  was  unremarkable  except 
for  pollen  allergies.  Findings  on  general 
physical  examination  including  a pelvic  ex- 
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amination  were  within  normal  limits.  The 
patient  appeared  relieved  when  told  of  her 
normalcy  and  asked  several  questions  re- 
lated to  development  and  pregnancy.  The 
mother,  who  accompanied  the  patient,  vol- 
unteered that  the  “best  thing”  that  had  ever 
happened  to  her  was  a hysterectomy  which 
had  been  preceded  by  many  gynecologic 
complaints.  This  added  to  our  suspicion  of 
a psychological  problem.  It  was  felt  that 
subconsciously  the  patient  looked  on  men- 
struation and  the  feminine  role  as  something 
painful  and  somewhat  mysterious.  The 
school  was  also  feared  as  an  area  for  devel- 
opment of  male-female  relationships  with 
which  she  felt  she  could  not  cope.  The  pa- 
tient received  supportive  therapy  from  a 
clinical  psychologist  and  was  seen  in  clinic 
from  time  to  time.  She  returned  to  school, 
had  progressively  fewer  problems  with 
cramps,  and  became  more  accepting  of  her 
adult  role.  Great  cultural  and  individual 
significance  is  placed  on  the  menarche,  but 
frequently  girls  are  not  well  prepared  for 
this  milestone.  Lack  of  a healthy  model  of 
female  sexuality,  coupled  with  insufficient 
basic  information,  contributed  to  this  young 
lady’s  fears.  She  responded  well  to  counsel- 
ing and  reassurance  of  her  normalcy. 

Discussing  questions  concerning  develop- 
ment is  one  way  in  which  the  physician  may 
establish  rapport  with  the  adolescent.  Gen- 
erally, young  people  are  flexible  and  the 
prognosis  for  managing  certain  physical 
and  emotional  problems  is  better  at  this  age 
than  later.  Adolescent  patients  need  a phy- 
sician who  will  listen  and  take  an  interest 
in  them.  □ 

The  help  of  Janet  Short,  Judy  Kelley,  and 
Marlynn  Likens  is  acknowledged. 
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, seen  one, 
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really  seen 
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The  following  patient  profiles  represent 
typical  clinical  situations,  but  do  not 
necessarily  represent  actual  cases. 


Age  22,  previously  normal  menses 
with  occasional  menorrhagia.  Now 
on  a sequential  O.C.  for  four  months 
Complains  of  heavy  flow, 
occasional  intracyclic  bleeding, 
edema,  tender  swollen  breasts. 

Indicates  estrogen  excess. 

1st  choice:  Switch  to  a com- 
bination 50-mcg -estrogen  O.C. 
(such  as  Demulen*). 


Age  21.  short,  mammose,  with 
normal  menses,  some  acne  Was  put 
on  prenuptial  regimen  of  50-mcg - 
estrogen/moderate-progestogen 
0 C for  two  months.  Now  has 
increased  acne. 

Indicates  metabolic  production 
of  androgen  or  relative  estrogen 
deficiency 

1st  choice:  Switch  to  a 100-mcg- 
estrogen  combination  (such  as 
Enovid-E  or  a sequential). 

\ 


Age  25,  average  frame,  poor 
complexion  No  problem  with  menses, 
normal  para  1 On  a low-estrogen/ 
high-progestogen  O.C.  for  two 
years  Now  complains  of  scanty 
flow,  decreased  libido,  depression. 

Indicates  probable  buildup  of 
progestogen-related  side  effects. 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen, 
less  progestational  activity 
(such  as  Ovulen*) 


Age  19,  small  breasts,  minor 
hirsutism,  oily  hair  and  skin. 

History  of  metrorrhagia,  skipped 
or  scanty  menses.  New  user. 

Indicates  androgenic  excess  or 
estrogen  deficiency  (fertility 
is  suspect). 

1st  choice:  An  estrogen-dominant 
O.C  (such  as  Enovid-E  ) 


Unmasked,  physiologically  and  anatomically,  they’re  not  all  the 
same.  A basic  difference  lies  in  their  hormone  profiles.  One  may 
secrete  too  much  estrogen,  another  not  enough. ..or  perhaps  too  much 
androgen;  the  vast  majority  would  fit  somewhere  into  the  broad  center 
spectrum. 


Although  the  profiles  described  below  may  not  be  completely 
predictive,  in  optimal  O.C.  selection,  the  estrogen-progestogen  activity 
ratio  should  be  carefully  matched  to  the  patient  profile.  Searle  offers 
you  O.C.s  in  a range  not  only  suitable  for  your  patients  in  the  balanced 
center  spectrum,  but  also  adaptable  to  the  patient  with  another  type 
of  hormone  profile. 


Age  25,  tall,  slender,  athletic, 
with  flat  chest.  On  a progestogen- 
dominant  50-mcg.-estrogen  0 C. 

Has  recurrent  trichomoniasis 
and  Monilia. 

Indicates  estrogen  deficiency  and 
excess  of  progestogen  in  current  O.C. 

1st  choice:  Switch  to  a com- 
bination pill  with  100  meg 
estrogen  and  less  progestational 
activity  (such  as  Enovid-E*  or 
Ovulen  ora  sequential). 


Oral  contraceptives  are  complex  medications.  Among  the 
commonly  reported  adverse  reactions  are:  intracycle  bleeding,  fluid 
retention,  tender  or  swollen  breasts,  exacerbation  of  acne  condition, 
changes  in  libido,  amenorrhea  while  on  medication  and  upon 
discontinuance,  nausea,  leg  cramps,  headaches,  weight  gain.  Therefore, 
after  reference  to  the  prescribing  information,  oral  contraceptives 
should  be  prescribed  with  care. 

*Note:  In  some  patients  any  level  of  exogenous  estrogen  or 
progestogen  may  produce  symptoms  of  excess  hormone  activity. 


Age  23,  “Miss  America"  figure, 
previously  normal  menses,  healthy 
skin  and  hair.  On  a 50-mcg  - 
estrogen  pill  for  four  months. 
Complains  of  intracyclic  bleeding. 

Indicates  probable  need  for 
more  estrogen. 

1st  choice:  Switch  lo  a center- 
spectrum  0 C with  more  estrogen 
and  moderate  progestogen 
dominance  (such  as  Ovuleif 


Age  21,  college  senior,  average 
build.  On  highly  progestogen- 
dominant/low-dose-estrogen  O.C. 
for  six  months..  Now  complains  of 
amenorrhea,  between-cycle 
headaches,  weight  gain. 

Indicates  probable  progestogen 
excess. 

1st  choice:  Switch  to  a center- 
spectrum  pill  (such  as  Ovulen  ) 


Age  27,  slightly  overweight, 
multiparous  Nausea  with  all  three 
pregnancies  and  with  a sequential 
O.C  three  years  ago.  Has  pre- 
menstrual fluid  retention  and 
leg  cramps 

Indicates  probable  excess  of 
estrogen 

1st  choice  A 50-mcg. -estrogen/ 
progestogen-dominant  pill 
(such  as  Demulen;) 


a family  of  O.C.  products  to  help  you  match 
the  right  pill  to  the  right  patient 


Ovulen  Demulen 

Each  white  tablet  contains  Each  white  tablet  contains 

ethynodiol  diacetate  1 mg  /mestranol  0 1 mg.  ethynodiol  diacetate  1 mg  /ethinyl  estradiol  50  meg. 

Each  pink  tablet  in  Ovulen-28*and  Demulen*-28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH  and  the  luteinizing 
hormone  (LH). 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products  Both  types  provide  almost  completely 
effective  contraception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
pnmate  animal  species  in  mult  Dies  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas  These  data  cannot  be  transposed  directly  to  man 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis  ' Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  inthe  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives  There  have  been 
three  principal  studies  in  Britain13  leading  to  this  conclusion,  and  one4  in  this 
country  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll  ' was  about  sevenfold  while  Sartwell  and  associates4  in  the 
United  States  found  a relative  risk  of  44  meaning  that  the  users  are  several 
times  as  ikely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration  The  American  study  was  not  designed  to  evaluate 
a difference  between  products  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated. it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 

A small  traction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions-The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  ver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len.  Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen. 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation,  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginarii,  nonfunctional  causes  should  be  borne  in  mind  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives The  mechanism  of  this  decrease  is  obscure  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids 
Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions  neuro-ocular  lesions,  e g retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
malcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion'  change  in  weight 
(increase  or  decrease)  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum.  cholestatic  |aundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted, 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching 
The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives hepatic  function  increased  sulfobromophthalein  retention  and  other 
tests,  coagulation  tests  increase  in  prothrombin  Factors  VII,  VIII,  IX  and  X; 
thyroid  function  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values:  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners  Oral  Contracep- 
tion and Thrombo-Embolic  Disease.  J Coll. Gen  Pract  13 267-279 (May'  1967 
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Disease  A Further  Report,  Brit.  Med.  J 2651-657  (June  14)  1969  4.  Sartwell, 
P E Masi.  A T Arthes,  F G . Greene  G R . and  Smith.  H E Thromboem- 
bolism and  Oral  Contraceptives  An  Epidemiologic  Case-Control  Study,  Amer. 
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Iatrogenic  Lithium  Poisoning: 

A Case  Report  With  Necropsy  Findings 


A.  JAY  CHAPMAN,  MD 
GILLIAN  LEWIS,  BSc* 

Even  a carefully-monitored  patient  on 
lithium  carbonate  may  apparently  exhibit 
sudden  unexpected  rise  in  serum 
lithium  to  toxic  levels.  Once  toxicity  is 
established,  the  changes  are  appar- 
ently not  reversible  by  present  means. 
Autopsy  findings  are  nonspecific. 


INTRODUCTION 

LlTHIUM  WAS  apparently  first  used  as 
a drug  in  1859  in  the  treatment  of  gout.1 
Although  the  bromide  salt  of  lithium  was 
later  used  as  an  anticonvulsant  and  sedative, 
the  major  application  of  lithium  ion  as  a salt 
substitute  (lithium  chloride)  for  patients 
on  low  sodium  diets  came  about  in  the  1940’s. 
Many  serious  reactions  and  even  deaths  re- 
sulted from  this  often-uncontrolled  and/or 
indiscriminate  use.2  3-4'5  6 Since  1949,  when 
it  was  employed  by  Cade7  in  the  treatment 
of  mania  it  has  been  the  subject  of  much 
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debate  concerning  its  efficacy,  specificity, 
indications  and  toxicity. 

Several  deaths  have  been  reported  from 
its  use  as  a part  of  neuropsychopharmaco- 
logical  drug  even  under  the  conditions  of  ap- 
parently careful  observation  and  control. 
The  following  case  is  one  of  the  fortunately 
few  fatalities  as  yet  observed  in  England. 

CASE  REPORT 

A 41-year-old  white  woman  was  admitted 
to  hospital  A on  22  April  1969,  for  treat- 
ment of  an  exacerbation  of  “longstanding” 
schizophrenia.  Initial  physical  findings  were 
normal  and  she  was  treated  with  Largactil 
and  lithium  carbonate  (1200  mg  daily). 
Frequent  determinations  of  blood  lithium 
levels  were  within  “therapeutic  range.” 

On  9 August  1969  she  became  mildly  fe- 
brile and  was  “noted  to  be  unwell.”  All  med- 
ications were  discontinued  and  on  11  Au- 
gust the  patient  was  transferred  to  hospital 
B with  the  provisional  diagnosis  of  menin- 
gitis. She  was  stuporous  and  exhibited  gen- 
eralized extrapy  rami  dal  rigidity,  tremor, 
and  severe  twitching. 

On  13  August,  the  laboratory  at  hospital 
C reported  that  the  lithium  level  from  serum 
obtained  on  11  August  was  4.6  mEq/1,  the 
previous  lithium  level  on  5 August  having 
been  1.2  mEq/1.  A diagnosis  of  lithium  in- 
toxication was  made  and  intravenous  in- 
fusions of  sodium  and  potassium  were  be- 
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Li+ 

Na+ 

K+ 

BUN 

Date 

(mEq/1) 

(mEq/1) 

(mEq/1) 

(mg%) 

11-8-69 

4.6 

149 

3.8 

13-8-69 

3.0 

142 

4.4 

13-8-69  (CSF) 

1.4 

136 

4.2 

14-8-69 

32 

15-8-69 

1.9 

16-8-69 

1.7 

146 

4.4 

12 

17-8-69 

0.8 

152 

5.0 

16 

18-8-69 

0.5 

150 

5.0 

19-8-69 

0.2 

150 

5.2 

TABLE  I.  Lithium,  sodium,  and  potassium  levels. 
The  values  given  are  from  serum  unless  otherwise 
noted. 

(CSF  = Cerebrospinal  Fluid) 

gun.  The  serum  lithium  level  fell  progres- 
sively as  shown  in  Table  I.  The  serum  so- 
dium, potassium,  and  BUN  levels  are  also 
presented  in  this  table. 

In  spite  of  the  decreasing  lithium  levels, 
the  patient  remained  comatose  and  followed 
a progressively  deteriorating  course  with 
grand  mal  seizures  and  status  epilepticus 
controlled  with  Valium  and  paraldehyde.  On 
17  August,  chest  roentgenographs  indicated 
bronchopneumonia,  and  ampicillin  therapy 
was  begun.  Her  course  continued  unaltered 
and  she  died  on  22  August  1969. 

Postmortem  examination  revealed  a nor- 
mally developed  but  moderately  obese  white 
female  with  general  visceral  passive  hyper- 
emia and  pulmonary  edema.  There  was  no 
finding  of  significance  in  the  central  nerv- 
ous system  either  grossly  or  microscopical- 
ly, and  no  bronchopneumonia  was  present. 
The  kidneys,  although  unremarkable  gross- 
ly, were  partly  autolyzed  and  had  interstitial 
edema.  In  addition,  the  epithelium  of  the 
convoluted  tubules  in  many  areas  was  ne- 
crotic, (Figs  1 & 2).  The  extent  of  this  ne- 
crosis was  difficult  to  assess  completely  be- 
cause of  the  autolytic  changes  which  had  oc- 
curred postmortem.  Postmortem  tissue 
lithium  levels  are  presented  in  Table  II. 


Dry  Wt  Wet  Wt 


Brain 

6.5 

2.1 

Liver 

9.4 

3.4 

Kidney 

9.3 

3.7 

Muscle 

2.2 

0.6 

Blood 

0.3 

TABLE  II.  Postmortem  tissue  lithium  levels.  The 
values  are  given  for  both  wet  and  dried  tissues  (ex- 
cept blood)  and  are  expressed  in  mEq/kg. 
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Figure  I.  Lower  power  photomicrograph  of  kidney. 
The  tubular  pattern  is  intact  and  the  interstitial  edema 
is  prominent. 


Figure  2.  Higher  power  photomicrograph  of  kidney. 
The  interstitial  edema  is  striking  and  both  the  auto- 
lytic and  necrotic  changes  can  be  seen  in  the  convoluted 
tubules. 

METHODS 

The  serum  lithium  was  measured  by  flame 
emission  spectroscopy  utilizing  a Hilger  and 
Watts  “Atomspek”  atomic  absorption  spec- 
trometer at  670.5  mu.  The  serum  was  di- 
luted 1/10  and  compared  with  standards  of 
lithium  carbonate  ranging  from  0.25  mEq/1 
to  2.0  mEq/1.  The  standards  were  similarly 
diluted  1/10  and  contained  sodium  and  po- 
tassium in  concentrations  equivalent  to  that 
in  serum.  Whole  blood  submitted  for  lithium 
content  determination  was  treated  with  an 
equal  volume  of  10%  trichloroacetic  acid  to 
precipitate  the  proteins.  The  treated  blood 
was  centrifuged  and  the  supernate  was  di- 
luted 1/5  and  analyzed  in  the  same  manner 
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as  the  diluted  serum.  When  necessary,  low 
values  were  checked  by  incorporating  an 
internal  standard. 

The  postmortem  tissues  (kidney,  liver, 
brain,  muscle)  were  treated  as  described  for 
brain  tissue  by  Shaw,  et  aV  The  tissues 
were  dried  in  platinum  crucibles  at  104°  C 
overnight  and  then  ashed  at  620°  C over- 
night. The  residue  was  dissolved  in  five  ml 
of  aqua  regia  by  heating  gently  in  a fume 
cupboard  for  twenty  minutes.  The  solution 
was  diluted  to  15  ml,  neutralized  with  0.1  N 
KOH  and  then  analyzed  as  for  serum. 

It  should  be  noted  that  all  determinations 
upon  this  patient — both  ante-  and  postmor- 
tem— were  performed  on  the  same  equip- 
ment in  the  same  laboratory  by  the  same 
personnel.  It  has  been  the  personal  experi- 
ence of  the  authors  that  there  is  consider- 
able variation  in  determinations  from  lab- 
oratory to  laboratory,  presumably  due  to 
the  fact  that  serum  lithium  levels  are  not 
commonly  determined  in  most  clinical  lab- 
oratories and  therefore  the  laboratory  per- 
sonnel are  not  adept  in  performance  of  the 
procedures. 

DISCUSSION 

With  the  increasing  administration  of 
lithium  carbonate  as  a therapeutic  agent  in 
manic-depressive  psychosis,  and  as  prophy- 
laxis against  recurrent  depression  and  man- 
ic-depressive attacks,  it  has  become  of  great 
importance  to  investigate  the  possible  toxi- 
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cological  consequences  which  may  be  oc- 
casioned by  its  use.  A comprehensive  list 
of  toxic  manifestations  has  been  presented 
by  Gershon  and  Yuwiler8  and  includes  symp- 
toms and  signs  involving  practically  all  or- 
gan systems.  The  patient  in  the  present  case 
exhibited  stupor  progressing  to  coma,  muscle 
hyperirritability,  and  finally,  epileptiform 
seizures  and  death. 

The  serum  lithium  level  in  this  case  was 
monitored  apparently  regularly  and  dutifully 
over  the  period  of  approximately  four  months 
during  which  a constant  daily  dosage  of 
1200  mg  lithium  was  administered.  It  is 
important  to  note  that  the  rise  in  serum 
lithium  occurred  acutely  without  warning 
and  was  not  apparently  due  to  an  acute  over- 
dose. Although  remotely  possible  that  the 
patient  may  have  concealed  a supply  of  lith- 
ium unknown  to  attendants,  no  evidence  of 
this  was  found.  The  lithium  value  was  1.2 
mEq/1  on  5 August  1969,  and  by  8 August 
1969,  had  increased  to  4.6  mEq/1.  The  rea- 
son (s)  for  the  sudden  increase  is  (are)  not 
known.  It  is  known,  however,  that  at  serum 
levels  of  more  than  1.5  mEq/1  toxic  symp- 
toms occur  in  some  cases.  In  fact,  levels  of 
1.3-1. 5 mEq/1  have  been  reported  to  cause 
nausea  in  normal  individuals.10  Levels 
greater  than  1.5  mEq/1  have  been  shown  to 
cause  symptoms  of  nausea  and  anorexia  or 
of  drowsiness  leading  to  giddiness,  tremor 
and  ataxia.  At  the  stage  when  the  lithium 
concentration  was  4.6  mEq/1  she  was  in 
coma  which  did  not  reverse  despite  pro- 
gressive lowering  of  the  serum  levels. 

A case  in  which  similar  clinical  findings 
occurred  with  a serum  lithium  level  of  3.7 
mEq/1  has  been  presented  in  The  Lancet 11 
and  despite  heroic  measures  to  reduce  the 
lithium  content  of  the  serum,  no  change  was 
produced  in  the  patient’s  status  and  she  died. 

The  patient  in  the  present  case  had  no 
chronic  renal  disease,  and  since  the  princi- 
pal route  of  elimination  of  lithium  is  renal,12 
the  consideration  of  kidney  function  is  an 
important  one.  The  observed  kidney  lesions 
(necrosis  of  tubular  epithelium  and  inter- 
stitial edema)  were  acute  and  mav  have  rep- 
resented a direct,  toxic  effect  of  lithium  ion. 
Although  significance  in  relation  to  the  le- 
sions observed  is  not  known,  it  is  interesting 
to  note  that  lithium  levels  of  kidney  and 
liver  were  higher  than  those  of  any  other 
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organ  analyzed  postmortem  and  were  con- 
siderable even  though  the  drug  had  not  been 
administered  during  the  last  fourteen  days 
of  life.  In  addition,  there  is  considerable 
disparity  between  the  levels  in  the  tissues 
and  in  the  blood  (Table  II). 

CONCLUSIONS  AND  SUMMARY 

A fatal  case  of  iatrogenic  lithium  poison- 
ing is  presented  together  with  the  postmor- 
tem findings.  The  following  conclusions  ap- 
pear warranted : 

1.  Lithium  levels  may  rise  suddenly  for 
unexplained  reasons  and  without  warning 
in  a carefully  monitored  patient  and  produce 
rapidly  toxic  manifestations,  even  though 
the  patient  has  been  on  a fixed  dosage  for 
a fairly  long  period  of  time.  The  remote 
possibility  of  the  patient  taking  additional 
lithium,  unknown  to  attendants,  was  con- 
sidered, but  no  evidence  for  such  an  occur- 
rence was  found. 

2.  It  is  suggested  that,  whatever  the 
pathologic  changes  produced  by  lithium  may 
be,  they  are  irreversible  by  present  therapy 


and  ultimately  lead  to  the  death  of  the 
patient. 

3.  Postmortem  findings  in  this  case  sug- 
gest that  lithium  may  have  a toxic  effect  on 
the  renal  tubular  epithelium. 

4.  It  would  appear  from  the  present  case 

and  from  the  literature  that  lithium  is  a 
drug  that  is  potentially  dangerous  and  should 
be  used  with  caution.  □ 
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they  do  not  wish  to  participate  in  the  great- 
est economic  boom  in  world  history7,  then 
they  should  not  grumble  about  the  good  for- 
tune of  those  who  do.  (Today’s  newspaper 
offered  399  ads  for  jobs  and  10  people  look- 
ing for  work.)  So  who  is  unemployed,  per- 
haps those  who  are  too  heavy  for  light  work 
and  too  light  for  heavy  work? 

k.  To  revise  the  Welfare  program  to  em- 
phasize rehabilitation  and  discontinue  sub- 
sidizing perpetual  poverty. 

l.  To  devise  a military  capability  of  wea- 
pons and  trained  men  that  is  unequaled  in 
the  world.  To  announce  to  those  of  our  en- 
emies who  would  attack  us  that  they  will 
surely  get  a taste  of  our  steel  from  which 
they  wrill  never  recover. 
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m.  When  the  above  is  accomplished,  to 
build  more  super  highways,  improve  the 
educational  system,  and  encourage  business 
expansion. 

n.  To  leave  alone  the  greatest  health  sys- 
tem in  the  world  except  to  subsidize  medical 
education  and  expand  medical  research. 

Then,  having  accomplished  the  above,  sit 
back  and  enjoy  the  building  of  a great  civili- 
zation that  should  last  1,000  years  or  until 
the  people  are  deluded  into  accepting  another 
George  McGovern  and  his  reverse  psy- 
chology. □ 
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Health  Care  in  the  Cherokee  Seminaries, 
Asylums  and  Prisons:  1851-1906 
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Treatment  and  prevention  of  intermit- 
tent fever,  pneumonia,  consumption, 
typhoid  and  itch,  as  u 'ell  as  management 
of  insanity,  confronted  and  baffled 
physicians  before  the  age  of  miracle  drugs. 


The  CHEROKEE  PEOPLE,  even  prior 
to  the  removal  from  their  homes  in  the 
southeast  to  the  territory  that  is  now  Okla- 
homa, held  a long  partnership  with  political 
turbulence,  disease,  and  death.  Approxi- 
mately four  thousand  Cherokees  died  in 
events  related  to  the  “Trail  of  Tears”  during 
1838  and  1839.  The  bloody  fratricide  pre- 
ceding and  during  the  Civil  War  added 
staccato  emphasis  to  this  painful  experi- 
ence. 

During  the  interval  between  removal  and 
Oklahoma  statehood  in  1907,  the  Cherokee 
leaders  sought  to  bring  peace,  stability,  and 
prosperity  to  their  people.  Various  institu- 
tions— schools,  an  orphanage,  prison  and  in- 
sane asylum — were  established  and  admin- 
istered by  the  National  Council  of  the  Chero- 
kee Nation. 

While  much  has  been  written  concerning 
the  politics  and  governmental  development 
of  the  Cherokee  Nation  after  removal  to  In- 
dian Territory,  there  is  a paucity  of  infor- 
mation pertaining  to  the  standards  of  health 
in  the  nation  during  this  period.  A recent 
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paper  elucidated  the  general  organizational 
aspects  of  the  medical  profession  and  licen- 
sure by  the  Cherokee  authorities  in  Indian 
Territory.1  The  present  intent  is  to  supple- 
ment the  limited  knowledge  of  the  general 
public  health  of  from  twenty  to  twenty-five 
thousand  citizens  by  examining  the  records 
of  the  medical  care  delivered  in  the  Cherokee 
national  institutions.  Because  these  insti- 
tutions enjoyed  the  support  and  participa- 
tion of  many  segments  of  the  Cherokee  cit- 
izenry, an  attempt  toward  an  analysis  of  dis- 
ease entities,  their  prevalence,  and  treatment 
modalities  will  be  pursued. 

The  Male  and  Female  Seminaries,  the  na- 
tional high  schools,  were  established  by  an 
Act  of  the  Cherokee  National  Council  on 
November  26,  1846.  The  Male  Seminary,  lo- 
cated near  Tahlequah,  and  the  Female  Semi- 
nary, three  miles  southeast  of  Tahlequah  at 
Park  Hill,  opened  in  May  1851. 2- 3 

Doctor  and  Mrs.  Elizur  Butler,  mission- 
aries of  the  American  Board,  served  as  resi- 
dent stewards  at  the  National  Female  Semi- 
nary for  the  first  three  years.  Doctor  Butler 
had  practiced  as  a medical  missionary  in  the 
Cherokee  Nation  East.  After  he  served  as 
physician  with  one  of  the  removal  parties  in 
1838-39,  Chief  John  Ross  designated  him  Na- 
tional Physician  in  the  new  territory.  But- 
ler resumed  duties  in  a mission  station  prior 
to  his  appointment  at  the  Cherokee  semi- 
nary. The  published  letters  to  the  missionary 
board  gave  details  only  about  his  pastoral 
functions  at  missions  and  the  female  semi- 
nary, although  he  continued  to  practice  med- 
icine.2' 4' 5 There  were  no  formal  arrange- 
ments for  the  provision  of  medical  care  at 
the  seminaries  before  the  Civil  War,  and  no 
medical  reports  have  come  to  light  among 
the  papers  of  the  Cherokee  Nation. 
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Economic  difficulties  forced  the  suspen- 
sion of  the  high  schools  in  1857  and  during 
the  chaotic  Civil  War  years  they  remained 
closed.  The  Female  Seminary  was  reopened 
in  1872.  and  the  Male  Seminary  a few  years 
later.  As  the  size  of  the  seminaries  grew, 
so  did  the  health  requirements.  From  the 
sketchy  records,  it  is  deduced  that  there 
were  no  formal  arrangements  for  health 
care  in  the  seminaries  prior  to  1877.  E.  Poe 
Harris,  MD,  of  Tahlequah,  was  often  called 
upon  to  attend  sick  individuals  at  the  in- 
stitutions. 

In  1876,  Walter  Thompson  Adair,  MD, 
wrote  Dennis  Wolf  Bushyhead,  the  treasur- 
er of  the  Cherokee  Nation,  about  the  pro- 
posed position  of  medical  superintendent  at 
the  seminaries.  Adair  was  a former  Con- 
federate surgeon  and  had  been  a fellow  mem- 
ber with  Bushyhead  of  the  first  class  to 
graduate  from  the  Male  Seminary  in  1854. 
He  belonged  to  an  old  Cherokee  family  whose 
influence  probably  reached  its  zenith  in  the 
post-Civil  War  period.  His  brother,  William 
Penn  Adair,  represented  the  Cherokee  Na- 
tion at  Washington  with  considerable  abilitv 
and  unbiased  fairness  to  the  political  divi- 
sions among  his  fellow  citizens.6’7  Walter  T. 
Adair  was  graduated  from  St.  Louis  Medical 
College  in  1858  and  plaved  a conspicuous 
role  in  the  m°dical  administration  of  the 
Cherokee  Nation  in  the  1870’s  to  1890’s.1’ n 
Adair’s  letter  to  Bushyhead,  dated  March  1, 
1876,  follows:10 

I understand  that  the  ‘Board  of  Education’  con- 
venes on  the  15th  Inst,  to  dispose  of  Business  con- 
nected with  the  Two  high  Schools — Male  & Female, 
at  Tahlequah.  I have  also  been  informed  that  a 
Medical  Officer,  or  ‘Superintendent’  for  the  two 
said  Schools  will  also  be  provided  at  that  time.  I 
will  be  glad,  if  vou  will  do  me  the  honor  of  ten- 
dering that  appointment  to  me,  with  a salary  com- 
mensurate with  the  honor  and  responsibility  of  the 
place.  In  view  of  the  fact  that  the  duties  of  this 
Superintendency  wi'l  embrace  the  ‘clinical  medi- 
cine’ of  both  Institutions,  I should  think  you  could 
find  yourselves  able  to  allow  a Salary  of  One 
Thousand  Dollars  per  annum,  I believe  the  salary 
of  each  one  of  the  Superintendents  of  these  two 
Schools  is  One  Thousand  Dollars — and  I submit 
that  the  Medical  Officer’s  w'ho  attends  both  Institu- 
tions, ought  to  be  the  same.  Dr.  [Felix  H. ] Mc- 
Nair informs  me  that  unless  it  is  extremely  healthy 
this  year  his  pay  of  Eight  Hundred  Dollars  will  not 
cover  his  actual  Expenses  [McNair  was  physician 
to  the  Cherokee  Orphan  Asylum,  which  commenced 
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operation  during  1872  ] .X1-  12  We  ought,  it  is  believed, 
to  extend  our  patronage  to  native  talent  where 
we  can  do  so,  and  attain  the  necessary  qualifica- 
tions and  ability.  . . . 

On  November  22,  1876,  the  Cherokee  Na- 
tional Council  passed  an  act  providing  for 
a medical  superintendent  to  the  seminaries. 
The  incumbent  was  required  to  reside  at  the 
Female  Seminary,  practice  medicine  solely 
within  the  confines  of  the  two  seminaries, 
and  deliver  an  annual  report  to  the  National 
Council  in  November  of  each  year.  With  the 
exception  of  1880,  1882  and  1902,  copies  of 
the  annual  reports  from  1877  to  1903  were 
located  in  The  Cherokee  Advocate  or  in  other 
files  at  manuscript  depositories. 

During  his  first  year  as  superintendent 
Adair  faced  many  obstacles,  such  as  proper 
sick  rooms.  He  reported  that  in  December 
1876,  “the  sick,  especially  those  of  the  ‘Pri- 
mary Departments’  faired  poorly;  frequent- 
ly from  two  to  three  sick  patients  being 
compelled  to  share  the  comforts  of  a single 
bed,  taking  their  chances,  in  a room  often 
with  from  ten  to  fifteen  noisey  room-mates.” 
By  January  1877,  rooms  at  each  seminary 
large  enough  for  12  to  15  patients  had  been 
set  apart  for  the  sick  primary  children.13 

During  the  month  of  March,  measles  af- 
flicted many  and  resulted  in  five  of  the  seven 
deaths  at  the  two  seminaries  in  1877.  In- 
termitting and  remitting  fevers  accounted 
for  a large  portion  of  the  reported  806  ill- 
nesses during  the  year.  Doctor  Adair  ex- 
pressed the  fear  that  any  serious  epidemic 
'occurring  in  the  Cherokee  Nation  would 
surely  involve  the  seminary  students.  There- 
fore, he  suggested  “the  propriety  of  erecting 
. . . a small  hospital,  (one  at  each  place) 
for  the  accommodation  of  the  sick  of  both 
Departments — (Primaries  and  Boarders)  — 
A frame  Building,  removed  some  two  or 
three  hundred  feet  from  the  main  building 
containing  two  separate  wards  would  an- 
swer all  practicable  purposes  . . . There 
might  also  be  added  suitable  rooms  for  an 
office,  and  rooms  for  the  medical  Superin- 
tendent & family.”13 

In  1877-78,  the  incidence  of  measles  de- 
creased, a fact  which  Adair  attributed  to 
“ . . . the  use  of  disinfectants  and  other 
precautionary  measures.”  During  this  year 
the  total  of  716  diagnoses  included:  pneu- 
monia 50,  pleurisy  23,  scrofula  5,  pulmonary 
consumption  1,  and  phthisis  1.  Of  the  five 
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deaths,  four  were  attributed  to  pneumonia. 13 
Since  the  deaths  of  these  adolescents  oc- 
curred from  April  to  October,  it  is  possible 
that  the  etiologic  agent  was  the  tubercle 
bacillus  rather  than  the  pneumococcus. 

The  medical  superintendent’s  duties  em- 
phasized the  importance  of  preventive  med- 
icine. In  his  1878  report,  Adair  listed  four 
imperatives  to  secure  good  health  for  the 
students.  First,  he  wanted  a national  law 
prohibiting  the  attendance  at  the  Seminaries 
of  children  who  were  ill  or  recently  exposed 
to  infectious  diseases.  Secondly,  he  again 
wanted  a separate  building  at  each  of 
the  seminaries  to  serve  as  a hospital.  A sick 
nurse  was  requested  to  serve  at  the  female 
seminary  because  “the  young  ladies  require 
it — the  physician  cannot  always  question 
them  as  he  would  like:  modesty  prevents 
. . .”  Lastly,  Doctor  Adair  suggested  that 
the  boarders  remain  at  the  seminaries  con- 
tinuously for  ten  months  as  a means  of  re- 
ducing the  incidence  of  intermittent  fever. 
Since  the  Tahlequah  district  was  relatively 
free  of  “malarial  influences,”  the  proposed 
schedule  would  benefit  those  pupils  from 
other  less  healthful  areas.13 

The  year  1878  was  additionally  important 
since  Adair  assumed  responsibility  for  the 
health  care  of  the  Cherokee  National  In- 
sane Asylum,  taking  over  from  Doctor  E. 
Poe  Harris,  who  had  served  the  institution 
during  its  first  year  of  operation.  The  Home 
for  the  Insane,  Deaf,  Dumb  and  Blind  of  the 
Cherokee  Nation  was  opened  March  1,  1877, 
primarily  as  a refuge  for  the  disabled  with- 
out close  kinfolk.  During  1878,  the  census 
varied  from  20  to  23,  and  only  one  inmate 
died,  from  scrofula.  Few  palliative  efforts 
toward  treatment  of  the  mentally  ill  were 
available.  Cages  were  used  to  restrain  the 
more  violent  inmates.  Health  care  at  this 
institution  pertained  primarily  to  physical 
health.10 

In  1879,  a total  of  813  illnesses  were  treat- 
ed at  the  seminaries.  Adair  noted  the  “pre- 
vailing Types  of  Disease  during  the  present 
year  have  been  the  same  at  the  two  Semi- 
naries. They  have  been  mostly  of  that  char- 
acter known  as  Malarious — and  requiring  a 
liberal  use  of  ‘Sulfate  of  Quinine’  and  other 
‘anti-periodics.’  ” 

There  were  three  deaths  during  the  year. 
Two  Mayes  brothers  died  from  relapses  of 


“pneumonia,”  and  on  January  17,  1879,  John 
R.  Vann,  the  superintendent  of  the  Chero- 
kee Male  Seminary  died  of  “Congestion  of 
the  Brain,  Complicated  with  Congestion  of 
the  Liver.”  Superintendent  Vann’s  illness 
was  a protracted  one.  Payment  vouchers  in- 
dicate he  received  nursing  care  for  20  weeks 
at  $5.00  per  week.10  Shortly  after  this  death, 
a controversy  arose  concerning  Doctor 
Adair’s  handling  of  the  case,  and  he  replied 
to  his  critics  in  the  national  newspaper.  The 
charges  of  neglect  and  of  administering 
“poisonous  medicines  to  Mr.  Vann  in  a man- 
ner unauthorized  by  common  sense  and  un- 
supported by  competent  authority”  were 
based  on  the  supposition  that  Doctor  Adair 
had  given  large  doses  of  Veratrium  repeated- 
ly after  “the  sedative  effect  on  the  ‘arterial 
system’  had  been  obtained.”14  Veratrium  al- 
kaloids were  frequently  prescribed  in  the 
nineteenth  century.  Recently,  the  anti-hyper- 
tensive action  has  received  much  pharma- 
cologic study,  but  the  scant  margin  of  safety 
between  the  therapeutic  and  toxic  manifes- 
tations is  now  clearly  recognized.15 

Doctor  Adair  included  in  the  1879  report 
a recommendation  that  the  seminaries  intro- 
duce programs  of  graded  exercises  as  a 
means  of  improving  health.  He  suggested 
“such  exercises  as  are  calculated  to  expand 
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the  lungs,  and  contract  and  relax  the  muscles 
of  the  extremities  in  a gentle  manner.”10 

During  1880-1881,  the  duties  of  the  medi- 
cal superintendent  were  further  extended  to 
include  the  National  Prison,  located  in  Tahle- 
quah.  The  inmates  suffered  from  various 
intestinal  disorders,  rheumatism,  and  “In- 
termitting and  Remitting  Fevers.”13 

At  the  seminaries,  the  year  1881  was  one 
of  little  disease.  There  had  been  a decline 
in  the  number  of  pupils  in  attendance,  and 
no  deaths  occurred  for  over  a year  and  a 
half.  Adair  mentioned  the  lack  of  drainage 
in  the  basements  of  both  high  schools,  as 
well  as  at  the  prison.  Thus,  there  occurred 
an  “accumulation  of  dampness  and  the  cir- 
culation of  malaria.”  In  concurrence  with 
the  popular  theories  of  his  day,  he  believed 
that  malaria  was  associated  with  foul  odor; 
in  his  words,  “the  circulation  of  noxious  ef- 
fluvia.”13 The  mosquito  had  not  yet  been 
implicated  as  the  vector.  Adair’s  medical 
report  for  1883,  however,  contains  the  in- 
teresting observation  that  most  students 
stricken  with  malaria  came  from  homes  in 
the  Grand,  Verdigris,  Illinois,  and  Arkan- 
sas River  areas.16 

In  1883-1884,  there  were  no  deaths  at  the 
seminaries,  though  two  died  in  the  asylum 
from  chronic  conditions,  and  two  in  the  pris- 
on from  pneumonia.  In  reporting  on  the  Fe- 
male Seminary,  Adair  remarked  again  on 
the  need  for  a regulation  to  control  the  in- 
troduction of  contagious  diseases:  “even  the 
loathsome  and  dirty  complaint,  known  as 
the  Itch  [scabies]  has  come  near  breaking 
up  these  schools,  in  the  past ; once  introduced 
it  is  almost  impossible  to  prevent  its  going 
through  the  school.”17 

Adair  also  noted  the  value  of  more  spe- 
cific instructions  to  the  Board  of  Trustees 
regarding  the  grounds  for  admission  of  ap- 
plicants to  the  Insane  Asylum:  “Young  per- 
sons with  old  Indolent  ulcers  have  been  ad- 
mitted, and  persons  crippled  with  Rheuma- 
tism have  also  been  taken  in  for  treatment 
by  the  Board.  Now  it  is  evident  to  anyone 
that  these  are  not  ‘Decrepid’  persons,  and 
besides  the  law  onlv  appropriated  Two 
Hundred  and  Fifty  Dollars  per  annum  to 
buy  medical  supplies  for  the  entire  sick,  and 
to  pay  the  physician  . . . instructions  of  a 
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more  specific  nature  should  be  given  to  the 
Board  of  Trustees  on  the  subject  of  admit- 
ting inmates ; also,  a larger  amount  of  money 
should  be  appropriated.”17  Adair  had  com- 
plained previously  that  his  annual  salary 
of  $1,500  was  insufficient.  He  was  required 
to  furnish  all  necessary  medicines,  other 
medical  supplies,  and  pay  the  fees  of  assist- 
ing physicians.16 

In  November  1884,  Adair  attended  at  least 
seven  girls  stricken  with  typhoid.  Susan 
Paris,  a girl  eleven  years  of  age,  died.  A 
lawsuit  was  filed  on  December  10,  1884, 
against  Adair,  charging  him  with  “Malprac- 
tice, Insobriety  and  Culpable  Negligence 
and  Inattention.”  Affidavits  in  support  of 
the  plaintiffs  were  obtained  from  the  semi- 
nary sick-nurse  and  Doctor  James  A.  Thomp- 
son. Doctor  Adair  believed  that  the  charges 
leveled  against  him  were  “the  product  of  a 
conspiracy  to  effect  my  overthrow  and 
acquire  my  official  place.”  Moreover,  the 
charges  of  insobriety  were  refuted  by  sev- 
eral persons,  including  C.  P.  Mayes,  the 
husband  of  the  sick-nurse.18  Doctor  Adair 
defended  his  treatment  of  Susan  Paris  by 
the  medical  theory  and  practice  of  the  1880’s. 
The  15%  mortality  rate  from  typhoid  fever 
under  Adair’s  management  at  the  female 
seminary  appears  consistent  with  that  at- 
tained by  contemporary  physicians. 

The  typhoid  epidemic  which  struck  late 
in  1884  continued  into  1885.  The  amount  of 
disease  prompted  the  National  Council  to 
call  for  an  inquiry  into  the  “sanitary  and 
hygienic  departments  of  these  High  Schools 
by  a Special  Board  of  Physicians  with  a view 
of  ascertaining  whether  or  not  the  peculiar 
sickness  referred  to  above  could  be  attributed 
to  some  local  cause,  then  existing  in  or  about 
the  premises  of  these  schools.”  According 
to  Adair’s  1885  report,  the  committee  de- 
termined that  the  typhoid  fever  “was  chief- 
ly due  to  the  poisoned  condition  of  the  at- 
mosphere then  circulating  in  the  building, 
which  poisoned  air  derived  its  origin  from 
an  admixture  with  gases  arising  from 
broken  or  badly  arranged  underground 
drainages.”  The  medical  superintendent 
was  therefore  required  to  submit  monthly 
statements  on  the  sanitary  conditions  of  the 
institute  to  the  stewards,  with  appropriate 
recommendations.19  Two  or  three  deaths  also 
occurred  from  pneumonia  during  1885.  Pos- 
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sibly  to  reduce  the  danger  of  problems 
similar  to  the  Paris  incident,  Adair  noted  the 
strict  adherence  to  a system  of  medical  con- 
sultations. Doctors  J.  A.  Thompson,  W.  G. 
Blake,  R.  L.  Fite,  and  R.  0.  Trent,  served 
as  consulting  physicians.19 

The  year  1885-1886  brought  less  illness, 
although  37  cases  of  pneumonia  occurred  at 
the  two  high  schools.  The  Male  Seminary 
attained  an  enrollment  of  153  students, 
which  led  Adair  to  express  concern  about 
the  overcrowding  of  the  sleeping  quarters. 
In  this  report  Adair  listed  the  “anti-peri- 
odics,”  prescribed  for  the  usual  intermitting 
and  remitting  fevers,  as  “Sulfate  of  Quinine, 
supplimented  with  laxatives,  and  mercurial 
purgation.”13’ 20 

The  description  of  the  causes  of  typhoid 
fever  reveal  an  incomplete  understanding 
of  the  etiology  in  1886,  but  the  practical  sug- 
gestions for  the  prevention  of  future  epi- 
demics are  commendable. 

Fevers  of  this  Type  are  the  result  of  Blood-pois- 
oning from  absorption  from  without— Septic  matter 
or  poisonous  effluvia  through  the  medium  of  the 
atmosphere  we  breathe  and  from  actual  contact 
with  the  epidermis  and  mucus  membranes  enter 
the  blood  and  thus  give  rise  to  that  peculiar  kind 
of  Fever  we  denominate  Typhoid  Fever.  Hence  the 
uneasiness  experienced  at  its  appearance.  The 
conclusion  was  natural  that  there  must  be  some- 
where concealed  about  the  premises,  a cess-pool, 
or  other  patent  cause,  sufficient  to  account  for  this 
extra-ordinary  sickness.  The  moisture,  inevitably 
resulting  from  the  presence  of  the  Laundry  and 
pumps,  in  the  Basement  was  thought  to  be  inade- 
quate to  account  for  the  sudden  appearance  of  this 
Serious  Type  of  Fever — and  consequently  it  was 
found  on  due  examination  that  an  underground 
water-pipe  had  given  away  in  the  vicinity  of  the 
Foundation  on  the  west  side  of  the  Building  under 
the  parlor.  This,  with  the  Soap-Sud  evaporation 
constantly  going  on  from  the  Laundry  in  the  Base- 
ment, and  rising  through  the  Registers,  and  other 
openings  in  the  first  floor  was  deemed  sufficient 
to  explain  the  presence  of  the  peculiar  sickness  at 
this  Seminary.  These  water-pipes  and  underground 
sewers  have  all  been  thoroughly  examined  into, 
and  where  ever  found  damaged  have  been  put  in 
repairs.  . . . We  would  further  ask  an  appropria- 
tion be  made  for  building  small  Hospitals  for  the 
accommodation  of  the  sick  outside  of  the  main 
Buildings.  A small  Hospital  for  each  place — ar- 
ranged with  Rooms  & Beds,  sufficient  to  accommo- 
date from  a half  dozen  to  a dozen  sick  patients 
would  be  sufficient.  These  could  be  erected  some 
fifty  to  an  hundred  feet  away  from  the  main  build- 
ing. . . .20 

Although  Carl  J.  Eberth  in  Germany  de- 
scribed the  bacillus  of  typhoid  fever  in  1880, 
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the  practical  advances  in  the  understanding, 
diagnosis  and  prevention  of  the  disease  came 
only  after  the  introduction  of  serological 
tests  and  preventive  vaccinations  by  Fernand 
Widal  and  others  in  1895-96.  Few  leaders 
in  American  medicine  could  have  written 
about  typhoid  fever  in  a manner  approach- 
ing the  modern  view  before  the  first  edition 
of  William  Osier’s  textbook  in  1892. 21 

In  the  1886  report  Adair  further  urged 
the  completion  of  deep  wells  at  the  male  and 
female  seminaries,  not  only  for  drinking 
purposes,  but  to  provide  water  in  the  event 
of  fire.20  This  foreboding  became  reality, 
for  a disastrous  fire  struck  the  female  semi- 
nary on  April  10,  1887,  leaving  only  the  few 
majestic  columns  still  remaining  at  the  his- 
toric site.22'23 

The  year  1888  marked  the  end  of  W.  T. 
Adair’s  service  as  Medical  Superintendent 
for  the  Seminaries,  Insane  Asylum,  and 
Prison.  In  the  1887-1888  report,  he  men- 
tioned a patient  at  the  insane  asylum  who 
died  with  “indolent  ulcers  of  the  leg,  besides 
being  of  the  tubercular  diathesis.”24  This 
was  the  first  use  of  the  latter  term  in  the 
annual  medical  reports. 

In  1889,  Doctor  Adair  transferred  to  the 
post  of  Medical  Superintendent  at  the  Chero- 
kee National  Orphan  Asylum  at  Salina, 
where  he  served  until  1894. 25 

He  was  born  February  6,  1865  and  was 
graduated  from  the  Missouri  Medical  Col- 
lege, St.  Louis,  in  1888.  Adair  was  succeed- 
ed as  medical  superintendent  of  the  semi- 
naries, prison  and  insane  asylum  by  Doctor 
Joseph  M.  Thompson  of  Cherokee  lineage. 

In  the  autumn  of  1889,  the  female  semi- 
nary was  reopened  on  a new  location  at  the 
northern  edge  of  Tahlequah.  This  building 
is  now  designated  Seminary  Hall  on  the 
campus  of  Northeastern  State  College.  In 
1892,  the  Double  Springs  Seminary,  the  new 
Cherokee  National  Negro  High  School,  com- 
menced operations  about  five  miles  north- 
west of  Tahlequah.  There  were  24  students 
initially,  but  more  arrived  as  the  year  pro- 
gressed. 

In  the  annual  medical  reports  for  1889- 
1892,  Doctor  Thompson  devoted  much  at- 
tention to  the  necessary  repairs  to  improve 
“the  sanitary  condition.”  The  sewage  run- 
off from  the  new  Female  Seminary  into  the 
stream  above  the  townsite  of  Tahlequah  was 
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a serious  threat  to  the  citizens.  In  1892  this 
potential  danger  still  required  correction.26- 29 

At  the  seminaries,  malaria  and  typhoid 
fever  continued  as  problems.  Doctor  Thomp- 
son ascribed  three  deaths  at  the  asylum  in 
1890  to  tvpho-malarial  fever,  cerebral  con- 
gestion, and  “symptoms  very  much  like 
hydro-phobia,”  and  one  prisoner  was  seri- 
ously ill  with  consumption.27  The  death  of 
this  prisoner,  and  an  asylum  inmate  with 
aneurysm  and  dropsy,  and  another  without 
definitive  diagnosis  were  reported  in  1891. 28 
During  1892,  two  asylum  inmates  died  of 
chronic  mental  conditions,  but  the  superin- 
tendent was  more  concerned  with  the  re- 
quirement of  a “cross  fence  dividing  the  yard 
at  the  asylum,  so  that  there  will  be  a di- 
vision of  sex,  this  is  necessary-  for  the  good 
of  the  institution.”29  Only  one  death  from 
typhoid  fever  and  one  from  pneumonia  oc- 
curred at  the  seminaries  during  Doctor 
Thompson’s  tenure. 

Richard  L.  Fite,  MD,  was  born  in  Georgia 
October  17,  1856,  and  was  graduated  from 
the  Southern  Medical  School  at  Atlanta  in 
1882.  In  1883,  he  entered  practice  in  Tah- 
lequah  and  the  following  year  became  a 
Cherokee  citizen  through  his  marriage  to 
Nannie  K.  Daniels.  Following  completion 
of  a postgraduate  course  in  New  York  dur- 
ing 1892,  the  National  Council  elected  him 
to  be  medical  superintendent  of  the  semi- 
naries and  related  institutions.13 

According  to  Doctor  Fite’s  reports,  few 
major  illnesses  occurred  at  the  seminaries. 
He  attributed  the  frequency  of  chills,  fever, 
and  especially  of  diarrhea,  to  “the  infected 
atmosphere  emanating  from  the  south  side 
of  the  building.”30  Broken  windows,  deficient 
heating,  sewage  disposal,  and  the  desirability 
of  changing  the  location  of  privies  from  the 
proximity  of  the  kitchens,  received  his  at- 
tention. 

During  his  last  year,  1895-1896,  Doctor 
Fite  considered  the  general  health  at  the 
Cherokee  Seminaries  to  be  satisfactory. 
Attendance  decreased  from  196  in  1894  to 
143  students  at  the  male  seminary,  and  from 
207  in  1894  to  200  at  the  female  semi- 
nary.25- 31- 32  Colds  and  a few  cases  of  pneu- 
monia were  reported,  in  addition  to  the  usual 
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number  of  intermitting  and  remitting  fevers. 
Although  the  census  at  the  Asylum  for  the 
Insane,  Blind  and  Indigent  approximated 
only,  three  deaths  occurred  in  1895-96,  one 
each  from  consumption,  typhoid,  and  heart 
disease.32 

Fite  mentioned  tuberculosis  with  greater 
frequency  than  had  his  predecessors.  Prob- 
ably the  incidence  of  this  disease  had  not  in- 
creased but  the  diagnosis  was  more  custo- 
mary in  the  Territory  during  the  1890’s,  be- 
cause the  German  physician-bacteriologist, 
Robert  Koch,  described  the  tubercle  bacillus 
only  in  1882. 

In  1897,  Charles  M.  Ross,  MD,  assumed 
the  medical  responsibility  for  these  institu- 
tions. Ross,  the  great  grandson  of  Chief 
John  Ross,  was  born  in  Tahlequah  on  De- 
cember 17,  1868.  He  was  graduated  from 
the  Cherokee  Male  Seminary  in  1887  and  re- 
ceived his  medical  degree  from  the  Missouri 
Medical  College,  St.  Louis,  in  1891. 

The  period  between  1897  and  1900  was 
one  of  reasonably  good  health  at  the  semi- 
naries, and  no  deaths  occurred  among  the 
scholars  or  staff.  During  a measles  epidemic 
in  the  female  seminary  in  1898  nearly  100 
girls  were  out  of  school  at  the  same  time. 

Sanitary  conditions  were  of  chief  concern 
to  Ross  in  the  1897  report.33  The  bathrooms 
at  the  female  seminary  had  not  been  prop- 
erly maintained,  so  an  outhouse  was  being 
used.  The  proximity  of  the  cesspool  to  the 
female  seminary  also  raised  the  spectre  of 
a typhoid  epidemic.  The  cesspool  annoyance 
was  mentioned  annually  through  1901. 33 
Lack  of  proper  plumbing  was  also  the  chief 
problem  mentioned  with  reference  to  the 
male  seminary. 

At  the  insane  asylum,  two  inmates  died  of 
tuberculosis,  three  from  complications  of  the 
underlying  neurological  conditions,  and  only 
nine  were  confined  to  this  institution  at  the 
end  of  1897.  Apparently  only  domiciliary 
care  was  provided.  In  1900  Ross  labeled 
his  employment  at  the  asylum  as  a “per- 
functory duty  that  offers  no  protection  to 
the  Nation  and  renders  the  affair  a farce. 
. . . This  Institution  . . . should  not  be  looked 
upon  & conducted  as  a place  of  incarceration. 
. . ,”33  Doctor  Ross  reiterated  his  plea  for  a 
change  in  the  management  of  the  asylum 
in  1901. 33 
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Smallpox  broke  out  in  the  seminaries  early 
in  the  spring  of  1901.  Twenty-five  cases 
eventually  occurred,  but  rapid  vaccination 
prevented  further  spread  or  deaths  from 
this  dread  disease.  Smallpox  was  more  seri- 
ous the  next  year.  Samuel  J.  Starr  recollect- 
ed: “About  the  year  of  1902  several  boys 
took  a drowsy  fever  about  the  same  time  at 
the  Seminary.  Dr.  Charley  Ross  of  Tah- 
lequah  was  summoned.  At  once  he  pro- 
nounced it  smallpox  and  ordered  the  place 
quarantined.”  The  sick  were  isolated  and  a 
program  of  vaccination  was  begun.  One  boy 
died  with  smallpox,  and  several  sustained 
bad  scars.  Quarantine  was  not  rigorously 
followed,  for  even  one  of  the  teachers,  E.  C. 
(Shave)  Alberty,  escaped  one  night  and 
walked  all  the  way  to  Claremore.3  The  ex- 
tent of  the  smallpox  epidemic  in  the  Indian 
Territory  during  these  years  has  been  re- 
corded in  the  Annual  Reports  of  the  Com- 
missioner of  Indian  Affairs,  and  elsewhere.1' 8 

While  the  United  States  negotiated  through 
the  Dawes  Commission  with  the  Cherokee 
Nation,  the  seminaries  were  supervised 
jointly  by  the  Cherokee  Nation  and  the  su- 
perintendent for  schools  in  the  Indian  Ter- 
ritory. The  Annual  Reports  of  the  Com- 
missioner of  Indian  Affairs  provide  many 
details  of  the  school  administration  until  the 
United  States  assumed  the  sole  responsibility 
July  7,  1906. 34  Health  at  the  schools  was 
not  mentioned  in  the  government  publica- 
tions for  1903-1906.  The  report  of  Doctor 
C.  M.  Ross  for  1903,  and  that  of  the  Board 
of  Education  for  1904,  support  the  assump- 
tion that  the  health  problems  at  these  in- 
stitutions remained  essentially  unchanged.35 

CONCLUDING  REMARKS 

In  surveying  the  history  of  health  care  in 
the  Cherokee  institutions,  several  themes 
predominate.  Among  these  are  the  status  of 
the  medical  superintendent,  the  emphasis  on 
sanitary  controls,  the  paucity  of  specific 
measures  of  therapy,  and  the  extended  in- 
fluence of  the  Cherokee  contributions  to 
Oklahoma.  The  latter  point  may  be  sub- 
stantiated by  the  numerous  graduates  of  the 
Cherokee  seminaries  who  later  qualified  and 
practiced  medicine  with  distinction  both  be- 
fore and  after  statehood,  including  at  least 
one  woman,  Isabel  Cobb,  MD.7' 8 Also,  sev- 
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eral  Cherokee  citizens  have  played  prominent 
roles  in  the  profession  since  statehood.36' 37 

The  form  of  practice  in  the  Cherokee  na- 
tional institutions  is  noteworthy.  The  phy- 
sician as  medical  superintendent  was  sal- 
aried. Out  of  his  stipend  he  was  obliged  to 
pay  for  supplies  necessary  to  treat  his  pa- 
tients. The  superintendent’s  salary  was  not 
sensitive  to  changes  in  enrollment  at  the 
seminaries;  hence,  an  increasing  patient 
load  did  not  bring  greater  remuneration,  but 
actually  decreased  his  net  earnings. 

Furthermore,  the  extent  to  which  the 
Cherokee  Nation  provided  health  services  at 
its  institutions  was  limited  by  the  national 
income.  Revenue  came  almost  entirely  from 
interest  from  bonds  acquired  through  the 
sale  of  Cherokee  lands  to  the  United  States. 
There  was  no  provision  for  the  National 
Council  to  impose  taxes.  Therefore,  no  sub- 
stantial increase  could  occur  in  the  total 
money  available  for  appropriation  towards 
various  national  programs,  including  the 
administration  and  health  care  at  the  vari- 
ous institutions.  Repeated  recommendations 
by  the  medical  superintendent  for  the  erec- 
tion of  separate  hospitals  at  the  two  semi- 
naries failed  to  attain  budgetary  approval. 
This  decision,  however,  can  scarcely  be  fault- 
ed in  view  of  the  large  share  of  the  national 
revenue  already  devoted  by  the  Cherokees 
to  education,  and  the  low  mortality  rates 
among  the  seminary  population.  During 
the  same  decades,  recommendations  by  In- 
dian agents  and  physicians  to  the  federal 
government  for  hospital  construction  at  the 
reservations  in  western  Indian  Territory  met 
with  no  more  success. 

One  is  struck  by  the  enthusiasm  with 
which  the  Cherokee  people  assimilated  the 
educational  and  cultural  norms  of  white 
Americans,  and  the  concurrent  medical 
standards  of  the  period.  Tribal  medicine 
and  various  folk  practices  were  relegated  to 
minor  roles,  neither  embraced  by  the  main- 
stream of  the  Cherokee  populace  nor  of  any 
apparent  influence  on  the  medical  practices 
at  the  institutions  supported  by  the  Nation- 
al Council. 

Endemic  diseases  such  as  malaria  and  ty- 
phoid were  a continual  bane  to  Cherokee  au- 
thorities. Smallpox,  measles  and  scabies 
also  preempted  the  endeavors  of  the  medical 
superintendents.  Compounding  the  Chero- 
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kee  physicians’  rudimentary  understanding 
of  the  nature  of  communicable  diseases  was 
the  paucity  of  medications  with  specific  ac- 
tions. Vaccine  for  smallpox  and  quinine  for 
malaria  were  two  specifics  available  to  the 
Cherokee  physician,  although  no  doubt  many 
concoctions  and  external  applications  pro- 
vided beneficial  symptomatic  effects. 

Physicians  of  the  Cherokee  institutions 
consistently  based  their  health  recommen- 
dations on  general  sanitary  measures.  Ex- 
perience convinced  them  that  inattention  to 
the  water  supply,  sewage  disposal,  heating, 
and  crowded  sleeping  quarters,  often  pre- 
ceded severe  outbreaks  of  intestinal  and 
respiratory  illnesses.  Tuberculosis  was  per- 
haps more  prevalent  than  the  medical  re- 
ports indicate.  The  etiology  and  patho- 
genesis of  the  tubercle  bacillus  had  not  been 
completely  elucidated,  and  many  of  the 
rather  nebulous  diagnoses  of  “pneumonia” 
and  “congestion  of  the  brain”  may  have  been 
a consequence  of  tubercular  infection.  No 
measures  were  undertaken  to  check  the 
spread  of  tuberculosis.  Although  the  Chero- 
kee physicians  attempted  to  treat  consump- 
tion, its  infectious  nature  was  not  appreci- 
ated until  Koch’s  discovery  of  the  tubercle 
bacillus.  Concomitantly,  neither  the  causa- 
tive organism  nor  “the  mosquito  vector  for 
malaria”  not  the  typhoid  bacillus  were  iden- 
tified until  the  last  years  of  the  nineteenth 
century. 

Health  care  at  the  asylum  for  the  insane 
and  other  disabled  persons  dealt  principally 
with  the  physical  ailments  of  the  inmates. 
Only  nursing  care  and  isolation  were  pro- 
vided for  mentally  disturbed  individuals. 

With  the  advent  of  Oklahoma  statehood, 
the  Cherokee  Nation  as  a distinct  govern- 
mental entity  ceased  to  exist.  The  experi- 
ences of  the  Cherokee  people  in  educa- 
tion and  medical  organization,  however, 
equipped  them  to  play  leading  roles  in  the 
evolution  of  institutions  in  the  State  of 
Oklahoma.  □ 
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TO  MAKE  IT  EASIER 

State  law  in  Oklahoma  requires  that  prac- 
ticing physicians,  clinical  laboratories,  hos- 
pitals, penal  and  charitable  institutions  re- 
port specified  diseases  to  the  State  Depart- 
ment of  Health.  The  purpose  of  such  re- 
porting is  to  maintain  surveillance  of  epi- 
demic and  often  preventable  diseases  for 
the  assessment  of  public  health  problems 
and  the  measuring  of  the  effectiveness  of 
prevention  and  control  programs. 

Since  1963  when  the  above  Public  Health 
Law  was  passed,  compliance  with  the  meas- 
ure has  been  poor.  The  reasons  for  such 
compliance  are  numerous  and  range  from 
physicians  not  knowing  of  the  requirement, 
to  flagrant  disregard  of  the  law  after  numer- 
ous official  “notices.”  Complaints  that  the 
system  is  too  time  consuming,  too  compli- 
cated, and  that  the  data  are  seldom  seen 
again  by  the  reporting  physician,  have  been 
numerous. 

Starting  in  January,  1973,  the  State  De- 
partment of  Health  will  be  implementing  a 
completely  new  reporting  system  for  com- 
municable and  infectious  diseases.  This  new 
system  will  embrace  the  concepts  of  brevity, 


COMMUNICABLE  DISEASES  IN  OKLAHOMA  FOR  OCTOBER,  1972 


Disease 

October 

1972 

October 

1971 

September 

1972 

Total 

1972 

to  Date 

1971 

Amebiasis 

2 

4 

3 

25 

51 

Brucellosis 

1 

— 

1 

7 

4 

Chickenpox 

1 

7 

1 

142 

198 

Encephalitis,  infect. 

4 

8 

1 

15 

37 

Gonorrhea 

732 

1139 

835 

8475 

6846 

Hepatitis,  infect.  & serum 

62 

87 

79 

664 

717 

Leptospirosis 

1 

— 

— 

2 

1 

Malaria 

— 

2 

1 

5 

67 

Meningococcal  infections 

2 

— 

— 

8 

5 

Meningitis,  aseptic 

12 

9 

15 

49 

115 

Mumps 

2 

1 

1 

153 

193 

Rabies  in  animals 

16 

16 

13 

267 

267 

Rheumatic  fever 

1 

2 

1 

25 

22 

Rocky  Mt.  spotted  fever 

3 

1 

3 

34 

28 

Rubella 

2 

5 

3 

39 

69 

Rubella,  congenital  syn. 

— 

— 

— 

— 

— 

Rubeola 

— 

2 

— 

9 

793 

Salmonellosis 

24 

22 

20 

132 

169 

Shigellosis 

63 

13 

20 

176 

76 

Syphilis 

99 

104 

76 

979 

1053 

Tetanus 

— 

— 



1 

1 

Tuberculosis,  new  active 

22 

24 

43 

311 

282 

Tularemia 

1 

1 

2 

11 

17 

Typhoid  fever 

— 

1 

2 

4 

3 

Whooping  cough 

2 

— 

4 

28 

16 

News  From 
The  Oklahoma  State 
Department  of 
Health 

ease  and  timeliness  to  assure  compliance  and 
provide  data  of  sufficient  quality  to  develop 
scientifically  sound  prevention  and  control 
programs. 

The  individual  case  report  card  will  be 
replaced  by  a single  weekly  case  report  form 
supplied  only  to  physicians  who  see  report- 
able  communicable  and  infectious  diseases 
— generalists,  family  practitioners,  pedia- 
tricians and  internists.  Most  diseases  will 
require  only  case-count  reporting.  Diseases 
of  true  public  health  importance  will  be  im- 
mediately reported  by  telephone.  Other 
serious  but  relatively  uncommon  diseases 
will  require  slightly  more  information.  Your 
local  health  department  will  be  contacting 
you  soon  to  explain  the  new  system  to  your 
office  staff. 

We  earnestly  solicit  your  cooperation  in 
this  attempt  to  provide  better  preventive 
medical  services  to  the  citizens  of  Okla- 
homa. □ 
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Types  of  Death 

Oklahoma  statutes  now  list  eight 
categories  of  human  deaths  which 
must  be  reported  to  the  chief  medi- 
cal examiner  of  the  state.  A.  Jay 
Chapman,  MD,  cited  the  categories 
in  a recent  paper  entitled  “The  Med- 
ical Examiner  System  — Changing 
and  Vital.” 

The  examiner  pointed  out  that  the 
name  of  the  Board  of  Unexplained 
Deaths  has  been  changed  to  the 
Board  of  Medicolegal  Investigations 
and  its  membership  has  been  expand- 
ed to  seven  persons  named  by  office. 
These  include  the  Dean  of  the  Uni- 
versity of  Oklahoma  H:alth  Sciences 
Center,  The  Commissioner  of  Health, 
the  Director  of  the  Oklahoma  State 
Bureau  of  Investigation,  President  of 
the  Oklahoma  Bar  Association,  Presi- 
dent of  the  Oklahoma  State  Medical 
Association,  and  the  President  of  the 
Oklahoma  Osteopathic  Association. 
Each  of  these  individuals  may  name 
a designee  to  serve  on  the  Board. 
The  Chief  Medical  Examiner  is  an 
ex-officio  member. 

The  eight  categories  of  human 
death  which  must  be  reported  in- 
clude (1)  Violent  deaths;  (2)  Deaths 
under  suspicious,  unusual,  or  unnat- 
ural circumstances;  (3  • Deaths  relat- 
ed to  disease  which  might  constitute 
a threat  to  the  public  health;  (4) 
Deaths  unattended  by  a licensed 
medical  or  osteopathic  physician  for 
a fatal  or  potentially  fatal  illness; 
(5)  Deaths  of  persons  after  unex- 
plained coma;  (6)  Deaths  that  are 
medically  unexpected  and  occur  in 
the  course  of  a therapeutic  proce- 
dure; (7)  Deaths  of  any  inmates 
occurring  in  any  place  of  penal  in- 
carceration; and  (8)  Deaths  of  per- 
sons whose  bodies  are  to  be  made 
ultimately  unavailable  for  patholog- 
ical study. 

In  his  paper  Doctor  Chapman  ex- 
panded on  each  of  these  categories 
as  follows: 

—Violent  deaths  include  all  deaths 
which  are  apparently  homicidal,  sui- 
cidal, or  accidental,  including  but  not 
limited  to  deaths  due  to  thermal, 


Reports  Cited 

chemical,  electrical,  or  radiational 
injury,  and  deaths  due  to  criminal 
abortion,  whether  apparently  self-in- 
duced or  not. 

—The  examiner  pointed  out  that  it 
should  be  remembered  that  all  deaths 
due  to  injury  of  any  sort  which  con- 
tribute in  any  way  to  the  per- 
son’s death  must  be  reported  to  the 
medical  examiner.  It  is  emphasized 
that  a medical  examiner’s  investiga- 
tion and  report  is  required  irrespec- 
tive of  the  period  of  survival  follow- 
ing the  injury  and  whether  or  not 
there  was  medical  attendance  at 
the  time  of  the  injury  or  during  the 
period  of  survival. 

— Suspicious,  unusual  or  unnatural 
means  is  the  category  which  over- 
laps the  one  above  since  violent 
deaths  are  unnatural.  It  also  includes 
any  death  which  is  suspected  to  have 
resulted  from  accident,  suicide,  or 
homicide. 

— Deaths  related  to  disease  which 
might  constitute  a threat  to  the  pub- 
lic health  are  often  those  which  oc- 
cur when  the  person  is  apparently 
in  good  health.  A rapidly  fatal,  undi- 
agnosed meningococcal  meningitis  is 
a prime  example  of  this  type  of 
death. 

—Deaths  unattended  by  a licensed 
medical  or  osteopathic  physician  are 
divided  up  into  several  subcategor- 
ies. This  includes  those  unattended 
during  a fatal  illness  where  the  pa- 


ERRATUM 


In  News  from  The  Oklahoma  State 
Department  of  Health,  page  464,  in 
the  November  issue  of  The  Journal, 
the  last  sentence  in  the  second  para- 
graph should  have  read:  “This  prob- 
lem takes  on  even  graver  implica- 
tions considering  the  frequency  with 
which  potentially  serious  errors  are 
made  in  the  disposition  of  bite  cases 
(the  decision  whether  or  not  to  give 
vaccine,  and  the  actual  vaccination 
procedure).” 


ti  nt  was  found  dead  without  obvious 
or  probable  cause,  where  the  patient 
was  unattended  at  anytime  by  a li- 
censed medical  or  osteopathic  physi- 
cian, and  where  the  patient  was  un- 
attended during  a terminal  illness, 
particularly  if  such  illness  appears 
unrelated  to  a disease  previously  di- 
agnosed and  treated.  An  example 
would  be  a woman  being  treated 
for  a simple  dysmenorrhea  and  who 
is  found  dead  in  bed  one  morning. 
The  examhrr  said,  “The  point  to  be 
stressed  is  that  the  deceased  must 
have  been  treated  for  the  disease 
process  to  which  he  has  apparently 
succumbed.” 

This  category  also  includes  still- 
births or  fetal  deaths  unattended  by 
midwife. 

—Reports  of  persons  dying  after  an 
unexplained  coma  must  be  submitted 
to  the  medical  examiner.  These  are 
particularly  important  wh:re  the 
coma  may  be  due  to  drug  overdose 
or  traumatic  head  injury.  The  exam- 
iner said,  “Obviously,  many  of  t h e 
deaths  occurring  after  unexplained 
syncopeor  coma  will  be  suspicious 
deaths.  If  there  exists  no  question 
that  coma  is  due  to  natural  disease 
and  unrelated  to  trauma  or  poison- 
ing, the  medical  examiner  has  no 
jurisdiction  in  the  case.” 

—The  sixth  category  is  those 
deaths  that  are  medically  unexpect- 
ed and  that  occur  in  the  course  of 
therapeutic  procedure.  This  covers 
the  deaths  which  some  therapeutic 
procedures  are  undertaken,  such  as 
an  operative  procedure  or  injection 
of  some  drug,  and  the  death  occurs 
during  the  procedure  but  is  not  ex- 
plained by  the  underlying  medical 
facts  of  the  case. 

—Deaths  of  inmates  occurring  in 
any  place  of  penal  incarceration  must 
be  reported.  Penal  incarceration 
includes  lockups,  jails,  prisons,  and 
penitentiaries.  It  also  includes  those 
prisoners  who  are  hospitalized  in  any 
hospital  while  in  police  custody.  Pe- 
nal incarceration  does  not  include  in- 
mates of  the  State  hospital  whether 
they  were  committed  there  by  the 
court  or  entered  voluntarily. 

—The  last  category,  death  of  per- 
sons whose  bodies  are  to  be  made 
ultimately  unavailable  for  pathologi- 
cal study,  includes  those  deaths  of 
persons  whose  bodies  will  be  cremat- 
ed or  buried  at  sea,  regardless  of 
the  cause  or  manner  of  death.  It  is 
the  intent  of  this  category  to  prevent 
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a case  of  concealed  or  secret  homi- 
cide passing  undetected. 

Doctor  Chapman  said,  “At  the 
present  time  and  for  the  foreseeable 
future,  deaths  of  parsons  whose  bod- 
ies are  to  be  transported  out  of  state 
are  not  being  investigated  unless 
they  come  under  . . . jurisdiction  for 
some  other  reason  such  as  violent 
death.” 

Emphasizing  that  there  exists  no 
“24  hour  rule”  in  Oklahoma,  the  med- 
ical examiner  pointed  out  that  inves- 
tigation is  required  solely  because 
the  death  falls  into  one  of  the  out- 
lined categories  and  not  because  the 
patient  has  died  within  the  first  24 
hours  of  hospitalization. 

In  summary  Doctor  Chapman  said, 
“In  order  for  any  statewide  medi- 
cal examiner  system  to  succeed  and 
operate  in  an  appropriate  fashion  the 
cooperation,  indulgence,  and  help  of 
many  people  are  required.  The  med- 
ical examiner  in  the  local  commun- 
ity is  the  backbone  of  any  such  sys- 
tem. Although  he  is  rewarded  very 
little  financially,  those  who  actively 
participate  in  the  system  generally 
find  the  experience  a rewarding  one 
from  the  point  of  interesting  cases 
which  are  seen  and  perhaps  of  more 
importance,  from  the  standpoint  of 
further  contributing  to  the  safety  of 
their  community  as  an  integral  and 
specialized  part  of  the  medicolegal 
investigative  team.” 

Public  Confidence 
Still  With  Medicine 

Medicine  continues  to  lead  other 
institutions  in  public  confidence  ac- 
cording to  a Harris  survey  publish- 
ed in  late  November.  However,  medi- 
cine has  shown  a sharp  decline  in  the 
past  year. 

The  survey  revealed  that  48  per- 
cent of  those  surveyed  said  they  had 
“a  great  deal  of  confidence”  in  the 
leadership  of  medicine.  Last  year  the 
figure  was  61  percent,  and  it  was  72 
percent  in  1966. 

Harris  said  that  medicine  had  pre- 
viously appeared  “to  be  immune 
from  the  tide  of  disenchantment  that 
has  swept  over  most  other  leader- 
ship groups.”  Lowest  regard  for  med- 
icine was  among  suburban  residents 
and  blacks. 

Harris  comment'd,  “There  is  vir- 
tually no  desire  in  the  country  to 
have  the  federal  government  try  to 


solve  the  confidence  gap  in  the  pri- 
vate sector.  Rather,  people  are  look- 
ing for  much  better  leadership  to  em- 
erge within  the  major  institutions  in 
our  society.”  He  went  on  to  say  that 
the  road  back  to  public  confidence 
for  both  private  and  public  institu- 
tions is  a long  one  and  “appears  to 
be  uphill  all  the  way.” 

Financial  leaders  placed  second  to 
medicine  with  39  percent  of  the  pub- 
lic showing  “a  great  deal  of  confi- 
dence.” Next  came  science  with  37 
percent.  Military  leaders  were  the 
biggest  gainers  in  the  past  year,  ris- 
ing from  27  percent  in  1971  to  35 
percent  in  1972. 

Ranking  lowest  of  the  sixteen 
groups  covered  by  the  survey  were 
the  press  — 18  percent;  television- 
17  percent;  labor— 15  percent;  and 
advertising— 12  percent.  Only  20  per- 
cent of  the  members  of  unions  ex- 
pressed a great  deal  of  confidence 
in  labor  leaders. 

National  Elections 
Leave  Health  Sub- 
committees Unchanged 

Even  with  President  Nixon’s  land- 
slide victory,  membership  of  the 
House  and  Senate  Health  Subcom- 
mittees was  virtually  unchanged  by 
the  election  outcomes.  There  will  be 
some  new  faces  on  the  Senate  Fi- 
nance Committee  and  the  H o us  e 
Ways  and  Means  Committee  when 
the  93rd  Congress  convenes  in  Janu- 
ary. 

Oklahoma’s  Fred  Harris  will  be 
one  of  four  senators  not  returning 
to  the  Senate  Finance  Committee. 
Clinton  Anderson  of  New  Mexico  and 
Lynn  Jordan  of  Idaho  both  retired. 
Jack  Miller  of  Iowa  was  upset  in  a 
campaign  that  was  marked,  among 
other  things,  by  charges  that  he  rep- 
resented special  interests  and  spent 
too  little  time  with  the  Senate  Aging 
Committee  of  which  he  was  a mem- 
ber. 

Two  top  Republicans  on  the  House 
of  Representatives  Ways  and  Means 
Committee  did  not  se?k  reelection 
and  there  is  some  indication  that 
Chairman  Wilbur  Mills  of  Arkansas 
will  step  aside  as  head  of  the  pow- 
erful committee.  He  has  indicated 
ambitions  to  replace  Oklahoma’s  rep- 
resentative Carl  Albert  as  Speaker 
of  the  House  of  Representatives.  Q 


Tulsa  County  Medical 
Society  Scholarship 
Fund  Growing 

The  Scholarship  Fund  of  the  Tulsa 
County  Medical  Society  has  received 
two  gifts  of  $10,000  each  to  be  used 
in  establishing  annual  educational 
assistance  grants  for  needy  medical 
students. 

Mrs.  Frank  L.  Flack,  widow  of  the 
Tulsa  surgeon  and  medical  leader 
who  died  in  1963,  gave  $10,000  to  cre- 
ate the  Dr.  Frank  and  Jessie 
Flack  Memorial  Scholarship,  which 
will  be  awarded  for  the  first  time  in 
July,  1973. 

The  second  gift  of  $10,000  was 
made  by  Dr.  O.  C.  Armstrong,  Tulsa 
general  practitioner  and  civic  work- 
er who  retired  from  active  prac- 
tice in  1959.  His  scholarship  will  also 
be  awarded  annually  beginning  next 
July. 

The  Scholarship  Fund  of  the  Tulsa 
County  Medical  Society  was  estab- 
lished in  1963  with  a portion  of  sur- 
plus monies  from  the  mass  immuni- 
zation for  poliomyelitis  conducted 
that  year  by  the  society.  It  has 
grown  through  gifts  and  bequests 
from  an  original  principal  of  $31,500 
to  approximately  $101,500.  Scholar- 
ships in  the  amount  of  $4,500  were 
awarded  to  nine  medical  and  nurs- 
ing students  in  1972,  and  the  amount 
will  be  considerably  larger  next  year 
due  to  the  Flack  and  Armstrong 
gifts. 

The  late  Dr.  Flack  practiced  at 
Tulsa  as  Medical  Director  and  Chief 
Surgeon  for  Sinclair  Oil  Company 
from  1928,  and  after  his  retirement 
from  the  oil  company  was  in  private 
practice  for  several  years  preceding 
his  death.  He  was  a former  Presi- 
dent of  the  Tulsa  County  Medical  So- 
ciety, and  in  1958  was  selected  as  the 
Doctor  of  the  Year  by  the  Woman’s 
Auxiliary  to  the  Tulsa  County  Medi- 
cal Society 

Dr.  Armstrong  entered  practice  in 
Tulsa  in  1927  and  was  an  active  civ- 
ic leader  for  many  years.  He  also 
did  general  surgery,  and  was  a mem- 
ber of  the  surgical  staff  of  Hillcrest 
Medical  Center. 

Both  Dr.  Flack  and  Dr.  Armstrong 
were  active  in  developing  medical 
services  at  Moton  Memorial  Hospital, 
and  for  many  years  worked  with 
area  physicians  in  improving  health 
care  in  the  low-income  area. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 

INPATIENT  - OUTPATIENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

A Private  1 15  bed  psychiatric  hospital  located  in  Oak  Cliff  on  18  acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual  and 
Group  Therapy,  Transactional  Analysis,  Gestalt,  and  Behavior  Modification.  Complete  facilities 
for  OT-RT  under  the  division  of  trained  personnel.  An  individually  directed  program  based  on 
full  diagnostic  evaluation  and  actual  performance  administered  by  a staff  skilled  in  special 
education  and  problems  of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Jackson  H.  Speegle,  M.D. 
Glenn  A.  Bacon,  M.D. 


Fred  H.  Jordan,  M.D. 
Joseph  H.  Lindsay,  M.D. 


PSYCHOLOGY 

Donald  L.  Whaley,  Ph.D.  Mark  Wall,  M.S. 

Clinical  Psychologist  Associate  Psychologist 


EDUCATION  DIRECTOR 


DIRECTOR  OF  NURSES 

Rosella  Sharp,  R.N. 

O.T.  AND  R.T.  DIRECTOR 

Wanda  Wiggins,  B.S. 


William  E.  Nix,  A.M. 


COURTESY  STAFF 


1353  North  Westmoreland  Avenue,  DALLAS,  TEXAS  75211  214  331-8331 
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Swedish  Medicine— 

A Closer  Look 

Sweden’s  largest  daily  newspaper, 
Expressen,  painted  a bleak  picture 
of  health  care  in  Sweden  in  a series 
of  articles  printed  earlier  this  year. 
While  American  politicians  are  rais- 
ing a hue  and  cry  in  favor  of  national 
health  insurance,  health  maintenance 
organizations,  and  numerous  other 
schemes  to  improve  “the  delivery 
of  health  care,”  it  is  interesting  to 
note  that  some  of  the  countries  be- 
ing pointed  to  with  pride  aren’t  so 
proud  of  their  own  systems. 

Expresen  described  a scene  in  a 
typical  hospital  in  Sweden  showing 
exhausted  hospital  personnel  process- 
ing long  lines  of  patients.  Some  of 
the  people  had  waited  years  for 
elective  medical  care. 

Sweden’s  people  are  not  permitted 
to  choose  their  own  doctors  or  hos- 
pitals. They  must  go  to  the  hospital 
serving  the  district  where  they  live. 
Under  Sweden’s  “seven  crowns  re- 
form,” which  began  about  two  years 
ago,  a patient  pays  a flat  rate  of 
seven  crowns  . . . about  $1.50  . . . 
for  a doctor’s  visit  or  hospitalization. 

In  its  series  of  articles  Expressen 
zeroed  in  on  several  people  who  has 
been  entrapped  in  the  bureaucratic 
web  of  Sweden’s  socialized  medi- 
cine: 

—Anna  Britta  Eriksson,  40,  of  Go- 
teborg,  had  been  waiting  for  10  years 
to  have  a gallstone  operation. 
Shortly  after  her  gallstones  were  dis- 
covered, she  moved  from  one  city  to 
another.  Several  years  later  when 
her  gallstones  again  gave  her  diffi- 
culty, an  operation  was  scheduled  for 
one  week  later.  However,  this  was 
postponed  when  the  hospital  discov- 
ered it  had  forgotten  to  obtain  her 
X-rays  taken  in  the  first  city.  One 
year  later  the  hospital  phoned  and 
said  the  operation  had  been  resched- 
uled for  the  next  morning.  Unable 
to  complete  plans  to  enter  the  hospit- 
al on  such  short  notice.  Mrs.  Eriks- 
son asked  that  the  operation  be  post- 
poned and  that  she  be  given  more 
notice  the  next  time.  At  the  time 
the  story  was  printed,  Mrs.  Eriks- 
son had  not  heard  from  the  hospital 
again,  and  her  chronic  gallstone 
ailment  was  being  treated  with  var- 
ious medications  and  diet. 

— Pia,  24,  had  suffered  from  a thy- 
roid enlargement.  When  this  condi- 
tion flared  up  again,  she  found  her- 
self without  medication.  The  hospital 


in  her  home  district  told  her  there 
was  a half  year  waiting  time  to  be 
examined.  After  obtaining  a requisi- 
tion from  the  district  physician,  she 
waited  four  months  for  the  first  ex- 
amination. Laboratory  tests  were 
scheduled  for  many  months  later. 
After  nine  months  and  a weight  re- 
duction from  107  to  96  pounds,  Pia 
finally  got  her  medication. 

—A  52  year  old  laborer  had  been 
suffering  from  diminished  visual  ac- 
uity and  watering  eyes.  He  was 
told  he  could  come  in  for  an  eye  ex- 
amination “in  about  a year.”  Accord- 
ing to  the  chief  physician  in  the 
ophthalmological  clinic,  the  waiting 
time  for  new  patients  is  14  months. 
Waiting  time  for  eye  operations  is 
one  to  two  months,  and  this  time  can- 
not be  shortened,  even  if  desirable. 

Physicians  told  Expressen  that  in 
Sweden  the  chance  to  survive  often 
depends  on  where  one  lives.  A sur- 
vey of  29  hospitals  throughout  the 
country  revealed  lines  of  patients  ev- 
erywhere. Waiting  times  often  ran 
into  years.  Less  urgent  cases  often 
were  not  examined  at  all.  However, 
in  emergency  cases  care  is  given  ex- 
pediently. 

(Taken  from  the  October  20th  is- 
sue of  the  California  Medical  Asso- 
ciation News.) 

Warning  Sounded  About 
German  Measles  Vaccine 

Physicians  are  being  cautioned  to 
anticipate  possible  severe  reactions 
to  the  German  Measles  vaccine 
among  older  women.  The  warning 
came  in  an  article  appearing  in  the 
November  13th  issue  of  the  Journal 
of  the  American  Medical  Association. 

The  reactions  reported  took  the 
form  of  a case  of  measles  . . . Ru- 
bella . . . and  required  treatment 
to  minimize  joint  pains  and  swelling. 
As  with  the  natural  course  of  the  dis- 
ease, symptoms  resulting  from  vac- 
cination increased  with  age. 

The  authors  reported  that  rash, 
swollen  glands,  fever  and  swelling 
and  pain  in  the  joints  were  found 
far  more  often  in  women  over  25. 
Fifty-eight  percent  of  the  26  to  41 
year  old  women  tested  had  pain  or 
swelling  of  the  joints  — generally 
the  knees  and  hands  and  less  fre- 
quently in  the  feet,  neck,  ankles  and 
wrists.  The  symptoms  usually  began 
11  to  21  days  atfer  vaccination  and 
lasted  from  one  to  10  days.  Four  of 
the  subjects  were  temporarily  limit- 


ed in  their  activities. 

Children  under  12  had  no  adverse 
reactions  to  the  vaccine.  Symptoms 
were  infrequent  in  the  12  to  25  year 
age  group  and  it  would  appear  pref- 
erable to  vaccinate  before  the  26th 
year. 

Due  to  the  substantial  reaction  in 
a small  number  of  cases  in  the  older 
age  group,  the  authors  urge  that  im- 
munization take  place  as  early  in 
life  as  possible,  with  additional  em- 
phasis on  vaccination  of  rubella  sus- 
ceptible girls  in  the  12  through  25 
age  group.  □ 

"Bac  Si  My" 

Volunteers  Needed 

“Bac  Si  My”  is  Vietnamese  for 
American  physician.  More  than  750 
American  physicians  have  made 
more  than  950  humanitarian  “jour- 
neys” to  Viet  Nam  under  the  Volun- 
tary Physicians  Program  known  as 
VPVN. 

VPVN  is  financed  by  the  state  de- 
partment’s Agency  for  International 
Development  (AID)  and  administer- 
ed by  the  American  Medical  Associ- 
ation. Since  the  inception  of  the  pro- 
gram in  1965,  these  American  physi- 
cians have  contributed  150  man-years 
of  voluntary  service  to  the  unfortun- 
ate sick  and  injured  population  of 
South  Viet  Nam. 

Approximately  100  additional  vol- 
unteer American  physicians  will  be 
required  in  fiscal  year  1973.  This  is 
the  number  requested  by  AID  for 
Viet  Nam  assignments.  Physicians  in- 
terested in  volunteering  should  con- 
tact the  VPVN  Program  Director, 
American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illi- 
nois 60610. 

Emphasis  during  the  1973  tours  of 
duty  will  be  placed  on  the  teaching- 
preceptorship  role  of  the  volunteer 
physician.  While  there  will  be  a con- 
tinuous need  for  pure  service  roles, 
it  is  planned  that  VPVN  will  be 
utilized  primarily  to  establish  a con- 
tinuing medical  education  program. 

The  AMA  is  attempting  to  recruit 
at  least  24  Bac  Si  My  in  medicine- 
family  practitioners,  internists  and 
pediatricians  — a minimum  of  24 
general  surgeons  and  12  orthopedic 
surgeons.  There  is  also  a need  for  36 
other  volunteers  in  specialties  to  in- 
clude anesthesiology,  ophthalmology, 
otolaryngology,  psychiatry,  radiolo- 
gy, and  specialties  in  physical  and 
preventive  medicine. 
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Report  Urges  Stricter 
Barbiturate  Control 

Nine  types  of  barbiturates  should 
be  transferred  from  Schedule  III 
of  the  Controlled  Dangerous  Sub- 
stances Act  to  Schedule  II  according 
to  a report  from  the  Bureau  of  Nar- 
cotics and  Dangerous  Drugs.  The 
recommendations  were  made  on  the 
basis  of  a 101  page  report  to  the  FDA 
entitled,  “A  Study  of  Current  Abuse 
and  Abuse  Potential  Of  The  Seda- 
tive-Hypnotic Derivatives  on  Barbi- 
turic Acid  With  Control  Recommen- 
dations.” 

The  nine  barbiturates  were  identi- 
fied by  BNDD  Director  John  Inger- 
soll  as  Amobarbital,  Butabarbital, 
Cyclobarbital,  Heptabarbital,  Pento- 
barbital, Probarbital,  Secobarbital, 
Talbutal,  and  Vinbarbital. 

If  these  nine  were  moved  from 
Schedule  III  to  Schedule  II,  the  drugs 
would  be  subject  to  stricter  controls 
including  tighter  security,  reporting 
and  record  keeping  requirements, 
production  quotas,  and  restrictions  on 
refilling  prescriptions  and  on  expor- 
tation or  importation. 

The  Food  and  Drug  Administration 
will  make  its  own  determination  on 
whether  or  not  the  drugs  should  be 
placed  under  stricter  controls  and 
then  make  recommendations  to  the 
United  States  Attorney  General.  Any 
final  decision  by  the  Attorney  Gener- 
al to  transfer  the  drugs  to  Schedule 
II  cannot  be  made  without  the  con- 
currence of  the  HEW  Secretary. 

BNDD’s  action  followed  a year  of 
study  of  scientific  data  and  case  his- 
tories indicating  an  increasing  trend 
in  barbiturate  use  and  abuse.  The 
report  cites  1,771  barbiturate  suicides 
and  deaths  and  3,475  overdose  and 
injury  cases  in  32  states  during  a 
17  month  period  ending  May  1st, 
1972. 

In  addition  the  report  found  a high 
incidence  of  barbiturate  abuse  by 
persons  arrested  in  six  cities.  “In 
three  of  the  six  cities  — Chicago, 
New  Orleans,  and  Los  Angeles  — 
barbiturates  were  the  principle  drug 
of  abuse,  outranking  even  heroin,” 
the  report  said. 

Diversion  from  legitimate  distri- 
bution channels  and  smuggling  are 
the  main  sources  of  the  barbiturates 
according  to  BNDD. 


Tulsa  Physicians' 

Views  Surveyed 

Opinions  of  Tulsa  physicians  on  ten 
different  subjects  were  sought  in  an 
in  depth  survey  conducted  by  the 
Tulsa  County  Medical  Society.  Near- 
ly 63  percent  of  the  society’s  mem- 
bership responded. 

Initiated  by  Robert  M.  Shepard, 
Jr.,  MD,  Tulsa  County  Society  Pres- 
ident, the  survey  requested  opinions 
on  the  OSMA  Annual  Meeting,  a pos- 
sible dues  increase  for  Tulsa  County, 
the  Tulsa  County  Medical  Society 
library,  postgraduate  education,  a 
Tulsa  medical  school,  physician’s  as- 
sistants, peer  review,  charging  for 
insurance  forms  or  transmitting  rec- 
ords, disciplinary  measures,  and  re- 
lationships with  osteopaths. 

The  Tulsans  were  overwhelmingly 
in  favor  of  a two-year  medical  school 
in  the  Tulsa  area  and  213  of  them 
expressed  their  willingness  to  teach 
medical  students  as  a volunteer  fac- 
ulty member. 

On  the  subject  of  peer  review,  261 
stated  that  they  supported  the  review 
of  their  fees  by  responsible  fellow 
physicians  and  that  they  preferred 
fee  adjudications  to  be  handhd 
through  organized  medicine  peer  re- 
view bodies  as  opposed  to  direct 
negotiations  with  the  insurance  com- 
panies. When  asked  if  they  were 
willing  to  abide  by  a fee  decision 
made  by  such  a committee,  248  said 
yes,  11  said  no  and  11  more  had 
no  opinion. 

In  response  to  the  question,  “Do 
you  believe  the  peer  review  concept 
should  be  implemented  in  Tulsa  to 
include  quality  of  care  as  well  as 
cost  of  care?,”  212  responded  “yes,” 
while  only  42  said  “no.”  Two  hundred 
twenty-three  felt  that  the  Department 
of  Public  Welfare  should  be  equally 
bound  by  decisions  of  the  peer  review 
committee. 

On  other  questions  the  Tulsans 
were  a little  more  closely  divided. 
The  vote  was  126  to  108  in  favor  of 
continuing  to  alternate  the  OSMA  An- 
nual meeting  between  Tulsa  and 
Oklahoma  City. 

A modest  dues  increase  of  $10  to 
$20  to  continue  the  society’s  present 
programs  and  services  was  favored 
by  162  of  the  respondents,  with  113 
voting  no. 

A majority  of  the  Tulsa  physicians 
wish  to  continue  the  Tulsa  County 
Medical  Society’s  library,  while  an 
overwhelming  majority  foresee  it  as 


the  possible  nucleus  of  a Tulsa  medi- 
cal school  library. 

Postgraduate  education  was  highly 
favored  by  the  Tulsans.  Two  hundred 
eleven  answered  yes  to  the  question 
“Do  you  favor  the  Tulsa  County  Med- 
icel  Society  supporting  and  further- 
ing postgraduate  medical  education 
in  Tulsa?”  Two  hunor.d  twenty-one 
responded  in  the  affirmative  to  the 
question  “Do  you  believe  postgrad- 
uate education,  including  intcrnsnips 
and  residencies,  should  be  continued 
in  Tulsa?.” 

One  hundred  ninety-nine  responded 
that  they  favored  the  concept  of  phy- 
sician’s assistants  in  principal  and 
103  said  that  a P.A.  would  be  useful 
in  their  own  practice.  In  response  to 
the  question,  “Do  you  feel  the  Tulsa 
County  M:dical  Society  should  sup- 
port and  further  the  use  of  Physician’s 
Assistants?,”  161  responded  “yes,” 
while  only  69  said  “no.” 

Tulsa  physicians  apparently  do  not 
favor  billing  the  patient  for  filling  out 
simple  routine  insurance  claim 
forms.  One  hundred  eighty-seven  re- 
sponded no  to  a question  on  the  sub- 
ject, while  only  73  felt  it  was  all 
right.  However,  246  said  it  was  all 
right  to  bill  a patient  for  filling  out 
multiple  or  complicated  insurance 
forms  such  as  proof  of  death  or 
forms  with  more  than  one  page. 

The  vote  was  about  two  to  one 
against  billing  a patient  for  trans- 
mitting his  records  ...  by  copy  or 
letter  ...  to  another  physician.  One 
hundred  sixty  said  that  a physician 
should  not  be  entitled  to  bill  the  pa- 
tient for  the  administrative  admis- 
sion ...  as  contrasted  with  profes- 
sional care  incident  to  admission 
. . . of  the  patient  to  the  hospital 
(the  AMA  Judicial  Counsel  says  this 
is  unethical). 

Another  ethics  situation  involved 
the  question  of  whether  or  not  a phy- 
sician should  be  entitled  to  refuse 
to  forward  the  patient’s  records  to 
another  physician  until  his  bill  for 
services  had  been  paid.  One  hundred 
fifty-seven  Tulsans  said  he  should  not 
refuse.  While  only  89  said  that  he 
could  do  so.  It  should  be  noted  that 
the  AMA  Judicial  Counsel  has  said 
that  this  is  unethical. 

(Editor’s  Note:  In  addition  to  being 
unethical,  the  failure  of  a physician 
to  forward  patient’s  records  has 
placed  many  physicians  in  severe  le- 
gal trouble.) 

The  survey  ended  with  six  ques- 
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tions  on  the  subject  of  osteopathic 
relationships.  The  questions  were  as 
follows: 

Do  you  believe  that  osteopaths 
should  be  considered  cultists,  and 
that  it  should  be  considered  improper 
to  associate  professionally  with  them 
in  any  way?  Thirty-two  responded 
“yes,”  222  said  “no”  and  21  had  no 
opinion. 

Do  you  believe  that  it  should  be 
ethical  and  proper  in  Tulsa  to  see 
osteopathic  physician’s  patients  in 
consultation,  and  render  oral  and 
written  reports  on  these  referrals  to 
the  osteopathic  physician?  Two  hun- 
dred five  answered  “yes,”  37  said 
“no,”  and  21  had  no  opinion. 

Do  you  believe  it  should  be  ethical 
and  proper  in  Tulsa  to  see  patients 
in  osteopathic  hospitals,  and  render 
such  care  there  (both  medical  and 
surgical)  as  may  be  immediately 
necessary?  One  hundred  sixty-two  re- 
sponded “yes,”  98  “no”  and  21  had 
no  opinion. 

Do  you  believe  osteopathic  appli- 
cants to  MD  training  programs  (in- 
ternships, residencies,  fellowships, 
postgraduate  meetings,  etc.)  should 
be  accepted  if  otherwise,  except  by 
degree,  qualified?  One  hundred  sev- 
enty-nine answered  “yes,”  72  “no,” 
and  30  had  no  opinion. 

Do  you  believe  osteopathic  physi- 
cians who  meet  the  requirements 
for  hospital  staff  membership,  except 
by  degree,  should  be  admitted  to  the 
staffs  of  Tulsa  hospitals?  One  hun- 
dred forty  said  “yes,”  109  said  “no,” 
and  35  gave  no  opinion. 

Do  you  believe  osteopathic  and 
medical  professions  should  consoli- 
date and  the  distinctions  between 
them  (be)  removed?  One  hundred 
sixty-eight  responded  in  the  affirma- 
tive, 83  said  no,  and  25  had  no  opin- 
ion. n 

Nixon  Reelection 
Aided  By  MDs 

Two  Oklahoma  physicians  played 
important  roles  in  the  Physician’s 
Committee  for  the  Reelection  of  the 
President.  Rex  E.  Kenyon,  MD,  and 
J.  B.  Eskridge,  III,  MD,  both  of  Okla- 
homa City  were  active  in  the  organ- 
ization. 

The  physician’s  committee  was  mo- 
bilized to  support  the  President's 
campaign  effort  among  the  nation’s 
physicians.  It  was  headed  up  by  a 
national  steering  committee  under 


the  chairmanship  of  Malcolm  C. 
Todd,  MD,  a Long  Beach,  California, 
surgeon  who  traveled  with  President 
Nixon  as  a staff  physician  in  his 
1952,  1956  and  1960  campaigns. 

Doctor  Kenyon  served  as  one  of 
the  committee’s  ten  members,  each 
of  whom  had  been  responsible  for 
forming  physician’s  organizations  in 
several  stat:s  in  their  areas. 

Oklahoma  Chairman  for  the  Physi- 
cian’s Committee  for  the  Reelection 
of  the  President  was  J.  B.  Eskridge, 
III,  MD,  of  Oklahoma  City. 


GAO  Issues  Study  of 
Hill  Burton  Program 

Congress’s  watchdog  on  federal 
spending,  the  General  Accounting 
Office,  issued  a voluminous  report  on 
the  nation’s  health  care  system  with 
recommendations  that  it  estimated 
would  save  several  billions  of  dollars 
annually. 

Originally  c ommissioned  b y Con- 
gress to  study  the  Hill  Burton  Hos- 
pital Program,  the  year  long  study 
by  GAO  was  expanded  by  the  Senate 
Labor  and  Public  Welfare  Commit- 
tee to  include  all  aspects  of  health 
care. 

The  basic  recommendations  in  the 
study  were  for  better  construction, 
design  and  planning,  better  usage 
of  health  care  facilities,  and  more 
emphasis  on  preventative  medicine 
and  group  practice. 

Reduction  of  hospital  stays  and 
more  emphasis  on  out-patient  treat- 
ment are  essential,  the  GAO  said. 
It  was  recognized  that  the  health  in- 
surance coverage  of  out  of  hospital 
care  has  been  increased,  but  the 
GAO  said  that  “a  large  number  of 
people  still  lack  this  coverage  be- 
cause they  cannot  afford  to  spend 
more  money  on  health  insurance.” 
The  AMA  and  Blue  Cross  and  Blue 
Shield  were  reported  as  favoring  fur- 
ther increases  in  out-patient  cover- 
age. 

According  to  GAO,  one  out  of  four 
patients  was  reported  to  receive 
more  hospital  care  than  necessary. 
The  report  said  that  reducing  hospital 
stays  an  average  of  one  day  would 
in  effect  add  96,000  beds  to  the  na- 
tion’s hospitals. 

The  report  also  estimated  that  put- 
ting patients  needing  long  term  care, 
as  opposed  to  acute,  in  special  facili- 
ties would  not  only  be  less  expensive 
but  would  make  available  126,000 


beds  in  general  hospitals.  Expansion 
of  home  health  care  programs  would 
reduce  the  need  for  20,000  hospital 
beds  the  report  said.  Sharing  of  ser- 
vices by  regional  groups  of  hospitals 
would  increase  efficiency.  For  exam- 
ple, the  90,000  hospital  beds  allotted 
to  obstetrics  could  be  reduced  by 
30,000. 

The  report  also  said  sharing  of  ser- 
vices also  could  cut  demand  for  new 
hospital  facilities  for  such  procedures 
as  open  heart  surgery,  radiation 
therapy  and  kidney  dialysis.  The 
GAO  investigators  found  that  of  the 
416  hospitals  equipped  to  do  open 
heart  surgery  in  1939,  97  percent  used 
them  less  than  four  times  a week. 
Pediatric  and  emergency  services 
also  offer  sharing  possibilities,  the 
study  said. 

Concluding  that  alternate  health 
care  systems  such  as  prepaid  group 
practice,  foundations  for  medical 
care  and  health  maintenance  organ- 
izations “May  offer  significant  sav- 
ings,” the  report  stated  that  groups 
generally  use  at  least  20  percent 
fewer  hospital  days  per  1,000  patients 
than  traditional  care. 

The  planning  of  health  care  was 
criticized  as  being  disorganized. 
“L^ss  than  50  percent  of  the  160 
health  planning  agencies  responding 
to  our  inquiries  about  health  facility 
needs  provided  data  showing  that 
they  had  knowledge  of  1972  needs 
for  various  types  of  in-patient,  ex- 
tended and  ambulatory  care  facili- 
ties and  beds,”  the  report  said. 

Major  factors  in  rising  hospital 
construction  costs  according  to  the 
GAO  report  was  union  wage  increas- 
es beyond  productivity  increases  and 
so-called  feather  bedding  practices. 
The  AFL-CIO  Building  Construction 
and  Trades  Department,  in  a letter 
to  the  GAO  included  in  the  report, 
said  the  GAO  had  been  “grossly  mis- 
leading and  deductively  backward,” 
contending  that  productivity  in  the 
construction  industry  was  far  out- 
stripping the  wage  gains. 

The  GAO  said  labor  and  industry 
must  act  if  costs  are  to  be  held  down. 
It  said  contractors  who  try  to  fight 
strikes  “have  been  pressed  by  proj- 
ect owners  to  settle  quickly  to  com- 
plete construction.  Any  increases  in 
wages  agreed  to  by  contractors  are 
generally  passed  on  as  increased 
costs  to  owners  on  future  proj- 
ects.” | | 
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DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOAAA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Terry  Banker  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

4010  North  Youngs  P.  O.  Box  12446 

OKLAHOMA  CITY,  OKLAHOMA  73112 
Telephone  JA  8-7755 


DOES  THE  VERY  FINEST  ALWAYS  COST  MORE? 


Ninety-nine  times  out  of  a hundred,  you  do  pay 
more  for  the  finest  thing  in  its  field. 

But  there's  one  big  exception  . . . 

LIFE  INSURANCE  and  the  planning  it  takes. 

You  can  have  the  very  finest  agent  analyze  your 
needs  and  tailor  your  life  insurance  program— and 
it  won't  cost  you  one  penny  more. 

You  can,  in  fact,  have  the  man  from  Mass  Mutual. 


Supplement  your  OSAAA  Group  Insurance  with  this  valuable  additional  coverage. 


WILSON  & WILSON,  Inc. 

General  Agent 

1470  First  Nat'l  Bldg.  - Tel.  CE  6-4681 
Oklahoma  City 


LIFE  INSURANCE  COMPANY 

SPRINGFIIlft.  MASSACHUSETTS  • ORGANIZE)  1S51 
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Proposed  Malpractice  Reinsurance  Legislation  In- 
troduced (GN) 466 

Public  Confidence  Still  With  Medicine  (GN)  505 

Pulmonary  Penicilliosis:  A Case  Presentation  and 
A Review  of  the  Literature,  Maddoux,  Gerry 
L.,  MD.  Mohr,  John  A.,  MD  and  Muehmore,  Har- 
old G.,  MD  (S)  418 
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The  Quality  of  Success  in  the  Treatment  of  Cancer, 
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Rhoades,  Everett  R.,  MD,  Morse  Kent  Taylor— 
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Management  of  Meningitis  (S)  255 

Riley,  Harris  D.,  Jr.,  MD,  Bingeman,  Robert,  MD 
and  Yoshioka,  Hajime,  MD,  Rifampin— An  Im- 
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(SA) 107 
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Sequelae  of  Lead  Poisoning  in  Children.  Fulwiler, 
Robert  Lea,  MS,  and  Wright,  Logan,  PhD  (S)  372 

Sewell,  Carmen,  MBA,  BS,  MT,  Bird,  William  F., 
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(S) 369 

Silver  Nitrate  Cream  Treatment  in  Bums,  Some 
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Standard  Claim  Form  Recommended  By  OSMA 

(GN) 476 
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Diabetic  Retinopathy,  Wilkinson,  C.  P..  MD  399 
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Drug  Related  Iatrogenic  Renal  Disease:  The 
Antibiotics  and  Anesthetics,  Pederson,  James 
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homa, Asal,  Nabih  R.,  PhD,  and  Ferguson, 
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Fetal  Monitoring  For  the  Community  Hospital, 
Crosby,  Warren  M.,  MD  249 
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and  Prisons:  1851-1906,  Autry  Stephen  T.,  BS, 
and  Howard,  R.  Palmer,  MD  495 

Hospital  vs.  Home  Hemodialysis,  Laughlin,  L.  O., 
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Iatrogenic  Lithium  Poisoning:  A Case  Report 
With  Necropsy  Findings,  Chapman,  A.  Jay, 

MD,  and  Lewis,  Gillian,  BSc  491 


Image  Enhancement  in  Nuclear  Medicine,  Good- 
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ern Oklahoma,  Kauth,  J.  E.,  MD,  White,  R.  S., 
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The  Quality  of  Success  in  the  Treatment  of  Can- 
cer, Healey,  John  E.,  Jr.,  MD  147 

Rifampin— An  Important  New  Antituberculous 
Agent,  Bingeman,  Robert,  MD,  Yoshioka,  Ha- 
jime,  MD,  and  Riley,  Harris  D.,  Jr.,  MD  437 

Rural  Mental  Health  Care  A Fourth  Year  Re- 
port, Johnson,  Robert  E.  L.,  Jr.,  DR,  PH  and 
Gandy,  William  F.,  AB,  BD,  ThM  336 


Sequelae  of  Lead  Poisoning  in  Children,  Ful- 
wiler,  Robert  Lea,  MS,  and  Wright,  Logan,  PhD  372 


The  Use  of  the  Dopplet  Ultrasonic  Flowmeter 
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Silver  Nitrate  Cream  Treatment  in  Bums,  Some 
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ment of  Meningitis,  Abello,  Victor  B.,  MD,  and 
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Oklahoman  Named 
To  College  of 
Surgeons  Board 

G.  Rainey  Williams,  iWD,  an  Okla- 
homa City  surgeon  became  one  of 
thirty-three  new  members  of  the 
Board  of  Governors  of  the  American 
College  of  Surgeons  at  the  recent 
annual  Clinical  Congress  of  the  col- 
lege held  in  San  Francisco. 

He  joins  two  other  Oklahoma  MDs, 
Ray  H.  Lindsey,  Pauls  Valley  and 
John  A.  Schilling,  Oklahoma  City, 
on  the  college’s  189  member  Board 
of  Governors. 

The  governors  serve  a three-year 
term,  and  may  not  serve  more 
than  three  terms  in  succession.  They 
act  as  communication  links  between 
the  33,000  fellows  (members)  of  the 
college,  79  local  chapters,  specialty 
societies,  the  college  headquarters 
staff,  and  the  19  member  policy  mak- 
ing body,  the  Regents. 

Members  of  the  Board  of  Gover- 
nors represent  each  state  in  the 
United  States,  each  province  of  Can- 
ada, and  any  country  with  more 
than  15  fellows.  They  also  represent 
52  related  surgical  associations  and 
societies,  and  the  federal  medical  ser- 
vices. □ 

Emergency  Physicians 
Chapter  Forming 

A group  of  Oklahoma  physicians 
interested  in  emergency  medicine 
are  in  the  process  of  petitioning  the 
American  College  of  Emergency 
Physicians  for  a charter  to  be  issued 
for  an  Oklahoma  chapter. 

The  nine  Oklahomans  signing  the 
petition  are  already  members  of  the 
American  College  of  Emergency 
Physicians.  Active  membership  in 
the  ACEP  is  open  to  any  licensed 
physician  who  indicates  a significant 
interest  in  emergency  medicine. 

The  college  itself  was  chartered  in 
August  of  1968  and  has  as  its  pri- 
mary goal  the  improvement  of  the 
delivery  of  emergency  services 
throughout  the  country.  It  continues 
to  promote  and  sponsor  educational 
programs  for  the  benefit  of  all  per- 
sonnel, medical  as  well  as  paramedi- 
cal, who  are  part  of  the  community 
emergency  care  team. 

Oklahoma  physicians  interested  in 
joining  the  college  are  invited  to  con- 
tact J.  D.  McKean,  Jr.,  MD,  in  care 
of  Midwest  City  Hospital,  2825  Park 


DEATHS 

JOHN  II.  ENNIS,  MD 
1922-1972 

John  H.  Ennis,  MD,  Midwest  City,  died  November  7th,  1972. 
Doctor  Ennis  was  graduated  from  die  University  of  Oklahoma 
School  of  Medicine  in  1954.  He  was  a member  of  the  Southern 
Medical  Association. 


OTHEL  J.  GEE,  MD 
1893-1972 

Long-time  Oklahoma  City  physician,  Othel  J.  Gee,  MD,  died 
November  26th,  1972.  A native  of  Howe,  Texas,  Doctor  Gee  came 
to  Oklahoma  City  in  1920.  Doctor  Gee  was  graduated  from  Van- 
derbilt University  School  of  Medicine  in  1915. 

MARVIN  D.  HENLEY,  MD 
1897-1972 

Retired  physician,  Marvin  D.  Henley,  MD,  Tulsa,  died  No- 
vember 8th,  1972.  Doctor  Henley  was  graduated  from  the  Univer- 
sity of  Oklahoma  School  of  Medicine  in  1922.  He  practiced  for 
43  years  before  retiring  in  1968. 

CLARENCE  E.  WILLIAMS,  MD 
1892-1972 

Prominent  Northwest  Oklahoma  physician,  Clarence  E.  Wil- 
liams, MD,  Woodward,  died  November  9th,  1972  at  the  age  of  80. 
He  was  active  in  state  and  local  medical  societies,  and  also  a 
prominent  civic  leader,  having  served  as  Mayor  of  Woodward.  Q 


Lawn,  Midwest  City,  Oklahoma  73110. 

Although  the  ACEP  is  less  than 
five  years  old,  it  already  has  30 
chapters  in  29  states  and  one  Canadi- 
an province.  Its  membership  is  larg- 
er than  98  of  the  125  national  scientif- 
ic medical  societies  recognized  by 
the  AMA. 

In  addition  to  Oklahoma,  four  other 
states  and  Puerto  Rico  have  intiated 
petitions  to  establish  chapters.  □ 

Dentistry  College 
Receives  Funding 

Oklahoma’s  new  college  of  dentis- 
try located  in  the  Health  Sciences 
Center  has  received  a lion’s  share 
of  federal  funds  allocated  this  year 
for  the  development  of  dental  schools 
across  the  nation.  These  funds,  when 
supplemented  by  the  state  Hero  Bond 
money,  will  put  the  school  in  full 
operation  in  about  three  years. 

Now  officially  in  its  first  year  of 
operation,  the  College  of  Dentistry 
has  started  the  education  of  an  ini- 
tial class  of  24  students.  Next  fall, 
a second  class  of  24  is  projected  ac- 
cording to  Dean  William  E.  Brown. 
It  is  hoped  to  increase  enrollment  in 


1974  to  a class  of  3S  or  even  48.  Even- 
tually the  dental  school  will  enoll 
annual  classes  of  72  students. 

Doctor  Brown  says  that  a total  of 
$11.1  million  has  been  allocated  to 
the  College  of  Dentistry  in  three 
different  grants  under  the  Health 
Professional  Education  Assist- 
ance Program.  He  stated  that  that 
represents  about  40  percent  of  all  fed- 
eral funds  set  out  for  dental  school 
development  assistance. 

Construction  has  already  started 
on  a one-story  addition  to  the  Basic 
Science  Building  to  house  the  Basic 
Science  Education  facilities  of  the 
College  of  Dentistry.  In  addition, 
construction  will  begin  on  two  other 
dental  buildings  in  the  near  future. 
A five-story,  $11  million  dental  clin- 
ical science  building  has  received  a 
federal  grant  of  $7.5  million  and  the 
same  amount  has  also  been  granted 
for  the  construction  of  a ten-story 
biomedical  science  building.  The 
funds  to  supplement  the  federal  as- 
sistance for  both  buildings  will  come 
from  Hero  Bonds  voted  by  Oklaho- 
mans in  December  of  1968.  The 
bonds  are  being  retired  with  the 
state  cigarette  tax  funds. 
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DIRECTORY  OF  CLINICS,  HOSPITALS,  LABORATORIES 


Coyne  Campbell  Hospital  2601  Spencer  Road 

Ph.  405-427-2441  Spencer,  Oklahoma  73084 

Special  Services 


Psychotherapy— Individual  & Group 

Chemotherapy 

Recreational  Therapy 

Occupational  Therapy 

Adolescent  Education 

Medical  Consultation 

Electro  Shock  Therapy 

Psychological  Testing 

X-Ray 

Clinical  Laboratory 
Electrocardiograph 
Electroencephalograph 


Acute  Care 

Inpatient 

Outpatient 

Partial  Hospitalization 


Long-Term 

12-Bed  Geriatric  Cottage 


CHARLES  E.  BECK,  MD,  Chief  of  Staff  DOLORES  WIGGINS,  Administrator 

Serving  Oklahomans  with  Private  Psychiatric  Care  — Since  19  39 
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Oklahoma  State  Medical  Association 


THE 

DUNN-REYNOLDS 
UROLOGY  CENTER 


3113  Northwest  Expressway 
OKLAHOMA  CITY,  OKLAHOMA 

Telephone  843-5761 


Charles  L.  Reynolds,  Jr.,  MD,  FACS 
Clinical  Director 

Diplomate  of  the  American  Board  of  Urology 


SENIOR  UROLOGISTS 

J.  Hartwell  Dunn,  MD,  FACS 
Meredith  M.  Appleton,  MD,  FICS 
Harry  C.  Miller,  Jr.,  MD,  FACS 
Associate  Urologist 

Diplomates  of  the  American  Board  of  Urology 


PERSONNEL  DIRECTOR 
Fran  Womastek 


General  Urology 
Pediatric  Urology 
Neoplastic  Surgery,  Urinary  Tract 
Renal  Vascular  Surgery 

Plastic  and  Reconstructive  Surgery,  Urinary  Tract 
Fertility  Problems 


Complete  Clinical  Laboratories 
Tissue  Pathology 
Radioactive  Isotopes 
Renal  Function  Studies 


GOLDFAIN  RHEUMATISM-ARTHRITIS 

LABORATORY 

228  NORTHWEST  13th  STREET 

OKLAHOMA  CITY,  OKLAHOMA 

DEVOTED  TO  THE  DIAGNOSIS  AND  TREATMENT  OF  RHEUMATIC  DISEASES 

<$ — 

X-RAY  AND  CLINICAL  LABORATORY  SURVEY  OF  EACH  PATIENT 

<$> 

E.  GOLDFAIN,  MD,  Director 
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McALESTER  CLINIC 

Third  and  Seminole 
McAlester,  Oklahoma 

Complete  Clinic  Facilities 

Surgery 

'George  M.  Brown,  Jr.,  MD,  FACS 
E.  H.  Shuller,  MD 
•William  G.  Blanchard,  MD 

Internal  Medicine 

*S.  L.  Norman,  MD 
*C.  K.  Holland,  Jr.,  MD 
Leroy  M.  Milton,  MD 

Obstetrics  - Gynecology 

*W.  Riley  Murphy,  Jr.,  MD 
*D.  Ross  Rumph,  MD 
'Paul  P.  Saneman,  MD 

Ophthalmology 

'Fred  D.  Switzer,  MD 

Pediatrics 

'Thurman  Shuller,  MD 
D.  W.  Bridges,  Jr.,  MD 

Radiology 

'Bruce  H.  Brown,  MD 
'Donald  H.  Shuller,  MD 

Anesthesiology 

H.  C.  Wheeler,  MD 

Otolaryngology 

Samuel  E.  Dakil,  MD 

'Certified  by  Specialty  Board 

Jewell  M.  Green,  Jr. 
Business  Manager 

Family  Medicine 

Charlees  S.  Cunningham,  MD 
Lloyd  T.  Anderson,  MD 
John  B.  Cotton,  MD 

George  S.  Bozalis,  MD  Robert  S.  Ellis,  MD 

Vernon  D.  Cushing,  MD  Lyle  W.  Burroughs,  MD 

George  L.  Winn,  MD  Charles  D.  Haunschild,  MD 

James  H.  Wells,  MD 

Administration 
Dwight  Mitchell,  Jr. 

Oklahoma  Allergy  Clinic 

Specializing  in  the  diagnosis  and 
treatment  of  allergic  diseases 

Office  Address:  Mail  Address: 

711  N.W.  10th  Street  Post  Office  Box  26827 

Telephone  405  239-6221  Oklahoma  City,  Oklahoma  73126 

By  Appointment  Only 
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Oklahoma  State  Medical  Association 


OKLAHOMA  CITY  CLINIC 

301  Northwest  12th  Street  Oklahoma  City,  Oklahoma  236-0641 


INTERNAL  MEDICINE 

W.  W.  Rucks,  Jr.,  MD 
Medicine 

Robert  C.  Lawson,  MD 

Medicine,  Metabolic  Diseases 
James  J.  Gable,  Jr.,  MD 
Medicine,  Cardiology 
William  S.  Pugsley,  MD 
Medicine,  Arthritis 
Charles  W.  Cathey,  MD 
Medicine,  Cardiology 
Charles  W.  Robinson,  Jr.,  MD 
Medicine,  Cardiology 
Donald  G.  Preuss,  MD 
Medicine 

James  L.  Males,  MD 

Medicine,  Endocrinology 
Alexander  Poston,  MD 
Medicine,  Cardiology 
William  P.  Munsell,  MD 
Medicine,  Gastroenterology 
Thomas  R.  Russell,  MD 

Medicine,  Cardiology,  Pulmonary 
Paul  C.  Houk,  MD 
Medicine,  Cardiology 

NEUROLOGY 

Charles  G.  Reul,  MD 


GENERAL  SURGERY 

Edward  R.  Munnell,  MD 
General  Vascular 
Frank  G.  Gatchell,  MD 
General,  Head  and  Neck 
H.  Jack  Brown,  MD 

General,  Peripheral  Vascular 

THORACIC  SURGERY 

Edward  R.  Munnell,  MD 

OBSTETRICS-GYNECOLOGY 

John  W.  Records,  MD 
Schales  L.  Atkinson,  MD 
Roger  D.  Quinn,  MD 

ORTHOPEDIC  SURGERY 

Robert  P.  Holt,  MD 
Edwin  R.  Maier,  MD 
Wayne  B.  Lockwood,  MD 

OTOLOGIC,  RHINOLOGIC,  AND 
LARYNGEAL  SURGERY 

Bronchoesophagology 

Head  and  Neck  Surgery 

L.  Chester  McHenry,  MD 
Ethan  A.  Walker,  Jr.,  MD 
Charles  J.  Wine,  MD 
Joseph  E.  Leonard,  MD 


CLINICAL  PSYCHOLOGY 

R.  Vernon  Enlow,  PhD 

PEDIATRICS 

James  E.  Mays,  Jr.,  MD 

Pediatrics,  Endocrine  Disorders 
Armond  H.  Start,  MD 
Pediatrics 

Jerry  R.  Nida,  MD 
Pediatrics 


RADIOLOGY 

Diagnostic  and  Therapeutic 
Edmond  H.  Kalmon,  Jr.,  MD 
Melvin  C.  Hicks,  MD 
William  A.  Vint,  MD 

UROLOGY 

Donald  D.  Albers,  MD 

ACUTE  MEDICINE 

Elton  W.  LeHew,  MD 
David  P.  West,  MD 


Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

600  N.W.  11th  Street  / Oklahoma  City,  Oklahoma 


DEPARTMENT  OF  ORTHOPEDICS 

Office  Number  232-0341 

Appointments  236-4376,  236-4364 

*Marvin  K.  Margo,  MD,  FACS 
♦James  P.  Bell,  MD,  FACS 
♦Stephen  Tkach,  MD,  FACS 
♦Joseph  F.  Messenbaugh  III,  MD 
*J.  Patrick  Evans,  MD 
♦Edwin  E.  Rice,  MD 


CONSULTANT  EMERITUS 


DEPARTMENT  OF  ARTHRITIS 

Office  Number  232-0341 
Appointments  236-1601 

♦William  K.  Ishmael,  MD,  FACP 
John  A.  Blaschke,  MD 
♦Phillip  J.  Wright,  MD 
Mary  L.  Duffy  Honick,  MD 
Claude  M.  Bloss,  Jr.,  MD 
♦Richard  J.  Hess,  MD 

DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
DIRECTOR  OF  LABORATORIES 
*J.  N.  Owens,  Jr.,  MD,  FCAP,  FACP 


♦Earl  D.  McBride,  MD,  FACS 

♦Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
J.  Lamont  Baxter,  MA,  JD,  CPA,  Administrator 
James  A.  Hyde,  CPA  and  Controller 
Mary  Magruder,  Personnel  Director 
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THE 

SUGG 

CLINIC 

Incorporated 

Complete  Clinical  and  Laboratory  Facilities 


TISSUE  EXAMINATIONS 


RADIUM  AND  X-RAY  THERAPY 


Surgery 

E.  M.  Gullatt,  MD 

Richard  M.  Taliaferro,  MD,  FACS 

Obstetrics  and  Gynecology 
J.  B.  Wallace,  MD 
E.  F.  Deese,  MD 

Orthopedic  Surgery 

David  C.  Ramsay,  MD,  FACS 

Pediatrics 

George  K.  Stephens,  MD,  FAAP 
Pathology 

Larry  W.  Cartmell,  MD,  FCAP 
Bruce  VanHom,  MD 
Consulting  Pathologists 


100-04  E.  13th  Street 
ADA,  OKLAHOMA 
Telephone  332-5252 


Internal  Medicine 
Frank  J.  Martin,  MD,  FACP 
James  F.  Hohl,  MD 
John  E.  Roberts,  MD 
Joe  L.  Troska,  MD 

General  Medicine 
Carl  D.  Wiseman,  MD 

Otolaryngology  and  Ophthalmology 
Wm.  G.  Peterson,  MD,  FICS 

Radiology 
H.  B.  Yagol,  MD 

Business  Manager 
John  A.  Barringer 


THE  OKLAHOMA  PLASTIC  SURGERY  CENTER,  INC. 

3141  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 

Plastic  and  Reconstructive  Surgery 
Cosmetic,  Maxillo-Facial  and  Hand  Surgery 

GILBERT  L.  HYROOP,  MD,  FACS  DAVID  WILLIAM  FOERSTER,  MD 

848-3341  848-3459 


Dr.  Hyroop  and  Dr.  Foerster  are  Board  Certified  in  Plastic  Surgery 


MID-WEST 

SURGICAL  SUPPLY 

CO.,  INC. 

OF  OKLAHOMA 

3 East  8th  Street 

Phone  239-7341 

Oklahoma  City,  Okla.  73104 

COME  SEE  US  AT  OUR  NEW  ADDRESS 

xviii  Oklahoma  State  Medical  Association 


ALLERGY 


BLUE  ALLERGY  GROUP 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Lister  Medical  Building  430  Northweset  12th  405  236-1445 
Oklahoma  City,  Oklahoma  '3103 

Johnny  A.  Blue,  BA,  MD  James  M.  Nelson,  MD 

Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergy 
Dlplomate  American  Assoc  Clinical  Allergy  and  Immunology 


FANNIE  LOJ  LENEY,  MD 
Fellow  American  College  of  Allergists 
Fellow  American  Academy  of  Allergy 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Telephone  843-6611  Office 
Resident  843-3541 

3141  N.W.  Expressway,  Room  501  Oklahoma  City,  Okie. 


ARTHRITIS 


THE  ARTHRITIS  CLINIC 


Arthritis,  Rheumatism  and  Related  Diseases 


Lyman  C.  Veazey,  MD  Lloyd  G.  McArthur,  PhD,  MD 
Edward  E.  Velayos,  MD  Winfred  L.  Medcalf,  MD 

Robert  C.  Troop,  PhD,  MD 

207  C Street  NW  Ardmore,  Okla.  73401 

Phone  223-5180  If  no  answer:  223-4895 

CARDIOLOGY 

STANLEY  R.  McCAMPBELL,  MD 
Cardiology  and  Electrocardiography 


1211  North  Shartel 


236-1295 


Oklahoma  City,  Oklahoma 


JAMES  S.  WILLIAMS,  MD,  Inc. 

Board  Certified  in  Cardiovascular  Disease 
Cardiology  and  Electrocardiography 
Price  Tower  Bartlesville,  Oklahoma  336-6450 


CARDIOVASCULAR 


CARDIOVASCULAR  CLINIC 

Wm.  Best  Thompson,  MD  Galen  P.  Robbins,  MD 

William  S.  Myers,  MD  William  R.  Bullock,  MD 

Lawrence  M.  Higgs,  MD  Ronald  H.  White,  MD 

William  J.  Fors,  MD 

ADULT  AND  PEDIATRIC  CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  arteriography 
Radioisotope  studies  and  telephone  electrocardiography 
Lipoprotein  electrophoresis  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 
3300  Northwest  56th  Telephone  947-3341 

Oklahoma  City,  Okla.  73112 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catherization,  Aortography  and  Selective  Coronary 
Arteriograohy 

Telephone  Electrocardiography  (24  hr.  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 
•J.  J.  Donnell,  MD  947-2556  *J.  L.  Bressie,  MD  946-0568 

*G.  L.  Honick,  MD  943-8428  A.  F.  Elliott,  MD  943-8421 

A.  S.  Dahr,  MD  947-2321 

•Certified  by  the  American  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 
8th  Floor  5700  N.W.  Grand  Blvd. 

Oklahoma  City,  Oklahoma  73112 


TULSA  CARDIOVASCULAR  ASSOCIATES,  Inc. 

R.  Wayne  Neal,  MD  Robert  P.  Zoller,  MD 

Charles  L.  Cooper,  MD 

Adult  and  Pediatric  Cardiovascular  Consultation 
Diagnostic  Cardiac  Catheterization  and  Coronary  Arteriography 
Routine,  Telephone  Transmitted  and  Treadmill  Electrocardiography 
St.  John's  Doctors  Building,  Suite  711 
1705  East  Nineteenth  Street  Telephone  747-1335 

Tulsa,  Oklahoma 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

liotaciilin 

(ampicillin  trihydrate) 

'capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 
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CEB 

Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


W.  T.  McCOLLUM,  MD 


RAYMOND  L.  ROSE,  MD 


437  N.W.  12th  St.  Oklahoma  City,  Okla. 

235-6461 

CONSULTANTS  IN  CARDIOVASCULAR  DISEASES 
flncluding  Cardiac  Catheterizations  and  Angiography) 

Diplomates,  American  Board  of  Internal  Medicine 
in  Cardiovascular  Diseases  and  Internal  Medicine 
Fellows,  Council  of  Clinical  Cardiology 
American  Heart  Association 
Fellows,  American  College  of  Cardiology 
Fellows,  American  College  of  Physicians 

CLINICS 


MIAMI  CLINIC 

Miami  Clinic  Bldg. — 30  B,  S.W. 


Miami,  Oklahoma 


Rex  M.  Graham,  MD 
H.  W.  Wendelken,  MD 
J.  E.  Highland,  MD 
Harry  C.  Ford,  MD 
Glenn  W.  Cosby,  MD 
Ralph  H.  Cully,  DDS 


Obstetrics  & Gynecology 
Internal  Medicine  & Cardiology 
General  Practice 
Eye,  Ear,  Nose  & Throat 
Obstetrics  8.  Gynecology 
Dental  Surgery 


DERMATOLOGY 


WILLIAM  E.  EASTLAND,  MD,  FACR 
Dermatology  and  Malignancies  of  the  Skin 
Grenz  Ray  X-Ray  Radium  Therapy 

1211  North  Shartel  Physicians  8.  Surgeons  Building 
Oklahoma  City,  Oklahoma  Phone  235-1446 

HERVEY  A.  FOERSTER,  MD 
Practice  Limited  to  Diseases  of  the  Skin 
X-Ray  and  Radium  Therapy 


1212  N.  Walker 


Oklahoma  City 


RONALD  W.  GILCHRIST,  JR.,  MD 
Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

4200  South  Douglas  Avenue  632-4200 

South  Community  Medical  Center  Oklahoma  City,  Oklahoma 

DONALD  E.  JOHNSON,  MD 
Diseases  and  Malignancies  of  the  Skin 
X-Ray  Therapy 

330  South  Fifth  234-5121 

Enid,  Oklahoma 

W.  A.  SHOWMAN,  MD 

Practice  Limited  to  Diseases  and  Malignancies  of  the  Skin 
X-Ray — Grenz  Ray  and  Radium  Therapy 
850  Utica  Square  Tulsa,  Okla. 

Medical  Center  747-7521 

SKIN  & SKIN  CANCER  CENTER 
C.  Jack  Young,  MD 


Radium  Therapy 


X-Ray  Therapy 


Surgical  Planing  of  Acne  Scars  & Tattoos 
Hemangiomas 


CLINIC  BUILDING 
OKLAHOMA  CITY,  OKLAHOMA 


3434  N.W.  56th 
946-5678 


DIAGNOSIS 


HUGH  JETER,  MD,  FACP,  ASCP 
American  Board  of  Internal  Medicine 
Diagnosis  and  Internal  Medicine  Clinical  Pathology 

Osier  Building  Oklahoma  City  Phone  232-8274 

EYE,  EAR,  NOSE  AND  THROAT 

GERALD  R.  DIXON,  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Phone  843-9337  3141  N.W.  Expressway 

Oklahoma  City 

JOHN  W.  HUNEKE,  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
Phone  322-1880  1201-G  East  5th 

Ada,  Oklahoma 

WILLIAM  D.  HEATH,  MD,  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certified  by  American  Board  of  Ophthalmology 
Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  232-1508 


JAMES  B.  MILLS,  MD 
JAY  C.  JOHNSTON,  MD 
Surgery  and  Diseases  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  232-4222  Oklahoma  City  73103 

Surgery  and  Diseases  of  the  Eye 
W.  S.  MUENZLER,  MD 

430  N.W.  12th  Street  Phone 

Lister  Building  232-6361 

Oklahoma  City 

DISEASES  AND  SURGERY  OF  THE  EYE 

TOM  LAMAR  JOHNSON,  MD 
Certified  by  the  American  Board  of  Ophthalmology 

Medical  Tower 
3141  N.W.  Expressway 
Suite  301  848-2893 
Oklahoma  City 

GASTROENTEROLOGY 

DOCTORS  MATTHEWS  AND  COLVERT 
Sanford  Matthews,  MD 
J.  R.  Colvert,  MD,  FACP 

Certified  American  Board  of  Internal  Medicine  and 
Gastroenterology 

Complete  X-ray  and  Laboratory  Facilities 
1319  Classen  Drive  232-2033  Oklahoma  City,  Okla. 

GASTROENTEROLOGY 
J.  William  Hood,  MD 

Fiberoptic  esophagogastroscopy,  duodenoscopy 
and  colonoscopy  with  polypectomy 


1220  North  Walker 


Oklahoma  City,  Oklahoma 


236-4436 


INTERNAL  MEDICINE 


E.  GOLDFAIN,  MD 

Diagnosis  and  Treatment  of  Rheumatic  and  Arthritic  Diseases 
228  N.W.  13th  St.  Oklahoma  City 

Off.  Phone  235-9832  Res.  Phone  524-1102 


NEUROPSYCHIATRY 


BILL  J.  BIRD,  MD 
Child,  Adolescent  8.  Adult  Psychiatry 
Certified  by  the  American  Association  of 
Psychiatric  Clinics  for  Children 
Dynamically  Oriented  Individual,  Family  & 

Group  Therapy 
SUITE  523 

Warren  Professional  Building  6465  South  Yale 

Tulsa,  Oklahoma  622-8020 

SAM  COLLINS,  JR.,  MD 
Board  Qualified 
Psychiatry  and  Neurology 

3141  N.W.  Expressway 
Phone  843-5577 

Oklahoma  City,  Oklahoma 


Suite  503 
Medical  Tower 


209  Wildwood  Plaza 


A.  A.  HELLAMS,  BS,  MD,  FAPA 
Diplomate  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 


842-1131 


Oklahoma  City,  Oklahoma 


NEUROPSYCHIATRY 
CHARLES  E.  SMITH,  MD,  FAPA,  FACP 
ROBERT  J.  OUTLAW,  MD,  FAPA 
Diplomates  of  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
S.  DAVID  GLASS,  MD,  MAPA 
THURMAN  E.  COBURN,  PhD,  Licensed  Clinical  Psychologist 
KENNETH  LEVEQUE,  PhD,  Licensed  Clinical  Psychologist 
DAVID  SCHWARTZ,  ACSW,  Clinical  Psychiatric  Social  Worker 
Suite  308 

Physicians  8,  Surgeons  Building  1211  North  Shartel  235-8525 

MOORMAN  P.  PROSSER,  MD,  FACP,  FAPA 
Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 


JOSEPH  A.  RIEGER,  MD 


HUGH  M.  CONNER,  MD 


and 


RICHARD  B.  LINCOLN,  MD 
Neurology,  Electroencephalography  and  the  Epilepsies 
in  the  practice  of  Psychiatry  and  Neurology 


427  Pasteur  Building 


Phone  232-9895 


Oklahoma  City,  Oklahoma 


XX 


Oklahoma  State  Medical  Association 


HAROLD  G.  SLEEPER,  MD,  FAPA 

Diplomate  American  Board  of  Psychiatry  and  Neurology 
in  Psychiatry 

Practice  Limited  to 
Psychiatry  — Electroencephalography 


430  N.W.  12th  Street 
Oklahoma  City 


Res.  525-6846 


OBSTETRICS  AND  GYNECOLOGY 


GERALD  ROGERS,  MD,  FACS 
JAMES  C.  BEAVERS,  MD,  FACOG 
Certified  American  Board  of  Obstetrics  and  Gynecology 
Pasteur  Building,  1111  N.  Lee  Phone  232-8722 

Oklahoma  City,  Oklahoma 


5514  S.  Western 


JOE  BILLS  REYNOLDS,  MD 
Obstetrics  and  Gynecology 

Oklahoma  City,  Oklahoma  73109 


OBSTETRICS  AND  GYNECOLOGY 
E.  MALCOLM  STOKES,  MD,  FACS 
Certified  American  Board  of  Obstetrics  and  Gynecology 


610  Doctor's  Building 
Tulsa,  Oklahoma 


2021  S.  Lewis 

Phone  743-6496 


SOUTH  OKLAHOMA  CITY  WOMEN'S  CLINIC 
Suite  4,  5514  South  Western 

Oklahoma  City,  Okla.  73109  405  632-6691 

Wendell  R.  Sylvester,  MD,  FACS,  FACOG 
Joe  Bills  Reynolds,  MD  Charles  D.  Taylor,  MD 

Practices  Limited  to 
Obstetrics  and  Gynecology 
Office  Hours  By  Appointment  Only 


ORTHOPEDICS 


WILLIAM  S.  DANDRIDGE 

BA,  MD,  MS  (Orthopedic  Surgery),  FACS,  FICS 
Orthopedic  Surgery 

Diseases.  Injuries,  Deformities  of  Spine  and  Extremities 


1601  West  Okmulgee 


Muskogee,  Oklahoma  74401 
Phone  918  687-6341 


THE  MUSKOGEE  ORTHOPEDIC  CLINIC 
Port  Johnson,  MD 
Richard  L.  Pentecost,  MD 
John  L.  Branscum,  MD 

Diplomates  American  Board  of  Orthopedic  Surgery 


211  South  36th  Street 
Zip  Code  74401 


Muskogee,  Oklahoma 


Phone  682-7717 


JOHN  RAYMOND  STACY,  MD,  FACS 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N.W.  12th  St.  235-6315 

Oklahoma  City,  Oklahoma 


PEDIATRICS 


821  South  Pine 


General  Pediatrics 
G.  EDWARD  SH1SSLER,  MD 


Stillwater,  Oklahoma 


Phone  372-9577 


RADIOLOGY 


RADIOLOGY  ASSOCIATES 

JAMES  T.  BOGGS,  MD  WAYNE  H.  SCHULTZ,  MD 

ROBERT  SUKMAN,  MD  LINDBERG  J.  RAHHAL,  MD 

RICHARD  B.  PRICE,  MD  ROBERT  W.  GEYER,  Jr.,  MD 

GEORGE  BEN  CARTER,  MD  JOHN  R.  OWEN,  MD 

DAN  MITCHELL,  Jr.,  MD 
Diplomates  American  Board  of  Radiology 

X-Ray  — Diagnosis  Including  Angiography  and  Lymphangiography 
— Radiation  Therapy  — Isotopes  — Cobalt  Therapy 
Deep  and  Interstitial  Therapy 

204  Medical  Tower  Bldg.  Doctors  Medical  Building 

848-371 1 946-9923 

Baptist  Memorial  Hospital  Physicians  and  Surgeons  Bldg. 

946-6411  Suite  705  235-2583 

Deaconess  General  Hospital 
946-5581 
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put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Pyopen' 

(disodium  carbenicillin) 

*vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 
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CEB 

Beecham  Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


TULSA  RADIOLOGY  ASSOCIATES,  INC. 
Diplomates  of  American  Board  of  Radiology 
X-ray,  Diagnosis,  Radiation  Therapy  and  Isotopes 
St.  John's  Hospital  St.  Francis  Hospital 

1923  S.  Utica  6161  S.  Yale 

743-3311  627-2200 

HERBERT  M.  KRAVITZ,  MD,  FACS 
Diplomate  American  Board  of  Plastic  Surgery 

Reconstructive,  Cosmetic,  and  Hand  Surgery 

Lucien  M.  Pascucci,  MD,  FACR  John  E.  Kauth,  MD 

Ernest  S.  Kerekes,  MD,  FACR  Georqe  H.  Kamp,  MD 

Donald  F.  Mauritson,  MD,  FACR  Thomas  S.  Llewellyn,  MD 

Richard  F.  Barbee,  MD  Theodore  J.  Brickner,  Jr.,  MD 

Norman  L.  Bartlett,  MD  Tim  S.  Caldwell,  MD 

Zia  0.  Vargha,  MD  David  V.  Eakin,  MD 

Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 

F.  M.  LINGENFELTER,  MD,  FACS 
Surgery  and  Surgical  Diseases  of  the 
Thyroid  Gland 

RADIOLOGICAL  PHYSICS 

216  Osier  Building,  Oklahoma  City,  Okla. 

DAVID  S.  GOODEN,  PhD 
1249  East  26th  Street 
Tulsa,  Oklahoma  74114 
Phone  918  742-8108 

FRED  R.  MARTIN,  MD 
Diplomate  American  Board  of  Plastic  Surgery 

PHYSICS  CONSULTATION  IN- 

Diagnostic  x-ray  . Radiation  Therapy  • Nuclear  Medicine 

Radioaraphy  • Instrumentation  • Dosimetry  • Leak  Testing 
Shielding  Design  . Radiation  Safety  • Personnel  Monitoring 
AEC  License  Applications  • State  and  Federal  Compliance 

601  St.  John's  Doctors  Bldg.  742-4851 

1705  East  19th  Street  Tulsa,  Oklahoma  74104 

CHARLES  A.  TOLLETT,  BS,  MD,  DSC 

SURGERY 

Certified  American  Board  Surgery 
General  Surgery 

Dowell  Building  235-7750 

WARREN  L.  FELTON  11,  MD 

405  N.  Durland  Street  Oklahoma  City,  Oklahoma 

Dlplomate  American  Board  of  Surgery 
Diplomate  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 

UROLOGY 

Oklahoma  City,  Okla. 

208  Doctors  Medical  Building 

5700  N.W.  Grand  Bivd.  947-5573 

A.  De  QUEVEDO,  MD,  Inc. 

A.  de  Quevedo,  MD 

Diplomate  of  the  American  Board  of  Urology 
Suite  606  232-1333  1211  N.  Shartel 

Oklahoma  City,  Oklahoma  73103 

WILLIAM  J.  FORREST,  MD 

MEREDITH  APPLETON,  J.  HARTWELL  DUNN, 

Plastic  and  Reconstruction  Surgery 

MD,  FICS  MD,  FACS 

Surgery  of  the  Hand 

CHARLES  L.  REYNOLDS,  Jr.,  MD,  FACS 
HARRY  C.  MILLER,  Jr.,  MD,  FACS 

1211  North  Shartel  235-3361 

Diplomates  of  the  American  Board  of  Urology 

Oklahoma  City 

3113  Northwest  Expressway  Oklahoma  City,  Oklahoma 

ALLEN  E.  GREER.  MD 
JOHN  M.  CAREY,  MD 
NAZIH  ZUHDI,  MD 
WILLIAM  D.  HAWLEY,  MD 
Certified  American  Board  of  Surgery 
Certified  American  Board  of  Thoracic  Surgery 
Practice  Limited  fo  Cardiovascular  and  Thoracic  Surgery 
(Open  Heart,  Vascular,  Pulmonary,  Esophageal) 
Bronchoscopy  EsoDhagoscopv 

1211  North  Shartel,  Suite  900  Oklahoma  City,  Okla.  73103 

235-3377 

843-5761 

JOHN  T.  BOAZ,  III,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
Physicians  and  Surgeons  Building — 1211  North  Shartel 
Office  235-9401  Home  751-2633 

Oklahoma  City 

PHILIP  D.  DIGGDON,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
Suite  312  Tulsa,  Oklahoma  74136 

Warren  Professional  Bldg.  Tel.:  622-6322 

6465  South  Yale 

ROBERT  B.  HOWARD,  MD,  FACS 
Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Suraerv  and 
Diseases  of  the  Thyroid  Gland 

544  Pasteur  Medical  Bldg.  Phone  235-2341  Oklahoma  City 

BARNEY  J.  LIMES,  MD 
Diplomate  of  the  American  Board  of  Urology 
Practice  Limited  to  Urology 

Physicians  and  Surgeons  Bldg.  1211  N.  Shartel 

Oklahoma  City  235-5494 

GILBERT  !..  HYROOP,  MD,  FACS,  FICS 

JOE  E.  COLLINS,  MD,  FACS 

Certified  by  the  American  Board  of  Plastic  Surgery 
Practice  Limited  to  Plastic  & Reconstructive  Surgery  and 
Cosmetic  Surgery 

Diplomate  of  the  American  Board  of  Urology 
Suite  1106  235-3524  1211  North  Shartel 

Oklahoma  City,  Oklahoma 

848-3341 

Medical  Tower 

3141  N.W.  Expressway  Oklahoma  City,  Oklahoma  73112 

JESS  E.  MILLER,  MD 

Diplomate  of  the  American  Board  of  Urology 
336  Pasteur  Building  1111  North  Lee 

Oklahoma  City,  Oklahoma 

GEORGE  H.  KIMBALL,  MD,  FACS 
Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
321  Pasteur  Building  Oklahoma  City  Phone  232-1036 

Res.  Phone  842-1811  Office  Phone  235-6618 

PENNINGTON-DEEN  UROLOGY  CLINIC,  Inc. 
Diplomates  American  Board  of  Urology 
1 201  -F  East  5th  Street  Office  332-7706  Ada,  Oklahoma 

Residence:  Dr.  Pennington:  332-7316 — Dr.  Deen:  332-8184 

Professional  Card  listings  are  available  to  members. 

Professional  Card  listings  are  available  to  members. 

They  are  sold  in  vertical  increments  of  one-half  inch. 

They  are  sold  in  vertical  increments  of  one-half  inch, 

at  the  rate  of  $25.00  per  year. 

at  the  rate  of  $25.00  per  year. 
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DEADLINES 

April  Issue 

Editorial,  Scientific,  Book  Reviews  February  15,  1973 
Advertising  Copy  March  15,  1973 

News  Copy,  Miscellaneous  Ads  March  15,  1973 

CONTRIBUTIONS 
Articles  accepted  for  publication,  including  manu- 
scripts of  annual  meeting  papers,  are  the  sole  property 
of  The  Journal  and  must  not  have  been  published  else- 
where. Authority  for  approval  of  all  contributions  rests 
with  the  Editorial  Board,  and  the  Board  reserves  the 
right  to  edit  any  material  submitted.  Manuscripts 
should  be  typewritten,  double  spaced  and  submitted  in 
original  and  one  copy.  Receipt  of  manuscripts  will  be 
acknowledged  and  unused  manuscripts  returned.  Used 
manuscripts  will  be  returned  on  request.  The  Journal 
of  the  Oklahoma  State  Medical  Association  is  not  re- 
sponsible for  the  statements  or  opinions  of  any  con- 
tributor. 


STYLE 

Footnotes,  bibliographies,  and  legends  for  illustra- 
tions should  be  submitted  on  separate  sheets,  double- 
spaced. Bibliographies  should  follow  in  order  of:  name 
of  author,  title  or  article,  name  of  periodical  with  vol- 
ume number,  page  and  date  of  publication.  These  ref- 
erences should  be  alphabetized  and  numbered  in  se- 
quence. 


ILLUSTRATIONS 

Illustrations,  other  than  the  author’s  will  not  be  ac- 
cepted for  publication  unless  accompanied  by  written 
permission  to  be  reproduced.  Illustrations  should  be 
identified  by  the  author’s  name  and  the  figure  number 
of  the  illustrations.  The  illustrations  should  be  num- 
bered in  the  same  order  as  referred  to  in  the  body  of 
the  article.  Used  photographs,  and  drawings  will  be 
returned  after  publication  if  requested.  The  Journal 
will  pay  for  necessary  black  and  white  illustrations 
within  reasonable  limitations.  The  quality  of  drawings, 
sketches,  etc.,  must  be  in  keeping  with  the  quality  of 
the  magazine. 


NEWS 

Members  of  the  Oklahoma  State  Medical  Association, 
the  constituent  societies  of  the  association,  and  all 
readers  in  general  are  invited  to  supply  news  items 
of  general  interest  to  the  profession. 


ADVERTISING 

All  advertising  copy  must  be  approved  by  the  Edi- 
torial Board  before  acceptance  for  publication.  Gen- 
eral and  miscellaneous  advertising  rates  will  be  sent 
on  request. 


EDITING  SERVICE 

The  Editorial  Board  reserves  the  prerogative  to  sub- 
mit contributions  to  a Medical  Editing  Service  when 
warranted.  If  such  is  felt  necessary,  the  Editor  will 
contact  the  author  for  approval,  informing  him  that 
there  will  be  modest  charge  for  this  service. 

REPRINTS 

Authors  will  receive  reprint  order  forms  from  the 
Transcript  Press,  P.O.  Drawer  1058,  Norman,  Okla- 
homa 73069,  prior  to  final  publication  of  their  articles. 
Other  requests  for  reprints  must  be  made  to  the  Tran- 
script Press  within  30  days  after  publication. 

BACK  ISSUES 

Microfilm  copies  of  back  issues  of  The  Journal  may 
now  be  purchased  from  University  Microfilms,  300 
North  Zeeb  Road,  Ann  Arbor,  Michigan  48106. 
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Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 


Bactociir 

(sodium  oxacillin) 

'capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


CEB 

Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  halt  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray- brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the 
developing  fetus  (often  related  to  retardation  of  skeletal  development)  Embryotoxicity 
has  also  been  noted  in  animals  treated  early  in  pregnancy 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines 
To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level 
determinations  of  drug. The  antianabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis 
Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with 
tetracyclines  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so 
advised,  and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 
In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  tor  syphilis  monthly  for  at  least  four  months 
Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on 
anticoagulant  therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage 
In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic) 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  mondial 
overgrowth)  in  the  anogenital  region 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon)  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus 
Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosmophilia 
Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black 
microscopic  discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  function  studies 
are  known  to  occur 

USUAL  DOSAGE:  Adults  — 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q i d.  for  a total  of  5 4 grams 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams 
of  Rondomycin  (methacycline  HCI)  in  equally  divided  doses  over  g period  of  10-15  days 
should  be  given.  Close  follow-up.  including  laboratory  tests,  is  recommended 
Eaton  Agent  pneumonia  900  mg  daily  for  six  days 
Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses 
Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum  calcium  or  magnesium  impair 
absorption  and  are  contraindicated  Food  and  some  dairy  products  also  interfere  Give 
drug  one  hour  before  or  two  hours  after  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding 
In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI 


Before  prescribing . consult  package  circular  or  latest  PDR  information 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomycin  soo 

[metjhacycline  HCI] Capsules 

Delivers  from  the  very  first  dose: 

studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


The  science 

of  treating 
gas  pain 

J #When  gas  is  entrapped  in  the  G.  I.  tract,  it  can 
cause  pain  severe  enough  to  mimic  that  of  peptic  ulcer,  angina  pectoris,  o 
myocardial  infarction.2#Mostofthegas  symptoms  brought  to  your  attention 
will  be  due  to  gas  trapped  in  the  intestines,  not  the  stomach.^  The  source  of 
most  G.l.  gas  is  air-swallowing,  often  an  anxiety  response  of  which  the  patient 


is  unaware. 


new 


, PHASIL  treats 
gas  pain  scientifically 

J#Phasil  is  the  only  single-entity  simethicone  tablet  with  measured  medi- 
cation for  both  stomach  and  intestine.  Phasil’s  protected  inner  core  releases 
40  mg.  of  specially-activated  simethicone  in  the  intestines,  the  most  common 
site  of  gas  entrapment.2#Phasil  also  releases  20  mg.  of  specially-activated 
simethicone  while  in  transit  through  the  stomach,  for  immediate  dispersion  of 
any  gas  accumulated  there.^  ^Phasil  is  safe:  no  systemic 
effects,  no  untoward  reactions,  no  contraindications. 


Sig.:  One  Phasil  tablet  before  meals  and  at  bedtime  pro- 
vides reliable  relief  of  gas  pain,  bloating  and  distention. 
Available  in  bottles  of  1 00  tablets. 

References:  1.  Roth.  J L Ann  N Y Acad  Sci.  150  109,  Feb  26.  1968  2.  Reich,  N.  E , and 
Fremont.  R E (eds.)  Chest  Pain.  The  Macmillan  Company,  New  York,  1961,  p.  348. 


Reed  & Carnrick/Kenilworth,  N.J.  07033 


Iron  therapy  for  anemia 
is  almost  as  old  as  history  itself 


Celsus's  empirical  use  of  iron 


Aulus  Cornelius  Celsus  recommended  an  unusual  form  of  iron  ther- 
apy for  the  treatment  of  enlarged  spleens  — the  oral  administration 
of  water  that  blacksmiths  had  used  for  dousing  white-hot  iron. 


Fix'  more  modem  anemia  therapy 

rp  • • ® 

1 rmsicon 


Hematinic  Concentrate 
with  Intrinsic  Factor 


(See  reverse  side  for  prescribing  information.) 


rp  • • ® 

1 nnsicon 

Hematinic  Concentrate 
with  Intrinsic  Factor 


Description:  Each  Pulvule®  contains- 


Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor) 240  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  B12  activity  in  the  Special  Liver-Stomach  Concen- 
trate, Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is  15  micrograms.) 


Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 0.5  mg. 


Indications:  Trinsicon  is  a multifactor  preparation  effective  in  the  treatment  of 
anemias  that  respond  to  oral  hematinics,  including  pernicious  anemia  and  other 
megaloblastic  anemias  and  also  iron-deficiency  anemia.  Therapeutic  quantities  of 
hematopoietic  factors  that  are  known  to  be  important  are  present  in  the  recom- 
mended daily  dose. 

Vitamin  B,2  with  Intrinsic  Factor— When  secretion  of  intrinsic  factor  in 
gastric  juice  is  inadequate  or  absent  (e.g.,  in  Addisonian  pernicious  anemia  or  after 
gastrectomy),  vitamin  B12  in  physiological  doses  is  absorbed  poorly,  if  at  all.  The 
resulting  deficiency  of  vitamin  Bl2  leads  to  the  clinical  manifestations  of  pernicious 
anemia.  Similar  megaloblastic  anemias  may  develop  in  fish  tapeworm  ( Diphyllo - 
bothrium  latum ) infection  or  after  a surgically  created  small-bowel  blind  loop; 
in  these  situations,  treatment  requires  freeing  the  host  of  the  parasites  or  bacteria 
which  appear  to  compete  for  the  available  vitamin  B,2.  Strict  vegetarianism  and 
malabsorption  syndromes  may  also  lead  to  vitamin  B,2  deficiency.  In  the  latter  case, 
parenteral  therapy,  or  oral  therapy  with  so-called  massive  doses  of  vitamin  B,2,  may 
be  necessary  for  adequate  treatment  of  the  patient. 

Potency  of  intrinsic  factor  concentrates  is  determined  physiologically,  i.e.,  by  their 
use  in  patients  with  pernicious  anemia.  The  liver-stomach  concentrate  with  intrinsic 
factor  and  the  vitamin  B,2  contained  in  two  Pulvules  Trinsicon  provide  114  times  the 
minimum  amount  of  therapeutic  agent  which,  when  given  daily  in  an  uncomplicated 
case  of  pernicious  anemia,  will  produce  a satisfactory  reticulocyte  response  and 
relief  of  anemia  and  symptoms. 

Concentrates  of  intrinsic  factor  derived  from  hog  gastric,  pyloric,  and  duodenal 
mucosa  have  been  used  successfully  in  patients  who  lack  intrinsic  factor.  For  ex- 
ample, Fouts  et  al.  maintained  patients  with  pernicious  anemia  in  clinical  remission 
with  oral  therapy  (liver  extracts  or  intrinsic  factor  concentrate  with  vitamin  B12) 
for  as  long  as  twenty-nine  years. 

After  total  gastrectomy,  Ficarra  found  multifactor  preparations  taken  orally  to 
be  "just  as  effective  in  maintaining  blood  levels  as  any  medication  that  has  to  be 
administered  parenterally.”  His  study  was  based  on  twenty-four  patients  who  had 
survived  for  five  years  after  total  gastrectomy  for  cancer  and  who  had  been  taking 
two  Pulvules  Trinsicon  daily. 

Folic  Acid—  Folic  acid  deficiency  is  the  immediate  cause  of  most,  if  not  all, 
cases  of  nutritional  megaloblastic  anemia  and  of  the  megaloblastic  anemias  of 
pregnancy  and  infancy;  usually,  it  is  also  at  least  partially  responsible  for  the 
megaloblastic  anemias  of  malabsorption  syndromes,  e.g.,  tropical  and  nontropical 
sprue. 

It  is  apparent  that  in  vitamin  B,2  deficiency  (e.g.,  pernicious  anemia),  lack  of 
this  vitamin  results  in  impaired  utilization  of  folic  acid.  There  are  other  evidences 
of  the  close  folic  acid-vitamin  B,2  interrelationship:  (1)  B12  influences  the  storage, 
absorption,  and  utilization  of  folic  acid,  and  (2),  as  a deficiency  of  B12  progresses, 
the  requirement  for  folic  acid  increases.  However,  folic  acid  does  not  change  the 
requirement  for  vitamin  B12. 

Iron— A very  common  anemia  is  that  due  to  iron  deficiency.  In  most  cases,  the 
response  to  iron  salts  is  prompt,  safe,  and  predictable.  Within  limits,  the  response 
is  quicker  and  more  certain  to  large  doses  of  iron  than  to  small  doses. 

Each  Pulvule  Trinsicon  furnishes  110  mg.  of  elemental  iron  (as  ferrous  fumarate) 
to  provide  a maximum  response. 


Ascorbic  Acid— Vitamin  C plays  a role  in  anemia  therapy.  It  augments  the 
conversion  of  folic  acid  to  its  active  form,  folinic  acid.  In  addition,  ascorbic  acid 
promotes  the  reduction  of  ferric  iron  in  food  to  the  more  readily  absorbed  ferrous 
form.  Severe  and  prolonged  vitamin  C deficiency  is  associated  with  an  anemia  which 
is  usually  hypochromic  but  occasionally  megaloblastic  in  type. 

Contraindications  and  Precautions:  Anemia  is  a manifestation  that  requires 
appropriate  investigation  to  determine  its  cause  or  causes. 

Folic  acid  alone  is  unwarranted  in  the  treatment  of  pure  vitamin- B12-deficiency 
states,  such  as  pernicious  anemia.  Indeed,  the  use  of  folic  acid  in  large  doses  in 
pernicious  anemia  without  adequate  vitamin  B,2  may  result  in  hematologic  re- 
mission but  neurological  progression. 

As  with  all  preparations  containing  intrinsic  factor,  resistance  may  develop  in 
some  cases  of  pernicious  anemia  to  the  potentiation  of  absorption  of  physiological 
doses  of  vitamin  B,2.  If  resistance  occurs,  parenteral  therapy,  or  oral  therapy  with 
so-called  massive  doses  of  vitamin  B,2,  may  be  necessary  for  adequate  treatment 
of  the  patient.  No  single  regimen  fits  all  cases,  and  the  status  of  the  patient  ob- 
served in  follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic  clinical 
and  laboratory  studies  are  considered  essential  and  are  recommended. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has  been  noted  follow- 
ing the  oral  administration  of  liver-stomach  material.  Allergic  sensitization  has  been 
reported  following  both  oral  and  parenteral  administration  of  folic  acid. 

Hemochromatosis  and  hemosiderosis  are  contraindications  to  iron  therapy. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses  produces  gastro- 
intestinal reactions,  such  as  diarrhea  or  constipation.  Reducing  the  dose  and  ad- 
ministering it  with  meals  will  minimize  these  effects  in  the  iron-sensitive  patient. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a standard  response 
in  the  average  uncomplicated  case  of  pernicious  anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with  intrinsic  factor, 
Lilly),  in  bottles  of  60  and  500  and  in  Identi-Dose®  (unit  dose  medication,  Lilly) 
in  boxes  of  100.  ,„„M| 
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Should  old  depressives  be  forgot? 


le  geriatric  depressive. 

Unable  to  concentrate  he  tends 
take  little  interest  in  the  affairs 
Hind  him.  His  reactions  are  slow 
d delayed.  He  speaks  very  little, 
hen  he  does,  it's  mostly  to  com- 
lin  of  his  insomnia,  fatigue,  or 
nstipation. 


One  way  of  relieving  depres- 
sion in  the  geriatric  patient  is  with 
Tofranil. 


Please  read  the  prescribing  information  for  details 
of  usage  (lower  dosages  are  recommended  for  elderly 
patients  and  adolescents),  precautions,  warnings, 
contraindications,  adverse  experiences,  and  dosage 


fran  i I mipramine  hydrochloride  USP 

ntraindications:  The  concomitant  use  of  this  agent 
d monoamine  oxidase  inhibiting  ( M.A.O.I.  I com- 
unds  is  contraindicated.  Hvperpyretic  crises  or 
cere  convulsive  seizures  may  occur.  Potentiation  of 
verse  effects  can  be  serious  or  even  fatal.  An  interval 
at  least  14  days  after  M.A.O.I.  therapy  has  been 
scontinued  should  be  allowed  before  this  drug  may 
substituted.  Initial  dosage  should  be  low.  increases 
ould  be  gradual,  and  the  patient's  progress  should 
carefully  observed.  The  drug  is  also  contraindicated 
) during  the  acute  recovery  period  after  myocardial 
farction.  (b)  in  patients  with  known  hvpersen- 
tivit  v to  the  drug.  Cross-sensitivity  to  other  dibenz- 
iepine  compounds  should  be  kept  in  mind. 

Warnings:  Usage  in  Pregnancy:  Safe  use  of 
lipramine  during  pregnancy  and  lactation  has  not 
>en  established;  therefore,  in  administering  the  drug 
> pregnant  patients,  nursing  mothers,  or  women  of 
lildbearing  potential,  the  potential  benefits  must  be 
eighed  against  the  possible  hazards.  Animal  repro- 
Jction  studies  have  yielded  inconclusive  results, 
here  have  been  clinical  reports  of  congenital  mal- 
rmation  associated  with  the  use  of  this  drug,  but  a 
iusal  relationship  has  not  been  confirmed. 

Extreme  caution  should  be  used  when  this  drug 
given  to : 

-patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias, 
myocardial  infarction,  strokes  and  tachycardia: 
-patients  with  increased  intraocular  pressure,  history 
of  urinary  retention,  or  history  of  narrow-angle 
glaucoma  because  of  the  drug's  anticholinergic 
properties; 

-hyperthvroid  patients  or  those  on  thyroid  medica- 
tion because  of  the  possibility  of  cardiovascular 
toxicity: 

-patients  with  a history  of  seizure  disorder  because 
this  drug  has  been  shown  to  lower  the  seizure 
threshold ; 

-patients  receiving  guanethidine  or  similar  agents 
since  imipramine  may  block  the  pharmacologic 
effects  of  these  drugs. 

Usage  in  Children:  Pending  evaluation  of  results 
mm  clinical  trials  in  children,  the  drug  is  not  recom- 
pended  for  use  in  patients  under  twelve  years  of  age. 

Since  the  drug  may  impair  the  mental  and/or 


physical  abilities  required  for  the  performance  of 
potentially  hazardous  tasks,  such  as  operating  an 
automobile  or  machinery,  the  patient  should  be 
cautioned  accordingly. 

Precautions:  Because  of  the  possibility  of  suicide 
in  seriously  depressed  patients,  careful  supervision 
during  the  early  phase  of  treatment  is  necessary  and 
hospitalization  may  be  required.  Prescriptions  should 
be  written  for  the  smelliest  amount  feasible. 

Hypomanic  or  manic  episodes  may  occur,  partic- 
ularly in  patients  with  cyclic  disorders.  Such  reactions 
may  necessitate  discontinuation  of  the  drug.  If  needed, 
imipramine  may  be  resumed  in  lower  dosage  when 
these  episodes  are  relieved.  Administration  of  a tran- 
quilizer may  be  useful  in  controlling  such  episodes. 

Prior  to  elective  surgery,  imipramine  should  be 
discontinued  for  as  long  as  the  clinical  situation  will 
allow. 

An  activation  of  the  psychosis  may  occasionally 
be  observed  in  schizophrenic  patients  and  may  re- 
quire reduction  of  dosage  and  the  addition  of  a 
phenothiazine. 

In  occasional  susceptible  patients  or  in  those 
receiving  anticholinergic  drugs  ( including  anti- 
parkinsonism agents)  in  addition,  the  atropine-like 
effects  may  become  more  pronounced  (e.g.  paralytic- 
ileus).  Close  supervision  and  careful  adjustment  of 
dosage  is  required  w hen  this  drug  is  administered 
concomitantly  with  anticholinergic  or  sympathomi- 
metic drugs. 

Patients  should  be  warned  that  the  concomitant 
use  of  alcoholic  beverages  may  be  associated  with 
exaggerated  effects. 

Both  elevation  and  lowering  of  blood  sugar  levels 
have  been  reported. 

Concurrent  administration  of  imipramine  with 
electroshock  therapy  may  increase  the  hazards:  such 
treatment  should  be  limited  to  those  patients  for  whom 
it  is  essential. 

Adverse  Reactions:  Cardiovascular:  Hypoten- 
sion. hypertension,  tachycardia,  palpitation,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke, 
falls. 

Psychiatric:  Confusional  states  (especially  in  the 
elderly  l with  hallucinations,  disorientation,  delu- 
sions; anxiety,  restlessness,  agitation:  insomnia  and 
nightmares:  hvpomania:  exacerbation  of  psychosis. 

Neurological:  Numbness,  tingling,  paresthesias 


of  extremities;  incoordination,  ataxia,  tremors: 
peripheral  neuropathy;  extrapyramidal  symptoms: 
seizures,  alterations  in  EEG  patterns;  tinnitus. 

Anticholinergic:  Dry  mouth,  and.  rarely,  asso- 
ciated sublingual  adenitis:  blurred  vision,  disturbanc 
of  accommodation,  mydriasis;  constipation,  paralyti 
ileus:  urinary  retention,  delayed  micturition,  dilatioi 
of  the  urinary  tract. 

Allergic:  Skin  rash,  petechiae.  urticaria,  itching 
photosensitization  (avoid  excessive  exposure  to  sun 
light );  edema  (general  or  of  face  and  tongue  l.  drug 
fever,  cross-sensitivity  with  desipramine. 

Henmtologic:  Bone  marrow  depression  in- 
cluding agranulocytosis;  eosinophilia:  purpura; 
thrombocytopenia.  Leukocyte  and  differential  count 
should  be  performed  in  any  patient  who  develops  fev 
and  sore  throat  during  therapy:  the  drug  should  be 
discontinued  if  there  is  evidence  of  pathological 
neutrophil  depression. 

Gastrointestinal:  Nausea  and  vomiting,  anorex: 
epigastric  distress,  diarrhea;  peculiar  taste,  stomatit 
abdominal  cramps,  black  tongue. 

Endocrine:  Gynecomastia  in  the  male;  breast 
enlargement  and  galactorrhea  in  the  female:  in- 
creased or  decreased  libido,  impotence;  testicular 
swelling;  elevation  or  depression  of  blood  sugar 
levels. 

Other:  Jaundice  (simulating obstructive);  alter 
liver  function:  weight  gain  or  loss:  perspiration:  flus 
ing:  urinary  frequency;  drowsiness,  dizziness,  weak 
ness  and  fatigue:  headache;  parotid  swelling:  alopec 

Withdrawal  Symptoms:  Though  not  indicative 
of  addiction,  abrupt  cessation  of  treatment  after  pro 
longed  therapy  may  produce  nausea,  headache  and 
malaise. 

How  Supplied : Round  tablets  of  25  and  50  mg. : 
triangular  tablets  of  10  mg.  for  geriatric  and  ado- 
lescent use;  and  ampuls,  each  containing  25  mg.  in 
2 cc.  for  I.M.  administration.  (BI98-146-850-H  (7/1 

For  complete  details,  including  dosage,  please  refer 
to  the  full  prescribing  information. 
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When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 
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In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5%  glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
^hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 
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nfections  caused  by  susceptible  strains 
>f  pneumococci,  streptococci,  and 
ttaphylococci,  including  penicillin- 
esistant  strains.  Staphylococcal  strains 
■esistantto  Lincocin  (lincomycin 
lydrochloride,  Upjohn)  have  been 
•ecovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
?e  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
mtigenicity  with  these  compounds, 
however,  hypersensitivity  reactions 
lave  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin' 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 
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Well  tolerated  at  infusion  site:  Lincocin 
ntravenous  infusions  have  not 
[produced  local  irritation  or  phlebitis, 
when  given  as  recommended.  Lincocin 
s usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
:autiously  in  patients  with  asthma  or 
significant  allergies. 

In  patients  with  impaired  renal  function, 
the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
the  dose  for  patients  with  normal 
i kidney  function.  Its  safety  in 
1 pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
not  been  established. 

Lincocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
I is  stable  over  a wide  pH  range,  it  is 
suitable  for  incorporation  in 
I intravenous  infusions;  it  also  may  be 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

- Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


"Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASIONALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY . A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /Themolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment 
Skin  and  mucous  membranes— Skin  rashes 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported.  Liver— Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  IV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  senses— Tinnitus  and  vertigo  have 
been  reported  occasionally.  Local  reactions 
— Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocin 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  mg 
Capsules— bottles  of  24  and  100.  Sterile 
Solution,  300  mg  per  ml— 2 and  10  ml  vials 
and  2 ml  syringe.  Syrup,  250  mg  per  5 ml 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consult 
the  package  insert  or  see  your  Upjohn 
representative. 
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Health  Job 
Clinic  A Success 

A health  job  clinic  developed  to 
encourage  health  professionals  to 
consider  practicing  in  the  rural  areas 
of  the  state  brought  nearly  1,000  stu- 
dents from  all  over  Oklahoma  to 
hear  what  the  communities  had  to 
sell.  Sponsored  by  the  Oklahoma 
Council  for  Health  Careers,  the  clin- 
ic had  70  booths  offering  health  pro- 
fessionals some  type  of  opportunity. 

Towns  ranging  in  size  from  1,000 
to  over  50,000  people  and  from  as 
far  away  as  the  Southeast  corner  in 
the  Panhandle  offered  information  on 
the  living  environment,  health  facil- 
ities and  needs,  opportunities  and  ad- 
vantages of  living  in  small  town 
Oklahoma. 

Held  during  the  first  week  of  No- 
vemb;r,  the  clinic  actually  began  the 
day  before  when  the  communities  ar- 
rived to  assemble  their  booths  and 
to  hear  some  ideas  on  recruiting 
health  manpower  and  how  to  make 
their  areas  appeal  to  medical  per- 
sonnel. Three  physicians  spoke  to  the 
community  groups  on  the  first  day. 
Howard  Keith,  MD,  from  Shattuck, 
admonished  the  communities  not  to 
wait  for  the  government  or  someone 
else  to  go  out  and  recruit  health 
manpower  for  them.  He  suggested 
that  some  of  the  smaller  towns  get 
together  and  build  a central  hospital 
or  facility  to  attract  a number  of 
doctors  to  their  communities. 

Kelly  West,  MD,  professor  at  the 
University  of  Oklahoma  Health 
Sciences  Center,  ended  the  confer- 
ence by  discussing  some  of  the  man- 
power problems  facing  rural  Oklaho- 
ma. He  pointed  out  that  the  days  of 
solo  practice  in  rural  communities 
were  swiftly  ending. 

“Rural  America  has  to  develop  a 
base  of  medical  facilities  and  ser- 
vices which  will  attract  the  physi- 
cians,” he  explained.  He  went  on  to 
suggest  cooperative  medical  prac- 
tices and  told  the  communities  they 
could  no  longer  expect  today’s  doc- 
tors to  serve  alone  and  practice  “19th 
century  medicine  where  the  old  fam- 
ily doctors  sat  up  and  held  your  hand 
all  night  while  your  appendix  burst.” 

Leonard  P.  Eliel,  MD,  Executive 
Vice-President  of  the  Health  Sci- 
ences Center  explained  that  the 
health  job  clinic  expressed  a great 
need,  the  deeply  felt  need  for  ade- 
quate health  care  for  the  people  of 
the  state. 


Governor  David  Hall  opened  the  job 
placement  activities  at  an  early 
breakfast  honoring  the  community 
representatives.  He  commended  the 
job  clinic  on  taking  “dead  aim  at  the 
health  care  delivery  problems  of  this 
state.”  He  said  he  could  see  no 
greater  challenge  than  that  of  locat- 
ing health  professionals  where  they 
are  most  needed.  He  stated  that 
health  care  delivery  and  education 
were  his  number  one  interest  in  Okla- 
homa, and  his  aim  was  to  have 
health  care  delivery  within  a one- 
hour  drive  of  every  citizen  in  t h e 
state. 

Chinese  Medicine  An 
Unknown  Quantity 

Chinese  medicine  may  offer  possi- 
bilities for  application  in  the  Western 
world,  but  these  possibilities  are  still 
an  unknown  quantity  — unknown  to 
the  Chinese  and  the  Western  coun- 
terparts as  well. 

This  was  the  finding  of  a Missouri 
physician,  E.  Gray  Dimond,  MD,  of 
the  University  of  Missouri  at  Kansas 
City,  following  a second  trip  to  China 
this  fall  to  study  Chinese  medicine. 
Doctor  Dimond  was  one  of  the  small 
group  of  American  physicians  who 
journeyed  to  China  in  the  fall  of  1971 
for  a similar  study. 

In  the  November  27th  issue  of  the 
Journal  of  the  American  Medical  As- 
sociation Doctor  Dimond  reported 
that  although  acupuncture  analgesia 
permits  major  surgical  procedures, 
it  is  not  uniformly  successful.  He 
went  on  to  say  that  the  Chinese 
themselves  do  not  have  a scientific 
explanation  for  acupuncture  analge- 
sia. 

Therapeutic  acupuncture  is  even 
more  obscure  and  has  large  psycho- 
somatic probabilities.  Never  the  less 
Doctor  Dimond  believes  that  the 
method  has  a place  in  treatment  of 
some  disorders. 

Traditional  Chinese  herbal  medi- 
cine is  still  being  taught,  but  its 
role  is  undergoing  methodical  scien- 
tific research.  According  to  the  physi- 
cian investigator  this  research  would 
be  acceptable  by  western  standards. 

Chinese  medical  schools  have  a 
large  number  of  the  so-called  “bare- 
foot doctors”  in  their  new  classes. 
The  doctor  feels  that  this  might  be 
a lesson  for  the  United  States  medi- 
cal educators  to  provide  opportuni- 
ties for  allied  health  personnel,  such 
as  physician’s  assistants,  to  move  up 
to  become  physicians. 


State  Health  Department 
Named  OSHA  Record 
Keeping  Agency 

According  to  the  State  Commission- 
er of  Health  the  Oklahoma  State  De- 
partment of  Health  has  been  desig- 
nated as  the  agency  responsible  for 
record  keeping  in  Oklahoma  for  the 
Occupational  Safety  and  Health  Ad- 
ministration. 

R.  Leroy  Carpenter,  MD,  Health 
Commissioner,  named  the  Public 
Health  Statistics  Division  of  the  De- 
partment as  the  responsible  agency 
in  Oklahoma.  Officially  known  as 
Public  Law  91-596,  the  Willi  ams-Stei- 
ger  Occupational  Safety  and  Health 
Act  of  1970  affects  any  physician  who 
employs  one  or  more  workers. 

Details  of  the  act  can  be  found  in 
a booklet  entitled  “Handy  Reference 
Guide  to  the  Williams-Steiger  Occu- 
pational Safety  and  Health  Act  of 
1970.”  This  booklet  along  with  all 
necessary  posters  and  forms  can  be 
obtained  from  the  Department’s  Pub- 
lic Health  Statistics  Division. 

Under  the  act,  each  employer  must 
display  a poster  which  cites  provi- 
sions of  the  law,  responsibilities  of 
employers  and  employees,  and  penal- 
ties. 

Anyone  having  any  questions  about 
the  record  keeping  portion  of  OSHA 
can  contact  Mr.  P.  J.  Pinkerton,  with 
the  state  health  department’s  Public 
Health  Statistics  Division.  Telephone 
area  code  405,  427-6561  Extension  16. 

Other  questions  regarding  OSHA 
should  be  directed  to  the  Depart- 
ment of  Labor,  Room  512,  Petroleum 
Building,  420  South  Boulder,  Tulsa, 
Oklahoma  74103.  Q 

Miscellaneous 

Advertisements 

COMPLETE  200  MA.  X-Ray  facility 
including  dark  room,  cassettes,  lead- 
ed shield  and  dryer  $3,000.00  Firm. 
Contact  R.  W.  Dowdell,  MD,  405  781- 
3915  or  946-6960.  Also  complete  coda- 
phone  system  with  remote  trans- 
mitter $495.00. 

PHYSICIANS  WANTED.  Planning 
to  build  multi-suite  Professional 
Mall  in  Weatherford,  Oklahoma,  a 
friendly  fast  growing  college  dty; 
will  build  to  suit.  Need  Two  MDs. 
Write  T.  J.  Toma,  DDS,  Box  310, 
Weatherford  73096.  □ 
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Oklahoma  was  represented  at  the  Fall 
Conference  by  Mrs.  Port  Johnson,  President 
and  Mrs.  Daniel  R.  Storts,  President-elect. 
Mrs.  Virgil  Ray  Forester,  Oklahoma  City, 
is  the  Southern  Regional  Vice-President  of 
WAAMA. 

On  Sunday  evening,  Regional  get-acquaint- 
ed dinners  were  held,  followed  by  a pres- 
entation of  films  available  through  the  AMA. 

Monday,  we  were  privileged  to  hear  a va- 
riety of  distinguished  guest  speakers.  Wil- 
liam Purkey,  MD,  Professor  of  Education, 
University  of  Florida,  pointed  out  that  too 
many  times  we  carry  misconcepts  of  our- 
selves throughout  our  lives.  He  gave  these 
truths:  you  cannot  give  what  you  do  not 
possess  yourself.  To  respect  others,  you 
must  respect  yourself ; to  value  others,  you 
must  value  yourself ; to  love  others,  you  must 
love  yourself. 

Miss  Minnie  Allen,  U.S.  Department  of 
Agriculture  spoke  on  Volunteers  for  Food 
Assistance  Programs.  She  gave  tips  on 
‘creativity  and  horsepower’  which  leaders 
must  exhibit. 

Robert  Kernodle,  MD,  Chairman  AMA 
Board  of  Trustees,  praised  the  auxiliary 
for  their  successful  support  of  A.M.A.E.R.F. 
projects.  He  brought  three  challenges  from 
the  AMA:  1.  Preserve  the  rights  and  priv- 
ileges of  individuals  in  medicine  through 
strength  and  unity.  2.  Get  politically  in- 
volved in  this  November  election.  3.  Work 
to  update  and  educate  people  in  health  edu- 
cation. 

Norman  H.  Booher,  MD,  Vice-chairman, 
AMA  Council  on  Voluntary  Health  Agen- 
cies, presented  six  points  of  possible  coop- 
erative effort  between  the  Council  and  aux- 
iliary. 1.  Formalize  an  auxiliary  committee 
on  Voluntary  Health  Agencies.  2.  The  chair- 
men met  with  AMA  Council  annually.  3. 
Familiarize  ourselves  with  Voluntary  Health 
Agencies.  4.  Urge  State  Medical  Societies 
to  form  a like  committee.  5.  Maintain  liaison 
with  National  and  State  organized  medicine. 
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6.  Involve  auxiliary  members  in  Voluntary 
Health  Agencies. 

The  remainder  of  the  Conference  was 
spent  getting  leadership  pointers  and 
valuable  up-to-date  information  from  every 
conceivable  area  of  Medical  Auxiliary. 
A.M.A.E.R.F;  I.H.A. ; Health  Education; 
Bylaws ; Historian  responsibilities ; Parlia- 
mentary procedures ; Treasurer  data ; Health 
Manpower;  Health  Services  and  Member- 
ship. 

I cannot  close  the  events  of  this  con- 
ference without  relating  the  “fun”  side. 
Upon  registering,  we  were  assigned  to  the 
‘blue’  or  the  ‘red’  team.  Sunday  and  Mon- 
day we  were  led  through  and  participated 
in  the  stages  of  a “Mock  Election.”  The 
blue  team  was  ‘conservative’  and  the  ‘red’ 
team  was  more  ‘liberal’.  The  climax  Mon- 
day evening  was  an  actual  election  for  the 
“First  Congressional  District  of  Drake  (Ho- 
tel).” An  added  extra  was  a vote  for  Nixon 
or  McGovern. 

Mary  Ellen  Storts 

P.S.  The  conservative  team  won  the  elec- 
tion! 

HEALTH  EDUCATION 

Health  Education  has  been  defined  as 
“translating  what  is  known  into  what  is 
done  about  health.”  Nutrition  education  will 
help  raise  the  nutritional  standards  for  all 
Americans,  improving  their  “Quality  of 
Life.” 

Our  nutritional  needs  might  be  divided  as : 
an  infant,  a child,  an  adolescent,  an  adult, 
during  pregnancy,  and  as  an  aging  adult. 
Though  varying  during  each  stage,  main- 
tenance of  good  health  depends  on  good  nu- 
trition in  each. 

The  new  AMA  Auxiliary  packet  on  Nu- 
trition is  available  now  from  your  Oklahoma 
Health  Education  chairman,  Mrs.  Harvey 
Randall,  Route  5,  3500  Jefferson,  Muskogee, 
Oklahoma  74401. 

It  contains  ideas  and  planned  methods  for 
introducing  nutrition  education  into  your 
community  through  your  auxiliary’s  efforts. 

Be  a catalyst!  Mrs.  Harvey  Randall, 
Health  Education  Chairman.  □ 

Oklahoma  State  Medical  Association 


The  Price  Commission  has  opened  one  ave- 
nue for  fee  increases.  It  recently  ruled  that 
higher  fees  are  justified  when  physicians 
attain  board  certification.  It  advised  a new- 
ly certified  urologist  that  he  could  establish 
a new  base  fee  structure  at  the  level  of  av- 
erage base  fees  charged  by  other  board  cer- 
tified urologists  in  his  area.  Board  certifi- 
cation is  a “highly  significant  professional 
attainment  which  substantially  increases 
the  physician’s  professional  status  and  the 
value  of  his  services,”  the  Commission  said. 

Failure  of  the  92nd  Congress  to  act  on  Sen- 
ator Kennedy’s  HMO  bill  forestalled  a mas- 
sive federal  takeover  of  the  medical  mal- 
practice field.  A little  noticed  provision  of 
the  Kennedy  bill  would  have  established  a 
federal  malpractice  reinsurance  program  to 
be  administered  by  a Commission  on  Quality 
Health  Care  Assurance.  The  Commission 
would  also  have  set  medical  standards,  pre- 
scribed control  systems,  evaluated  utiliza- 
tion and  health  care  outcomes,  issued,  re- 
voked or  suspended  certificates  for  provider 
complaints,  monitored  reports,  and  conduct- 
ed research  and  development  programs  for 
assessing  and  comparing  health  care  delivery. 
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spending  programs  at  least  once  every  three 
years;  (3)  pilot  test  every  proposed  major 
federal  program;  (4)  designate  a joint  con- 
gressional committee  to  evaluate  the  fed- 
eral budget  in  terms  of  priorities;  and  (5) 
subject  special  federal  programs,  such  as 
Social  Security,  Medicare  and  highways,  to 
the  discipline  of  controlled  spending  just  as 
other  tax  supported  programs  are. 

Special  phone  service  for  physicians  seeking 
information  or  guidance  on  Phase  II  price 
controls  is  being  provided  by  the  AMA.  Just 
call  (312)  527-1571,  Extension  434,  and  ask 
for  Robert  Walsh  of  the  AMA  Center  for 
Health  Services  Research  and  Development. 
After  closing  hours  messages  will  be  record- 
ed so  that  call  back  answers  can  be  made. 


Why  is  the  federal  budget  so  difficult  to 
balance?  When  asked,  Representative  Her- 
man T.  Schneebeli  (R-Pa.)  replied,  “There 
is  no  proper  coordination  between  the  tax 
writing  committee  and  the  spending  commit- 
tee ...  we  don’t  have  this  coordinated  ac- 
tion between  the  two.  There  is  nobody  on 
top  to  tell  these  fellows  to  get  together.  We 
should  do  the  same  as  the  Board  of  Directors 
of  any  large  company — get  figures  from  the 
comptroller  or  treasurer  and  decide  what  we 
are  going  to  spend ; how  much  more  income 
we  are  going  to  need.” 

On  the  same  subject,  the  National  Chamber 
of  Commerce  has  suggested  to  the  President 
and  Congress  that  the  government  be  put 
on  a strict  diet.  They  pointed  out  that  in 
1970,  Americans  spent  $14  billion  more  for 
government  than  for  food,  shelter,  clothing 
and  new  cars  combined.  Recommended  re- 
forms include  (1)  project  all  major  spend- 
ing over  a five-year  period;  (2)  evaluate  all 


If  you  think  Phase  II,  Medicare,  Medicaid, 
and  Health  Maintenance  Organizations  are 
complicated  . . . don’t  get  involved  with 
OSHA.  The  Occupational  Safety  and  Health 
Act  is  rapidly  becoming  a bureaucratic  night- 
mare. One  regulation  requires  that  in  any 
office  or  premise  where  both  sexes  are  em- 
ployed, there  must  be  separate  toilet  facili- 
ties. This  edict  has  been  invoked  in  an  of- 
fice where  there  was  only  two  persons,  a 
man  and  his  wife,  working  on  the  premises. 
Other  regulations  held  an  employer  respon- 
sible for  the  actions  of  his  employees.  As 
an  example,  if  an  employee  is  to  spit  on  the 
floor  of  a garage,  factory,  or  other  premises, 
his  employer  can  be  subjected  to  a substan- 
tial fine.  He  is  also  financially  liable  if  an 
employee’s  personal  tools,  such  as  carried 
by  carpenters,  are  found  below  rigidly  pre- 
scribed standards.  There  are  others  that 
are  even  more  nit  picking.  One  regulation 
requires  that  all  toilet  cubicles  must  be  pro- 
vided with  coat  hangers.  □ 


Librium  and 

(chlordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 
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are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerable, 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 

proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 


in  relief  of  clinically 
significant  anxiety 

Librium 

(chlordiazepoxide  HCI) 

5-mg,  lO-mg,  25-mg  capsules 
up  to  IOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion- 
ally, making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium®  capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 
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